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Abstract

The aim of this study is to explore how nursing professionals, working in a specialist
adolescent inpatient eating disorder setting, experience their role in emotionally
supporting the young people in their care and managing the demands of their working
role.

Data was gathered using semi-structured interviews of two nurses and five nursing
assistants and this was analysed using IPA (Interpretative Phenomenological Analysis).
Six emergent themes will be considered:

Regulating appetite for life
Active waiting
Digesting experiences
Cleaning up
Connecting as a team
Preparing for an ending and letting go

Comparison will then be made to the infantile feeding relationship and how, through
reworking this, the nursing staff facilitate the patients to develop a healthier approach to
relationships, experience and life. Recommendations are made regarding how nurses

can be supported in their work and the importance of recognising and valuing the
difficulty of the emotional aspects of the work.

Keywords: adolescent, Anorexia, cleaning, connection, digestion, distress, emotion,
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1. Introduction

My interest in eating disorder has been longstanding, and prior to undertaking the child
psychotherapy training I gravitated repeatedly to work with adolescents, children and infants
who were struggling with intake. This study initially grew from interest in understanding more
about underlying difficulties in disordered eating and wanting to explore how symbolism
around food may become linked to the concrete process of taking in nourishment and thus
difficult for these patients. I had noticed that, in the English language, food and digestive
processes are often used as symbols to describe situations in everyday life. We say, for
example, “I have a lot on my plate” or “I couldn’t stomach it”. In psychotherapy literature also
these connections are made, for example Williams (1997) stated in her description of one
anorexic patient after a period of work:

In the countertransference, I was less worried…feeling rather like a parent who puts a
plate on the table: the child is free to take the food or not

(p.120)

And so I wondered whether this link might be clearly observed in this population if a way
could be found to bring it into focus.

I had initially thought of interviewing and observing how anorexic adolescents were
managing through ritualistic behaviours in regard to eating and exercise. I theorised that
developing a system of managing within the ward environment would elicit coping
mechanisms that might tell us something more about the underlying issues. Unfortunately,
it quickly became apparent that this was a group of young people who, even aside from the
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ethical considerations of whether they could be considered well enough to take part in
research, were unlikely to consent to research given their condition.

The research thus evolved to thinking about who might be said to have insight into the
internal worlds of these young people. From my own experiences as a nursing assistant,
prior to my child psychotherapy training, it seemed that there would be significant value in
looking to the nursing staff involved in the care of these young people. I wondered whether
nursing staff experienced something akin to countertransference in their working with these
young people (perhaps a “gut instinct” evoked by the work) and whether this was felt to be
of use in guiding their responses or whether it interfered with the structure and rules that
maintained a working unit. This research idea then evolved further to a more exploratory
stance of seeking to understand how nursing staff feel when working on the ward, how they
use their feelings, or not, in the work and how they manage their emotions in order to
withstand this difficult work.

The two years I spent as a nursing assistant on a generic mental health ward had been
difficult. On the ward the nursing assistants would often be referred to as the “unqualifieds”.
It seemed we were defined not by our capacities but by what we did not have and what we
could not do. The nurses seemed also, however, to be viewed separately from the wider
team, which sat upstairs whilst the nurses sat down on the ward. Attempts to build a space
on the ward for nurses to think and meet together was frowned upon, as this was viewed as
avoidant of the work of “being with” the young people. This study grew from a wish to validate
the emotional work I felt I was doing as a member of that nursing team, although this wish
was not apparent to me as I prepared the study.
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When I began my training placement on an eating disorders ward, I observed again the
difficult relationship between nursing and wider team. The focus during ward rounds seemed
to be on whether nursing paperwork was complete, with one nurse held accountable for this
regardless of her not being constantly present on the ward to oversee its completion: as
though nurses were seen as interchangeable rather than as separate individuals. Again, I
observed what seemed to be a phantasy that nursing staff avoided or neglected the young
people, rather than a recognition of the almost impossible nature of the role: with many tasks
being held by the nursing team, which perhaps led to the need to prioritise some above
others in the moment. When paperwork was incomplete it seemed that context and deeper
meaning was lost, and no one knew what had happened that had prevented the completion.

I wanted this study to be an opportunity to think about that deeper meaning: to look at the
ward dynamics and perhaps the aggression and rebellion in not completing paperwork
(perhaps in identification with the patient group) or perhaps the communication of
overwhelm, exhaustion, panic and confusion leading to the loss of the ability to think, let
alone remember the routine tasks. This study, however, also seeks to give nursing staff a
voice, see more clearly what they do, recognise the value of the observational information
they gather about the young people in their care and suggest a framework which may help
nursing staff to process this data.

In my work as a nursing assistant there was little opportunity to really think about what my
observations might mean; what part I might be playing in a wider picture and what insights
I might add to the understanding of the patient based on my unique position of spending so
much time with them on a day-to-day basis. I hope, therefore, that this study might further
thinking about the dynamics in eating disorder units, highlight the importance of thinking
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spaces for nursing staff to make sense of the work and also highlight to psychotherapy
colleagues the value of the nursing contribution to care of eating disordered young people
and the wealth of understanding that may come from gathering their observations and
insights.
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2. Literature Review

This literature review was undertaken using PsychINFO as a starting point and using the
search terms:

•

Objective OR Rationale OR Task OR Function OR Purpose OR Job OR Role

•

"Eating disorder" OR Anorexia OR Anorectic OR Bulimia OR Bulimic

•

Nurse OR Nursing OR "Support staff" OR "Support worker" OR "Care worker"

•

inpatient OR ward

which were then combined using the Boolean operator “AND” (see Appendix J for a picture
of the original search). This produced 36 results, which were screened for relevance, of
which 7 were found to have relevance. Looking then to the bibliographies of these papers
brought further relevant research articles and nursing theory texts. Reading the
bibliographies of these further papers again brought more results. This process was
concluded when I recognised repetition in the bibliographies, suggesting that relevant
articles had been exhausted. Additionally, authors were approached for copies of texts and
these authors provided several of their other works, some of which also had relevance.

2.1.

How is Anorexia Nervosa defined and understood?

According to NICE (The National Institute for Health and Care Excellence), anorexia nervosa
is defined as “restriction of food intake or persistent behaviour which interferes with weight
gain and leads to low body weight” and “Anorexia nervosa is associated with body image
disturbance and an intense fear of gaining weight” (Eating disorders | Topics A to Z | CKS |
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NICE, 2020). They report the most common age of onset of Anorexia Nervosa as 15-19
years.

Anorexia Nervosa is a condition which frustrates care and treatment. The young person
does not, at least initially, comply with the help offered and this can create a bewilderment
and stuckness in the system around the young person. Ensuring the young person’s safety
can necessitate a degree of forcing and a taking back of control around food, which can lead
to an increasing battle of wills and, in severe cases, admission to hospital where the young
person’s free will may be completely overridden through tube feeding against their will.
Whilst this might break the deadlock and whilst feeding is clearly a physical necessity for
some of these young people, it is not clear whether this “treatment” leads to genuine
“recovery” or merely compliance (Wright & Hacking, 2012).

In order to think further about what elements of treatment are actually aiding in recovery it
is first important to develop a clear understanding of the condition and what thoughts there
are about what causes or underlies it so that a logical progression to a treatment model can
be developed.

2.1.1. Child psychotherapy models

2.1.1.1.

Freud

Psychoanalysis considers anorexia to be a disorder of extreme narcissism: thus in Freud’s
(1911) terms a disorder in which libido has been withdrawn from the external world and
placed into the ego.
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However, Freud (1911), in his discussion of the case of Schreber, also made the link that
external symptomatology expresses internal preoccupations and repressions: that
symptoms may therefore tell us about the aetiology of the condition, prior to the of advent of
extreme narcissism. In terms of anorexia this might suggest that a difficulty with the symbolic
meaning of the food, act of eating or some other connection interferes with the sufferer’s
capacity to take in nourishment.

Schreber was described as otherwise functional but

full of ideas of pathological origin…more or less fixed, and…inaccessible to correction
by means of …judgement of the external facts
(p.15)
Likewise the anorexic patient is not always amenable to evidence of their poor physical state
and does not see themselves as thin or ill. Even those who are able to recognise their
predicament remain driven to limit their intake: finding it very difficult to change their
behaviour. As with Schreber, the difficulty cannot be solved by intellectualisation of the
problem: the symbol of food being too heavily connected to the underlying difficulty.

Freud (1917) also described the patient’s enjoyment of torturing their object through their
illness noting that

…the patients usually succeed, by the circuitous path of self-punishment, in taking
revenge on the original object and in tormenting their loved one through their illness
(p.251)
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and recognising that behaving in this way avoided the need to be more openly hostile. In
regards the anorexic patient hostility is often expressed, but the focus on food perhaps
removes the need to express hostility regarding some other grievance which may or may
not be consciously recognised.

Denial can also arise that asserts anything from the outside: be it relationship, object or nonself item, has any value at all. This acts to evade feelings of envy, greed or loss of the object.
Freud (1917), however, suggested that greed or envy might still be evaded even if there is
some recognition of the object’s value. In this situation the close dyadic relationships created
by the anorexic young person can be seen as an attempt to devour the object and thus
incorporate its desired elements. Continuing to do so thus evades loss or envy as the object
is felt to be inside the patient, albeit in a damaged state, and greed is sated.

2.1.1.2.

Klein

Klein (1929) described that the child’s first anxiety is that of the coming together of the
parents in cruel and sadistic union and, in response to this, the child phantasies an attack
on the mother’s body and the penis felt to be within it. However, this leads to further anxiety
as mother is felt to be injured and retribution is expected.

Symbol-formation and the capacity to play out these anxieties in an arena removed from the
direct anxiety in relation to mother was described by Klein (1930) as a developmental
process in which the child is able to sublimate their anxiety regarding their desires towards
mother’s body and displace interest symbolically into the world.
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In her patient Dick (1930), however, this process was halted because his symbols remained
concretely attached to their original source and thus he remained too anxious to play out his
phantasies in a symbolic arena. She describes, in fact, that he was

Absolutely incapable of any act of aggression…clearly indicated at a very early period
in his refusal to bite up food.

(p.224)

So, in terms of an anorexic patient, this would suggest that the symbolism behind the act of
eating has not been successfully disconnected from the original anxiety.

Klein (1935) elucidated these anxieties and described the consequent inhibition in taking in:
that the object is bad and would poison what is good inside or is good but will be destroyed
by the process of taking in or damaged by something bad inside. Where the object is felt to
be bad this is due to it’s being retaliatory following the aggressive attacks of the child or
poisonous from having been “sadistically destroyed” (p.264). Klein drew attention to these
anxieties leading to difficulties with introjection and even concretely with the taking in of food.
However, as the child becomes more secure in their sense of a good object, so they become
driven to take in. Klein (1935) described the phantasy of the good object being preserved
inside the self and safe from dangers which are then projected. However, again, this leads
to a fear of further introjection (and potential consequent impact on consumption for an
anorexic patient) as the fear becomes that projected persecutors would be again introjected
and endanger the good object. Alternatively, projection of the bad may be inhibited by
concern that the good would be lost alongside, and thus bad objects are maintained
internally in order that good not be lost However, in doing so the good is felt to be attacked
and endangered by the bad and again the drive to introjection for the anorexic may be
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inhibited through fear of the newly introjected good object being damaged by this bad inside.
Finally, anxiety may arise that the very process of introjection, particularly where the child
feels greedy and cannibalistic towards the good object, has damaged it, broken it to pieces,
chewed it up or destroyed it. So, again, the child may inhibit their intake and deny their greed
as a way of protecting the good object.

However, Klein (1935) suggested that regardless of attempts to control these worrying
introjections and projections they continue in phantasy and lead to unbearable anxiety and
fear that the object is destroyed as well as increasing demands from the internal good object
in order to preserve it: demands for the anorexic which may be around severe limitations to
intake.

Manic defences may also arise in order to escape this anxiety situation. Klein (1935)
described that denial is one sign of a manic response such that the child denies

…the importance of its good objects and also of the dangers with which it is menaced
from its bad object

(p.277)

and this can be seen in the anorexic who denies both need of food and the danger of their
emaciated state. Additionally, if concern for the object’s survival does arise, Klein (1935)
described that this is obliterated through contempt and scorn: through insinuation that the
object is irrelevant and that other objects will fill the space should this one be lost.

Alongside this, Klein (1935) described that the child employs omnipotence as an attempt to
“master and control all its objects” (p.277), preventing intercourse between the internalised
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parents through keeping them apart. Again, for the anorexic, this internal phantasy can be
observed externally through the assertion that they are completely in control of their bodily
needs. Finally, Klein (1940) describes the use of idealisation as a way of manically retaining
faith in the survival of the good object. Again, for the anorexic, the anorexia is idealised as
a means of ensuring that the individual will survive despite the risks to health, as long as
they adhere to the demands of this exacting object.

2.1.1.3.

Post Kleinian

Joseph (1982) described a particular type of sado-masochistic patient she termed “addicted
to near death” (p.449) for whom,

no ordinary pleasure…offered such delight as this type of terrible and exciting selfannihilation
(p.451)
These patients are pulled towards seeing themselves destroyed and even though they might
wish for liberation, the addictive nature of their predicament is stronger they any wish to
recover. This would seem to be a very good description of the anorexic, who works against
their treatment and against health. Joseph (1982) described that, in therapy this patient was

“pulling back towards the silent kind of deadly paralysis and near complete passivity.”
(p.454)
and that the therapist is unconsciously invited to join in endless criticism of the patient, whilst
silently the patient mocks their interpretations and treats them with contempt: appearing to
listen, but in fact not taking anything in.
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Rosenfeld (1987) investigated the aetiology of the “input blocking” child, and suggested that
projections from mother, perhaps even prenatally may lead to this outcome. He described
that, when mother has repressed feelings of intense disturbance or embarrassment, these
can be reactivated during pregnancy such that child is felt to contain these repressed or
hidden feelings. This led to the infant, from the beginning of life being terrified

that they may at any moment have to guard against something very frightening which
is being forced into them” resulting in the “need to block the mother’s influence
(p.276)
Rosenfeld (1987) describes such patients as appearing not to care about anything, instead:

constantly attacking anything and everything which might be likely to satisfy their
libidinal needs
(p.22)
and Steiner (1993) described a position of “psychic retreat … where the patient is dominated
by feelings of resentment and grievance” (p.74). However, he also described that objects
are denigrated such that they are: “tormented, disabled, and held onto in a half dead state”
(p.75). The patient, therefore, does not resolve the difficulty by freeing themselves of the
object, but rather devaluing and weakening it as a way of holding onto it in some form and
ensuring it cannot leave. In eating disorder, the patient ensures they have the constant
attention of their object through their refusal to eat and yet the object is never rewarded for
their ministrations: rather they are taken to the point of exhaustion and never permitted to
make amends for their perceived failings. It would, therefore, seem that the patient cannot
imagine an object who might stay with them, and thus ongoing illness is needed to hold the
object in a close but disabled state.
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Britton (1989) described this “input blocking” as a turning away from knowledge of the
parental relationship: that what is being blocked out is the child’s knowledge about their
exclusion from the parental relationship which is too unbearable to face as:

“the notion of a third always murders the dyadic relationship.”

(p.100)

In this view, the anorexic child’s position is thus to deny the parental relationship and this
denial then may be played out in reality: the illness creating a situation in which one parent
is drawn close while the other is excluded, thus splitting the parents in such a way that the
intolerable parental relationship is annihilated.

Summing up all these preceding thoughts around blocking of knowledge of parent’s
relationship and appropriation of the object in a controlling manner, Meltzer (1992) described
the deterioration towards the claustrum: a position of increasing sado-masochistic delight in
phantasied ownership of the good breast. Anorexia might be understood as a delusion of
self-sufficient ownership of the breast and sadistic torturing of the object, claiming no need
and denigrating the good breast whilst simultaneously in phantasy imagining that the
individual contains everything they need to survive.

Williams (1997) described this “input blocking” as the “no-entry” defence

developed by a child who has perceived himself/herself (early in infancy), to have been
invaded by projections ...The ‘no-entry’ syndrome performs the defensive function of
blocking access to any input experienced as potentially intrusive and persecutory.
(p.121)

14
Williams (1997) went on to name this type of intrusion convex (the child being used as a
receptacle for parental anxiety rather than the child’s anxiety being contained): a process
she called “omega function” as a direct opposite to Bion’s (1962) alpha function. These
young people have thus been projected into in such an extreme and frightening way (or
have experienced their caregiver in this way) that they have learned to treat anything coming
in as dangerous and needing defence against. This leads to a blocking of any taking in,
including that which could be positive for the child.

Whilst anorectic patients are essentially recognised to be unreachable for long stretches of
therapeutic work, Williams (2002) describes the helpless and hopeless “whimper” (p.56) of
“the voice that asks for release” (p.56), the part of the patient who is suffering and trapped
in the anorexic claustrum. However, this “is immediately followed by an identification with
the killers” (p.56) and return to sado-masochistic delight. Here the patient is momentarily
aware that they are trapped but cannot sustain this vulnerability and is pulled back into
claustrum functioning.

Waddell (1998) suggests that in late adolescence there is a goal of separating from parents
and moving towards development of their own dyadic relationship. This is, therefore,
perhaps a moment of change at which, if developmental work in the internal world has not
been sufficiently successful then development cannot occur and it is thus a tipping point
where the pathological pathway described above can be activated. This may explain the
adolescent onset common to anorexia.

Waddell (1998) describes that some relationships, whilst they might appear developmental
are in fact defensive: relationships developed superficially and pre-emptively rather than
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because the individual has reached a stage of readiness. Anorexia might be seen in this
way: a defensive coupling with the self to the exclusion of others, which puts a halt on
development, separation and moving on. This would suggest that the anxiety around
development has been too much for the individual: the separation and also perhaps the fear
of remaining alone rather than finding the new dyadic relationship which Waddell (1998)
describes. Thus, the anorexia both puts development on hold, returning the child to a
position prior to the feared change, remaining childlike in body and often emotionally close
to mother whilst also creating an illusion that a dyadic relationship is already achieved, with
the anorexia, so that the anxious developmental stage is circumvented.

Orbach (1998) draws attention to the pressure from society on women around body image,
anxiety around pubertal development, lack of control over their drastically changing bodies
and their change in status in society as they develop a sexual identity. She further describes
that there may also be difficulties in the relationship with mother, perhaps related to feeling
that a son would have been preferred, which leads to

…rejecting what her mother gives and hurting her in the most powerful way she knows
how while simultaneously carrying out what she imagines to be her mother’s wish,
which is for her to disappear.
(p.160)

And Fairburn & Harrison (2003) report that around 90% of eating disorder cases arise in
females which would seem to suggest that consideration of the particular pressures on
women is important.

Segal (2001) described further the failure of symbol formation when the symbol remains
linked to the original, anxiety provoking, object:
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When symbols are formed by projective identification, the result is what I called a
symbolic equation. A part of the ego becomes identified with the object and, as a
consequence, the symbol is equated with the thing symbolized.
(p.150)
This led to her description of the man unable to play his violin because for him this was
masturbatory. A broader possibility, for the anorexic child, then is that perhaps the process
of eating is so linked, through projective identification, to various underlying anxieties that
physical “taking in” becomes unmanageable through symbolic equation (e.g., it is felt to be
the same as “eating up” the object). It seems that narcissism arises, therefore, to manage
the impasse caused by the difficulty with symbolism, creating a situation in which the object
is not “eaten up” because the individual does not eat.

Skogstad (2013) describes patients who experience the therapist as an intolerably
impervious object. To use William’s (1997) language: they are not acquainted with an object
who they feel might receive their projections. Skogstad suggested that these patients need
to see that they have got through to someone and that the therapist has been genuinely
moved. From Steiner’s [1993] perspective, however, these patients expel “unwanted mental
contents” (p.132) but any attempt to process such projections is beyond the capacity and
willingness of the patient to accept. Combining these two theoretical ideas, therefore,
suggests that these patients may be in a double bind in which they cannot or will not take in
from their therapist nor can they experience successfully capturing their therapist’s attention.
The eating disordered patient in this predicament thus seems to imagine that their object
rejects them just as they reject their object. They cannot believe in a mind that is receptive
or interested in them. For these patients a sense of grievance is maintained, through feeling
constantly rejected, which may lock them further into an angry, resentful state of mind.

17
This wealth of theory illustrates the great complexity of working with patients who are not
often on the side of working towards health and have clearly undergone a psychic
deterioration over a long period. Supporting the increasing recognition of the victim part
which desires separation and strengthening the wish to fight and emerge from what Meltzer
(1992) and Williams (2002) describe as the promised delights of the claustrum or “gang-like”
constellation (which offers safety) is the purpose of therapy.

2.1.2. The family therapy model

Minuchin (1972) described the “psychosomatic family” in which rigidity and an overprotective
attitude prevents the child from developing appropriate levels of autonomy. The family seeks
to preserve the way things have always been and is resistant to change. Conflict is seen as
dangerous and is avoided at all costs and he gives descriptions of treatment in which conflict
is provoked in order to equip the family to begin managing this. He maintained that treatment
of the child in individual therapy was potentially ineffective, if the “psychosomatic family”
system was not treated, as the illness is used as a distraction from the family’s inability to
resolve or even acknowledge conflict.

2.2.

How is Anorexia Nervosa currently treated?

NICE recommend FT-AN (anorexia-nervosa-focused family therapy) as first line treatment
for children and adolescents (18-20 sessions over 1 year) where focus is on empowering
the family system. CBT-ED (Cognitive Behavioural Therapy for Eating disorders - 40 weekly
individual or family sessions) or AFP-AN (Adolescent Focused Psychotherapy for Anorexia
Nervosa – 32-40 individual sessions over 12-18 months alongside 8-12 family sessions) are
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then recognised in the NICE guidelines if FT-AN is “unacceptable, contraindicated or
ineffective” (Eating disorders | Topics A to Z | CKS | NICE, 2020).

Inpatient treatment becomes indicated if weight loss is rapid and weight is below a safe
range, there are heart complications such as bradycardia or tachycardia, hypothermia,
infection, overall ill health or rapid deterioration, reduced muscle power, abnormal blood
tests, risk of refeeding syndrome, suicidal ideation, serious self-harm or lack of support and
management at home (Eating disorders | Topics A to Z | CKS | NICE, 2020).

2.2.1. The family therapy model of treatment

Eisler (2005) acknowledged that Minuchin’s (1972) theory regarding the “psychosomatic
family”, which prevents the child from the development of autonomy, might hold true for
some families. However, he highlighted that it did not seem to hold true for every case and
confirmatory studies had not been able to show whether the rigidity and conflict avoidance
observed predated the anorexia or was a result of the difficulty of living with an anorexic
child. He felt that this theory was perhaps not sufficient to describe every family with an
anorexic child and that perhaps further attempts to describe the “anorexogenic” family would
not be successful. His interest, however, was in the apparent similarity of families’
experience of living with a child with anorexia. This shift from attempts to describe the
aetiology of the condition to instead thinking about the maintenance of the condition within
families led to the FT-AN treatment which is now the gold standard within the NICE
guidelines.
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This treatment focuses on making “use of the adaptive mechanisms that are available in the
family both individually and in the family as a whole” (Eisler, 2005, p.118). This encourages
the family to build on their own capacities to problem-solve the difficulties: capacities which
have been obscured and overruled by the stress and panic associated with having a child
who will not eat. This treatment acts to reframe family dynamics: as needed to help the child
recover, rather than as pathological and causative of the difficulty.

Results of a randomised controlled trial (Eisler et al, 2016) have also suggested multi-family
therapy as another viable and perhaps superior option to FT-AN (75% remission rate
compared to 60% for FT-AN) in helping families to use each other as a resource to find
answers for the eating difficulty rather than relying on professionals.

However, Simic et al (2017) focussed on the further work needed on what adjuncts might
increase effectiveness of the treatment for those who did not respond to the family therapy
approach (particularly highly anxious or dysregulated adolescents), suggesting that even
within the success of the family therapy model of treatment there remains a role for other
disciplines in treatment of more resistant cases.

2.2.2. Nursing models of treatment and recognised difficulties to overcome

The Royal College of Nursing describe 8 “principles of nursing practice” which set forth what
a nurse in any setting would be expected to be doing (Principles of nursing practice | Royal
College of Nursing, 2020). In summary these are:

•

to treat everyone in their care with dignity and humanity: understanding individual
needs with compassion and sensitivity
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•

to take responsibility for the care provided

•

to manage risk and keep everyone safe in the places they receive care.

•

to involve patients, families and carers in informed choice and decision making

•

to assess, record and report on treatment and care with sensitivity and confidentiality,
deal with complaints effectively, and conscientiously report concerns.

•

to have up-to-date knowledge and skills, and use these with intelligence, insight and
understanding in line with individual needs.

•

to work closely with their own team and other professionals, making sure patients’
care and treatment is co-ordinated, is of a high standard and has the best possible
outcome.

•

to lead by example, develop themselves and other staff, and influence the way care
is given in a manner that is open and responds to individual needs.

Whilst these give an account of the overview of nursing care in a formalised way, much
further research has been done trying to define nursing treatment, both more generally, and
also specifically in regard to treatment of anorexia. Here I limit this review to only studies
which seem to have relevance to the treatment of anorexia and relevant studies have been
listed in date order.

Part of the nursing role would seem to be in how the nurse manages to sustain her own
capacity to perform the role in the face of much stress and distress so that she can continue
to provide patient care in the longer term. Menzies Lyth (1960), a psychotherapist who wrote
about the stresses of the nursing role, described how, alongside their own anxieties, which
she described as primitive, life or death anxieties, nurses were often in receipt of the
anxieties of patients and their families. She described their being expected to take on
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responsibility for the patient in such a way as to free the family and patient of doing so. In
order to reduce the impact of these anxieties, Menzies Lyth (1960) observed that the system
introduced mechanisms to limit and routinize patient contact in order to discourage
attachment and reduce responsibility through reducing decision making. In addition, anxiety
is managed in the system by projecting “irresponsible” behaviour onto junior staff members
and capability into seniors, which again discourages staff being seen as individuals but
rather as “lazy juniors” or “omnipotently capable seniors”. It seemed that this enabled
nursing staff to manage anxiety in the short term, as inadequacy could be projected into
juniors, freeing staff from addressing their own anxieties about their capabilities. However
ultimately this led to staff being overburdened because they dared not allocate work to the
juniors. Likewise idealising capable seniors enabled staff to feel protected by those in more
senior roles, but ultimately this would lead to staff again feeling inadequate in comparison
to these idealised others and impotent from having projected their sense of capacity. Over
time this system of nursing became increasingly untenable as nurses felt both overburdened
and yet unable to perform.

Travelbee (1964) advocated for sympathy in the nursing role: suggesting that empathy is
too distanced and pity potentially condescending with some patients or too collusive in a
“poor me” attitude in others. She suggested that:

the sympathetic person feels another's distress; he is touched and moved by it and
actively wants to do something to alleviate it
(p.69)
and that this genuine wish to help is what nurses should be striving for, highlighting that in
sympathy the nurse does not respond simply because it is her job (as perhaps in empathy)
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or due to her own internal distress (as perhaps in pity). The reaction is towards the patient
and their situation only.

Forchuk and Westwell (1987) theorised about the undermining of the therapeutic alliance if
the nurse directly addresses denial: how this increases the patient’s anxiety making the
denial more necessary. They recommend strategies based on allowing time, working on less
direct parts of the underlying issue and finding a balance which is neither challenging nor
complicit with the denial.

Peplau (1999) theorised that:

The aim of nursing care of psychiatric patients is to assist the patient to struggle toward
full development of his potential for productive living in the community
(p.14)
further highlighting the need for sustained effort over time in effecting change. In her paper
she described two methods: firstly “disrupting” (p.16) replicated behaviour that has become
pathological (which may be similar to what Joseph (1982) describes as “chuntering”),
suggesting that the nursing role is in interrupting the cyclical nature of this. She secondly
described discouraging linguistic generalisations and encouraging the patient to focus on
detail. Peplau felt this helped the patient to recover meaning as well as recognising the
separateness of the nurse’s mind, because they need to explain what they are talking about.
Here Peplau seems to be describing the nurses’ role in supporting her patient to think and
this would perhaps have value in eating disorder treatment, in encouraging the patient to
recognise and begin to challenge their preoccupations and worries about food.
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Snell et al (2010) in a New Zealand study, interviewed seven nurses and, using grounded
theory, drew attention to the importance of connection in the treatment of anorexia:
developing, negotiating and coordinating connection. Whilst this was a study which focussed
on the connection between staff and patient, within “negotiating” the researchers noted how
the staff used each other as a support in maintaining faith in the work and supervision to
process the experiences, both of which maintained their capacity for the work. They also
noted in “coordinating” how nurses acted as a conduit between the patients and the wider
team: relaying information between the two. Given the splitting that is classically described
by this patient group, being able to hold a place between the splits would clearly be of value
and the description of using the wider team for support would seem to indicate the value of
a robust and resilient team in meeting this difficult patient group.

Ross & Green (2011) interviewed two anorexic women about their experience of inpatient
care in a UK unit and used narrative thematic analysis. They reported that the relationships
built in inpatient settings were highly valued: facilitating expression of extreme emotions
which, in containment, built a sense of a “secure base” (p.117) which was necessary before
interpretative therapeutic work could begin.

In a UK based study, Wright & Hacking (2012) interviewed six adult anorexic women,
following discharge from hospital, and seven healthcare professionals, five of whom were
nurses. They found that the patients considered weight goals as irrelevant and valued more
the security, nurturing, optimistic and maternalistic context. However, they noted that some
patients were using the setting for respite rather than recovery, so the researchers
recognised that it remains unclear whether the elements they valued were in fact elements
that were aiding in recovery.
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Zugai et al (2013) in an Australian study interviewed eight adolescents who had recovered
from anorexia and found, among other things, that well timed interactions were prized in
helping them to engage in the treatment programme. Interactions were also valued if they
were positive and thoughtful, and the researchers encouraged nursing staff to take the time
to build an individualised understanding of their patient to support the development of
therapeutic alliance.

In a North England based study, Pemberton & Fox (2013) interviewed eight adult patients
with anorexia and using IPA identified a role for nurses in being predictable, and in
understanding and helping to name patients’ emotions. Participants reported this
encouraged them to be increasingly more open to revealing their emotions rather than
suppressing them, which they tended to do. They also identified that these patients tended
to adjust their initial emotional response in order to preserve a relationship with a nurse:
blaming themselves instead of the nurse for a difficult encounter. This would seem to be a
counter finding to theoretical suggestions that such patients tend to attack and break down
relationships (Rosenfeld 1987) and may indicate the emotional progress that adult patients
have made.

Davey et al (2014) interviewed twelve staff (seven nurses, three support workers and two
occupational therapists) working in UK adult eating disorder units and identified that the
complex and demanding work required “effective teamwork, communication, and support
systems” (p.60). They identified that whilst group supervision was mostly valued, individual
supervision was more so and immediately being able to speak to colleagues following an
incident was the most valued support of all.
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However, Wright & Schroeder (2016), in their UK based study using the same data from the
2012 study by Wright & Hacking, highlighted the vulnerability of nurses treating eating
disorder patients to various abuses from this patient group including violence and verbal
abuse which lacked respect. They highlighted the need within the role to establish a
professional therapeutic relationship, establish boundaries around respect, not take things
personally, calmly repeat instruction without engaging in bargaining and engage in regular
supervision in order to ensure that the nurse is able to continue in the wider role without
burnout or breakdown.

In a Norwegian study, Hage et al (2017) observed nurses at a ward mealtime and conducted
twenty interviews to explore mealtime “rules” and occasions when rules were “bent”, seeking
to further elucidate what nurses were doing and perhaps why. They identified that nurses
sometimes bent rules due to deeper understanding of a patients’ needs, i.e. with patients
with whom they had a good therapeutic relationship and recognised that bending a rule
would be emotionally helpful. Additionally, rules were sometimes bent if they did not impact
the patient’s physical treatment or countermand their careplan, but where flexibility might
positively impact the therapeutic alliance and patient experience: for example switching one
milk drink for a similar one.

Salzmann-Erikson and Dahlén (2017) conducted a descriptive literature synthesis of
fourteen articles and found that eating disorder patients’ adherence to treatment was likely
to be increased when nurses treated them in a person-centred manner, treating each patient
as an individual and not making generalisations about them as a patient group. They
stressed “the importance of understanding the complex mechanisms that reach beyond the
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patient’s manifestations of symptoms in order to overcome negative spirals in the
relationships” (p.10).

Fogarty & Ramjan (2018) used a questionnaire and received responses from 67 anorexic
women in the UK and Australia aged 18 or over, about “the tipping point of change” (p.1050).
They reported that recognition of losing or being about to lose something important and
identifying something worth being well for were important factors in change. Whilst this study
was not linked to nursing role, recommendations from the study were in encouraging staff
to focus on helping patients to identify these factors on a personal level although also
recognising the difficulty for staff and family in waiting for the anorexic patient to reach this
point. Reaching a moment when the price of anorexic illness becomes too much was
identified as an internal process and highly individual.

Ramjan & Gill (2018) interviewed ten nursing staff and ten adolescent anorexic patients in a
highly behaviourally focussed ward in Australia and reported on themes of an experienced
metaphorical prison set up, with nursing staff feeling like and experienced as prison officers
and with patients as “inmates” considered to be “deviant” (p.31) to societal norms, whilst
patients themselves resisted this definition. They thus reported that therapeutic relationships
were difficult if not impossible to develop and that nursing tended to degrade from its
philosophical and holistic aspirations to being task oriented and enforcing. Patients were
then left with little recourse than rebellion against rules and seeking to undermine the
system.

Zugai et al (2018), in Australia, employed a mixed method design, using first a survey
followed by a semi-structured interview and reported that “AN as an illness has the potential
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to degrade the quality of the therapeutic alliance” (p.7) leading to exhaustion and
demoralisation of nursing staff. Patients who undermine and sabotage care impacted nurses
“motivation, confidence and hope” (p.8) leading to reduction in emotional investment and
connection from nurses who protect themselves emotionally by withdrawing. Over time this
can then lead to increased experience of punitiveness of the treatment, as the nurse perhaps
adopts a more punitive stance and the therapeutic alliance is not in place which would
mitigate the patient feeling punished.

Zugai et al (2019) interviewed ten nurses caring for adolescent anorexic patients in wards
in Australia. They reported an experience of greater opposition and dislike when nurses
followed rules closely and exercised their authority: with less experienced nurses finding it
particularly difficult to maintain their authority due to developing friendship-like relationships
rather than more maternalistic relationships. They noted that patients would not want to be
nursed by these firmer staff and with less experienced staff could seek to be coercive: for
example, trying to draw them into anorectic activities.

Graham et al (2020) looked at multiple qualitative studies which considered healthcare
professionals’ attitudes to their role in working with eating disorder patients and identified
that a part of the emotional work for the healthcare professionals was in “coping with caring
without curing.” (p.422) and that successfully negotiating this led to workers being less likely
to blame the patients: adopting a more compassion led way of working.

It seems that while there are many studies reporting direct roles for nursing staff with their
patients, there is also significant consideration given to how the nurse safeguards her own
capacity to continue in the work and the potential pitfalls in working with this very difficult

28
and entrenched patient group. This self-management is considered to be a discrete role in
itself, but research only refers to this in terms of enabling the nurse to continue in her work.
This study, in confirmation of wider psychodynamic literature, however (e.g. Winnicott,
1971), considers the value to the patient in experiencing an object which survives attacks
and thus the nurse’s emotional survival is crucial to both nurse and patient.

2.2.3. The child psychotherapy model of treatment

Freud (1912) described that all psychodynamic work begins via the use of “evenly
suspended attention” (p.111) in order to take in from the patient as much material as possible
in an unfocussed way, where too much effort or focus could lead to choices being made
over what is perceived. This is perhaps a struggle for the eating disorder unit as focus is,
necessarily, strongly on the patient’s physical wellbeing, and yet Freud is suggesting that
therapeutic treatment of the young person must take in elements beyond the symptom of
eating disorder if it is to be meaningful.

Winnicott (1953) described an ideal situation in which the maternal relationship has been
“good enough” and the child is able to move forward having internalised the pre-requisite
components for ongoing development. This would perhaps describe the hoped-for position
of the ward: that something may be good enough which facilitates the patient to move on.

However, perhaps particularly for the anorexic patient, who has become highly entangled
and entrenched in psychopathology, work needs to begin at a basic level: the patient
developing a sense of being in the therapist’s mind. Winnicott (1956) described the role of
the new mother intuitively responding to her infant and holding them in mind through Primary
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Maternal Preoccupation. He describes this as a state in which the mother adapts “delicately
and sensitively to the infant’s needs at the very beginning” (p.62): recovering after a few
weeks when “the infant releases her” (p.61).

Winnicott (1960) further described, however, a situation in which the child has been required
to adapt to the needs of mother and the child feels that their emotions, such as hate and
anger, are intolerable. He described then that a falsely compliant self can develop. This
“false self” is a state, antithetical to recovery, often seen in eating disorder treatment: the
child who eats in order to be released from the inpatient ward or who complies with the meal
plan whilst not making genuine emotional progress.

Bion (1962) described the process of “containment” which was pre-requisite for the
occurrence of “alpha function”. Containment is how mother receives the projections of her
infant: reassuring the infant that his fears are manageable. Alpha function can then occur in
which mother processes the infant’s projections and feeds back an experience of these
terrible fears being understood and sense made of them. Bion (1962) described this as
analogous to digestion and that it is mother’s “reverie”: her concern and interest towards the
infant, which gives the infant first a sense of containment and then a feeling of having been
understood. This process, however, requires a child to be receptive to the processed
material which mother returns, in a way which anorexic patients may not be able to manage,
and so this process is likely a struggle on the ward whilst still being a necessary part of
supporting the patient to recover their sense of a supportive, benign and thoughtful object.

In 1965, Winnicott described the father’s function in the early relationship with the infant.
This, he felt, was to deal with external reality for the mother until such time as the Primary
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Maternal Preoccupation resolved and they are able to begin coming together as a family of
three: allowing her to focus exclusively on the infant for this period. This is a description, in
therapeutic terms, of the importance of a strong network which can support the therapeutic
relationship.

Meltzer (1967) described a form of containment in his concept of the toilet breast. He
described this as a development from massive projective identification to a position in which
the patient conceives that these unwanted parts can be held by the toilet breast therapist. It
is a position in which the therapist is conceived of as a part object: “only a toilet” (p.20) with
goodness coming from other external sources. In this position the therapist cannot be
conceived of as having anything to offer: only as a receptacle for excretion. Meltzer felt that
the patient first had to recognise a container capable of containing all this evacuated material
and that this was a position necessary as a pre-requisite to recognition that the analyst
survives being filled with such material and must, therefore, be able to detoxify it. In regards
eating disorder patients this would seem to suggest that there may be a role for nursing staff
in purely surviving such patients and returning from one day to the next.

Bion (1970) describes the importance of eschewing memory and desire, in this work, as

if his mind is preoccupied with what is or is not said, or with what he does or does not
hope, it must mean that he cannot allow the experience to obtrude
(p.41)

It seems that this is a particularly important part of treating the anorexic patient because to
be too much involved with the “desire” for them to eat, or the “memory” of previously
successful or unsuccessful meals is perhaps to lose touch with the immediate difficulty or
state of mind.
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Bion (1970) goes on to suggest that:

If the mind is preoccupied with elements perceptible to sense it will be that much less
able to perceive elements that cannot be sensed.
(p.41)

further highlighting the importance of not being too fixated on the concrete (in this case
whether or not the meal is eaten) and allowing the feelings of being with that patient to
emerge, which may allow for a deeper recognition of mental state beneath potentially
surface-based compliance. Likewise, for the mother preoccupied with her baby, she must
be in touch with her baby rather than worrying about how many millilitres of feed have been
taken.

Winnicott (1971) suggested that, by surviving phantasied attacks, the object can be
recognised to exist “outside the patient’s omnipotent control” (p.84). Thus, the patient is able
to leave feeling that the ward has survived them rather than been destroyed, and that this
has occurred despite the relationship not having been under the patient’s omnipotent
control. This would hopefully support the patient to begin to test whether control might be
relinquished over other relationships and support an idea that they have not been so
destructive to relationships and their objects as they fear.
Stern (2002) suggested a process of adaptation and “missteps” as mother and infant come
together and gradually learn to understand each other: moments where mother offers too
much and infant turns away, which leads to mother regulating her next interaction. It would
seem that this would be particularly relevant to treatment of eating disorders where what
can be taken in is limited and nursing staff perhaps carefully monitor and adjust how they
approach the patient in order to find an attuned position to work from. Houzel (2010) drew
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attention to the importance of the conveying of attention in this way, for the analyst to refrain
from interpretation, but rather to observe everything they can and to hold onto it until it
becomes meaningful enough to be interpreted. Here, again, for the anorexic young person
it seems that it would be important to help them to feel safe, contained, understood and not
to rush to finding words, which may feel overwhelming.

2.2.4. Rationale for this study

It is important to think about the emotional treatment of these particularly unwell adolescents
who require admission, and what they might need beyond the work of outpatient treatment.
It would seem that the rationale for inpatient treatment is focussed primarily around physical
health. Nursing theory, however, points strongly towards the building of a therapeutic
alliance with patients in order to facilitate improvement, with the focus seeming to be on the
need to support psychological improvement in order that physical improvement be sustained
upon discharge. This study aims to address this gap by exploring unconscious aspects of
the work of nursing staff and the therapeutic alliance with anorexic patients.
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3. Methodology

3.1. Participants

In this study, seven participants provided consent: five moved straight to interview and three
made appointments that they were not able to keep. Two of these completed their interviews
on another day that I was on the ward and one withdrew their consent. Of the five who
moved straight to interview, two were rota-ed to participate and were provided with a
participant information sheet and consent documentation following this, whilst three
consented following directly being approached by myself. This was a sample of
convenience: these being the staff who agreed to participate and who were available on the
days that I visited the ward. The sample is heavily skewed towards female staff due to the
high proportion of female staff working on the ward.

No staff responded to posters displayed in the nursing office and there was no central
meeting at which I might introduce myself and the study. Changes to the initial plan regarding
recruitment were, therefore, required and recruitment took place as a chain from one staff
member to the next: with my being initially introduced by senior staff to the nurse in charge
who then support me in introducing myself individually to nursing staff on shift. This took
place in approximately weekly three-hourly blocks in the nursing office over a period of
around two months. This led to an issue around how far to pursue potential participants. Two
staff members initially declined but later decided to participate when I approached them
again, later on in my time on the ward. This second approach followed a period of getting to
know them just as part of my significant time spent in the nursing office and flowed naturally
from another conversation. Two staff members, on hindsight, were avoiding the office when
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I was there and when I was able to ask if they were interested in participating it was clear
that they were not willing and were not pursued further. I feel this method of recruitment
remained ethical as I was sensitive to the willingness of potential participants.

Whilst it was initially envisaged that there would be an upper limit of twelve participants: due
to staffing shortages, rota-ing, secondment and sick leave it became apparent that all
nursing staff had been approached who would meet inclusion criteria and seven was the
limit of available and willing staff.

Staff were considered viable participants if they had been working on the ward in excess of
three months and for more than three shifts per week. The aim of this was to exclude
occasional bank staff or new staff who might not have had an opportunity to build up
sufficiently deep and meaningful relationships with the patients on the ward, but to include
very regular bank staff. In addition, the Participant Information Sheet advised that staff who
were involved in disciplinary proceedings or who were having their own mental health
difficulties should not participate. The aim of this was to not stir up those who were perhaps
more emotionally fragile than others. However, it was not possible to check on this and was
left up to the discretion of participants.

3.2. Interview schedule

The interview was introduced as a study about the feelings evoked through working on the
unit, with a sub question about how or if the use of these emotional responses to the work
were seen as part of the nursing role. Participants were encouraged to think about a
particular patient who had evoked intense emotion in them, either positively or negatively
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and to reflect on how these emotions had impacted the work. One pilot interview was
undertaken with a psychotherapy colleague in order to practice the technique of interviewing
and to identify whether the prompt questions evoked appropriate responses. Following this
a question about working with family networks was added.

Whilst there were discrete questions identified (see Appendix H) due to the semi-structured
nature of the interview they were rarely used: providing more of a structure for me to hold in
mind as the interview flowed in a freer way. This allowed participants to talk spontaneously
about their experience of working on the ward and to interpret the brief of the interview as
they saw it.

Interviews were planned to last approximately one hour with the shortest interview being 28
minutes: 14 seconds and the longest 59 minutes: 58 seconds.

3.3. Procedures

Interviews took place in different therapy rooms and office spaces within the ward (wherever
there was space). These were confidential spaces in so far as interviews would not have
been overheard by anyone outside. However, other staff members would have been aware
of who was participating as they were absent from the ward during their shift and would have
been visible through the glass doors. No interviews, however, were interrupted by anyone
external and participants were aware of the limits of confidentiality.

Interviews were recorded using a handheld device (Sony IC recorder – ICD-PX470) and the
sound files were then downloaded to a personal laptop which remained in my home at all
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times. At the point of transcription all interviews were anonymised with numbering instead
of names. In this paper pseudonyms are used when assigning direct quotations and in
talking about participants. Participants were generally careful about not mentioning patient
names, but occasional slips were edited out at the point of transcription. Where the ward
name was mentioned this was also edited out. Stories about events on the ward or specific
details about conversations between staff and patients have been anonymised whilst trying
to hold on to the essence of the communication.

Interviews were transcribed over the course of the three months following the end of most
interviewing (i.e. one further interview was done after the start of transcription and one
further was outstanding although the participant then withdrew consent). This was done
entirely by myself and used as a part of getting to know the data. Transcribed interviews
were analysed using IPA (Interpretative Phenomenological Analysis): a method which,
according to Pietkiewicz & Smith (2012), focuses on “how individuals make meaning of their
life experiences” (p.361). Following transcription, notes were typed on the interviews: line
by line, noticing alongside the details of what was being said, what seemed to be going on
in the subtext, for example when participants seemed emotionally charged in various ways
and my own reactions to the participants within the interviews. See Appendix I for an
example of the initial coding. These notes were then extracted from the text into a Microsoft
Excel document and loosely grouped into columns of initial super-ordinate themes, which
were worked on both in supervision and independently to refine them further.

All data will be deleted at the conclusion of this study, including recordings, transcriptions
and coding data.
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3.4. Ethical issues

Ethical approval was sought through IRAS (Integrated Research Application System) as was
required by the local R&D (Research and Development) department. After IRAS had
provided approval (see Appendix A) this was taken to R&D who requested minor
amendments. These were returned to IRAS and secondary approval was given (see
Appendix B). Consent was then given by R&D to proceed (see Appendix C). The full protocol
approved by IRAS can be seen in Appendix D.

Ethical considerations were in regard to ensuring time was not taken away from patient care.
This was covered by clearly stating to participants that patient care would take precedence
and interviews would be terminated if needed. Two participants ended their interviews
expressly due to the needs of the ward. In addition, interview times were set by the nurse in
charge so that convenient, less busy timeslots were allocated from their knowledge of the
ward set up (for example outside of mealtimes or while the patients were offsite, in school.)

Further ethical considerations were regarding emotional wellbeing of the staff (i.e. the risk
that asking them to think about feelings might put them in touch with difficult feelings for
which they might need support.) Following interview, participants were provided with follow
up information regarding available on-site counselling services and which encouraged them
to contact me if they wished to discuss further or to approach the nurse in charge (see
Appendix E). A Participant Information Sheet (PIS - see Appendix F) was provided when
participants expressed interest or when they were rota-ed to participate and a Consent Form
(see Appendix G) was provided and completed, after they read the PIS and prior to interview.
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Initially, a cooling off period of one week had been set following signing of consent forms but
this proved impractical. Staff who, for example, made appointments for me to return were
then unable to find the time, on the day, to undertake the interview and further staff members
were unwilling to make appointments despite being willing to participate. It was, therefore,
decided to proceed straight from gathering consent to interview. To counterbalance the loss
of the cooling off period, participants were reminded that they could withdraw their data
following interview (up to 1 month, after which time potentially data would have begun to be
analysed) and could stop the interview if they felt uncomfortable. Two participants did stop
their interviews with the stated reason of needing to return to work and one declined to
answer a particular question. It would seem, therefore, that participants did not feel unduly
pressurised.
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4. Findings

Following analysis of the data, 6 super-ordinate themes were identified. These were:

Regulating appetite for life
Active waiting
Digesting experiences
Cleaning up
Connecting as a team
Preparing for an ending and letting go

4.1. Regulating appetite for life

Inpatient treatment is the treatment of necessity and last resort. Wherever possible
treatment takes place in a community setting, in order to keep the young people connected
to their lives, which supports interest outside the eating disorder. Those who have reached
the point of needing inpatient treatment therefore are those for whom this interest, or
appetite for life, is potentially not sufficient to maintain outpatient treatment.

Bethan saw the anorexia as a concrete failure of hunger/appetite. She suggested this failure
occurred due to deprivation of what the young person really wanted to eat, and that appetite
was, therefore, reawakened by the good food of the ward

because if our children don’t have what they want they won’t eat. They will say I’m not
hungry because all they want is not there ... [on the ward] they can see varieties of
food and they like it.
(Lines 113-123)
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Cathy, however, recognised a lack of appetite in areas outside food: a failure in appetite for
life. She saw it as her role to inspire and interest the young people in the world outside

I try to throw it in whenever I see them, talk about normal things like ...birthday
dinners ...so they’d be like “what did you eat?” and I’d be like “well, I have a picture,
this is what I did and this is who came and” ...I would tell them all about the things.
(Lines 127-168)
Thus, as Bethan recognised that these were young people who had forgotten how to want
food, Cathy could see that this lack extended to other areas and that they were easily
satisfied by very little

Because they don’t see it anymore ...and I constantly feel like I’m always reminding
them like ...this is not where you live, this isn’t going to be forever, like these four
walls ...life extends so much bigger outside of here.
(Lines 120-125)
Bethan described finding motivators in what these young people could consciously
recognise they were hungry for, in order to encourage engagement in mealtimes: fanning
the flames of their appetite to leave

Well you want to go; we are quite happy for you to be discharged but ...you need to
manage to see friends and family out there. It’s good to be out there. (Lines 198-200)
Here it seems that Bethan was able to work with young people who remained hungry for
something outside the ward, reminding them of this appetite as a motivational tool and
highlighting that this was a healthy appetite. Although it is questionable whether the patient
really wants to leave to see family or just to get away from the ward, Bethan uses the
example to consolidate for the young person that this is what a healthy wish would look like.
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Felicity also described how, in a difficult moment, where her patient refused a snack and
thus jeopardised her leave, she was able to remind her patient about how much she had
genuinely looked forward to the leave

and I said … “just do the snack ...Do the snack and then just go. And …think about all
the fresh air” because she told me that there’s fresh air …where she’s going …and
then even though she was crying she ...started.
(Lines 176-180)
Here Felicity also fans the flames of her patient’s appetite for the “fresh air”: prompting her
with it and giving her patient something to focus on beyond the snack. This seems to be a
very genuine moment in which Felicity is able to take something from a previous
conversation with her patient: a moment where her patient has been more aware of her
appetite for life and brings it helpfully to a moment when the patient is struggling. This helps
the patient to retain her appetite in a more constant way, rather than losing hold of it in a
difficult moment.

However, there seemed to be another side to appetite regulation. Cathy, for example was
mindful to keep information about her life minimal: noticing a ravenousness for more

But ...even when I tell them lots …there’s always questions about how I live or what I
do and … blah blah (clap): “I don’t know: maybe if you got out of here you might bump
into ...me …I feel like, if I kept giving them information …that would be enough, you
know, for their curiousness.
(Lines 443-487)
Cathy describes this as “enough for their curiousness” but perhaps another way of viewing
this is that it is not the world which interests the patients, but rather Cathy. Here Cathy seeks
to provoke interest in the world but balances this against the other side of the patient: the
side that would “eat her up”. The patients seem to evade envy of Cathy’s life by seeking to
incorporate it and make it their own. Cathy is clear in her approach about what is on offer
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and what is not, giving the patients boundaries around an appetite that is insatiable once
awoken.

Anne also, gave voice to the voracious appetite of these patients. That they could make
endless demands that could not be satisfied. A way in which they were expressing starvation

…we have had …days where I’m literally I haven’t gone to the toilet, I haven’t ate, I
haven’t done anything that I’m supposed to do …they suck up all your energy and time.
(Lines 279-281)
Anne described that even seeing her at her limit did not stop the demands placed on her,
that they extended until she felt emptied out and unable to give anything more

I’m doing a long day; it might be my third …and it’s just repetitive and I’m tired and just
like please just don’t …and she just doesn’t get it.
(Lines 135-136)
Thus, here, the nursing role involves being able to give in a way which helps the patient to
want something more, but in a way which also puts boundaries around a more insatiable
appetite.
4.2. Active waiting

Waiting was repeatedly named as a large part of the work of nursing adolescent eating
disorder patients. Bethan, for example, described the need for tolerant perseverance

Let me take this child is not eating: you’ll be feeling like “well let me try and you try to
encourage, encourage, encourage ...and it might be the last 2 or 3 minutes that she
makes a start.
(Lines 164-167)
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Erica, however, described a more draining and difficult experience of having to work without
knowing what to do and trying without reward

there have been days when it ...just feels like everything kind of runs the exact same
and ... they don’t allow you to give them support ...to know what you can even try to
support with.
(Lines 165-168)
This waiting was certainly not described as a passive process. Cathy expressed an active
and yet frustrating and tedious repetitiveness and that many active attempts at connection
failed, with patients being non-responsive or “nodding along” passively

you ...get so tired repeating the same thing to a young person all day every
day…but ...telling them to eat is the most important part of our job. (Lines 337-346)
Erica described an experience beyond waiting, more of just surviving with a feeling of
stuckness and having to manage for lack of any other option

“Yeah…it’s literally just bearing, like bearing it. It’s not even ...”

(Lines 453-454)

However, it seemed that within these experiences there existed the role of keeping alive the
hope that something would shift. Erica described holding with increasing desperateness to
this hope

What I’m holding onto is…that people have worked with her in the past and are like
“oh she’ll kind of start soon ...all we can do now is wait for her to manage. I don’t know
what else to suggest. It’s really difficult.
(Lines 594-598)
and thus, whilst Erica might try to have new ideas around careplans, she seemed aware
that she was in fact waiting for something in the patient to shift internally.
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Some participants seemed to manage this waiting more hopefully, suggesting a change of
scenery might help or that therapy would be effective over time, whilst others like Erica found
it difficult to remain hopeful: perhaps both in touch with patients in different states or with
different parts of the patient. What was clear, however, was that there could be no short cut.
In the same way that a mother must wait for her infant to open his mouth for a feed, it seemed
these participants also recognised a need to wait. Against the backdrop of a ward where
required caloric intake could not be given such space, this understanding of time needed for
emotional receptivity to develop is profoundly important. Deborah described very clearly a
situation with a patient who had been nasogastrically fed and yet how this intervention was
not a short cut to change

After [the NG feed] it was really strange ...I would have been more kind of comfortable
if she’d been like crying ...but there was just almost like, like she’d sort of erased the
whole experience of it, erm, so that was quite jarring.
(Lines 342-345)
Thus, whilst there are feeding realities on the ward, the emotional feeding experience cannot
be prescribed in the same way and this patient seems to erase that experience for which
she was perhaps not ready.

Bethan described how this waiting and perseverance can suddenly pay-off, seeming to
recognise that it was just a matter of waiting it out

I remember a patient who was here for a few months and one morning they say “oh
I’m feeling hungry now.”
(Lines 95-96)
and Anne recalled a shift when she was able to help her patient with self-care: a special
moment between them after months of failed connection, which seemed to open up
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communication and from which a relationship was able to be built. These stories clearly
stood out in the participants’ minds as breakthrough moments: hard won and important but
not, it seemed, based on the participants doing something different. Felicity described a long
period of feeling she was in the wrong to ask questions of her patient, express concern or
give praise. However, one day, the patient stopped exercising in order to answer a question.

4.3. Digesting experiences

In addition to being an illness in which there is primarily a difficulty in taking in, there seemed
also to be a problem in processing. Cathy described having to spell out her points with the
young people very clearly

I think I constantly remind her that there’s loads of [people like me] in the world ...like
“[ward name] doesn’t give you the power to make friends…you have it in you to be
friends with people”.
(Lines 498-504)
It seemed that it was not sufficient for Cathy’s patient to learn from developing good
relationships on the ward that she was capable of this. Here Cathy seeks to help her patient
to understand her own internal capacities rather than misinterpreting that all the goodness
is in the kind Cathy: to reframe their relationship and help the patient to develop faith in her
ability to make friends.

Cathy also described patients who could not imagine a life without their eating disorder and
that she would take up the role of presenting a more hopeful picture

I just want them to know that you have hope: that you could be that person that easily
grabs a tray of food and walks away and eats with their mates.
(Lines 142-144)
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Here it seems important that Cathy really believes this is possible: that she genuinely
believes that her patients could recover. Her digestion of their situation is combined with a
hopeful outlook, which patients may connect to over time, and which perhaps helps to shift
them out of a stuck position on the ward. Cathy described that she has experience of patients
who have recovered and so she has the perspective to believe others can too.

Erica, however, described how a distressed patient may be unable to engage with what is
happening at all. She described a patient hysterical with distress during a care-planned
intervention and how deeply connected Erica felt to her patient’s experience and thus also
distressed herself

you’re basically looking at her straight in the eye as you’re doing it because you’re
looking at the tube to see where it goes in…and you’re so connected with her
(Lines 509-512)
Erica then described being left needing to think about and digest this experience and
evaluate her motivations: needing to be sure that she did the right thing

You really question yourself because it doesn’t feel naturally right, but then you just
need to think…why you need to do it and then you realise it is the right thing to do and
that other person realises eventually as well hopefully.
(Lines 75-78)
Here Erica describes how she must first digest the experience before she can support the
young person to hopefully understand.

Deborah described a patient who recovered disturbingly quickly from an intervention and
how Deborah felt left trying to digest and make sense of this response. Unable, at this point,
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to engage the patient in this digestion, it seemed nevertheless an important process that
occurred within Deborah and Deborah illustrated her thinking in the interview

I don’t know if that’s just her or whether she just doesn’t think she can kind of explore
exactly what that did to her and the effect it had on her emotions.
(Lines 345-347)
Both Deborah and Erica illustrated clearly how hard they were trying to understand their
patients’ experiences. Cathy, however, raised the perceived dangers of failure of this nursing
digestion and if time for digestion was not supported

Like that’s how it feels, pent up until I don’t know, until people leave and people decide
that they can’t do this anymore.
(Lines 361-362)
And it seemed Erica was concerned that her own capacity to process or digest was being
impacted by her patient’s difficulties

other times she won’t even be able to look at me, but I’ll be looking at her to try to
engage her and all I can just see is tears and distress and it just makes you kind of
look away and just do what you need to do, which is awful.
(Lines 533-535)
Erica went on to describe how these experiences could seem indigestible and how this led
to feeling increasingly stuck and unable to see a way forward

you don’t know whether you can’t think of [another option] because you just can’t think… or
whether there isn’t anything else you can do.
(Lines 612-614)
Here Erica recognises feeling that her mind’s capacity to think is being impacted by the
difficulty of the material she is trying to understand. Bethan also described vividly how stuck
this work could feel
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There’s no way out. It’s the procedure ...That is their treatment. You just get used to it.
You just get used to it.
(Lines 368-369)
and Georgie described working instead to empower families: seeming to feel that little could
be worked through with the young person.

Participants described their fear of a negative outcome and Cathy described her struggle
with warding off feelings of despair

working in CAMHS you try to do as much as you can, while you can, but that time does
run out really fast …and you can’t force someone to be better, you know.
(Lines 83-87)
Deborah also talked about the struggle of holding onto realistic hope and managing worries
for the patients’ futures

it might not be like a simple cure for someone, but you also want to give them hope ...I
don’t want to say to someone “it’s unlikely that you’ll get better”
(Lines 133-136)
Thus, in building relationships with the patients, nursing staff were consistently holding at
bay their worries (knowing the statistics of poor outcomes for eating disorder patients and
with the looming move to “adult services” where perhaps change seemed less likely) whilst
putting forward the hopeful agenda that things can change: an agenda they must believe in,
however, for it to be a digested expression rather than empty words.

Deborah described the need to put these worries and her own distress on hold in order to
focus on her patient
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you almost have to show that you’re okay so that they can then, you know, focus on
like how they’re feeling about it rather than thinking like “oh this staff member is like
freaking out” or something like that.
(Lines 359-360)
Thus, it seems the nursing staff are required to bracket their own feelings in order to provide
care which focusses on the young person: holding back and holding onto that which is more
than the young person can manage. Being “okay” here seems to be about giving the
experience to the patient that the situation is manageable even if it cannot be understood or
digested in that moment, but the clear expression of “freaking out” seems to exist just below
the surface and it is clear that these feelings need digestion, or they risk unprocessed
expression in some form.

4.4. Cleaning up

Explosive ejection of emotionally charged material seemed also to be a part of the ward
experience (as might be expected following the “undigested meals” described above). Anne
talked about feeling blamed by patients and how this could make her feel guilty

then she reverses it, “staff made me do it, you made me do it! It’s not my fault, it’s all
your fault, this is why I’m here, this is why I can’t leave”. She has a way of reversing
it onto you.
(Lines 57-59)
Whilst this might come across as a denial in the patient to acknowledge her own “fault”,
Anne’s feelings of guilt speak to a more powerful projection in which the unwanted emotion
is forcefully evacuated and located in Anne.

Anne further described the verbal abuse she had dealt with: words that had left her shocked
and feeling these patients had no filter of common decency. She was unwilling even to speak

50
the words in the interview. In addition, she talked about patients who would kick or punch
staff and the self-preservation instinct that made her keep her distance.

Erica described the pain she experienced from patients’ words: how they would accuse her
of enjoying nasogastrically feeding them, implying that she was a monster who liked torturing
children. She also described a deliberate-feeling teasing behaviour

part of me sometimes thinks “you’re just doing that to kind of give me that sense of
hope and then you’re taking it away from me” because I’ve seen people kind of do that
before
(Lines 102-103)
and Cathy described a deliberateness in food going uneaten

when you’re asking them if they can eat and they’re ignoring you …literally they will
look at you in your eyes and will not touch their plate.
(Lines 342-344)
with Cathy going on to describe being made to feel worthless.

These descriptions are further examples of staff’s needing to digest difficult experiences.
However, here the description seems to be of a far more deliberate unpleasantness with no
distress expressed on the part of the patient. So, whilst this seems to be a process of how
nursing staff manage, here it is the deeply unpleasant, excretion-like projections: less,
perhaps, an experience of a patient who is lost, confused and frightened, but more an
experience of a patient who is consciously acting to hurt and upset. Consequently, in this
situation, the participants describe more their anger and irritation, rather than pain and
distress.
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Cathy gave an example of addressing this behaviour. Here she described a situation in
which she was not the “victim” of a patient’s outburst and so, perhaps as a “bystander”, she
was able to intervene once the nurse in receipt of the outburst had removed herself to the
office. She describes expressing to the patient, in a calm, thoughtful manner, that the
behaviour was unacceptable

“realistically you’ve upset so and so and how would you feel if it was yourself” and you
know just a little conversation I think helps even in the moment.
(Lines 237-239)
Cathy, also, described her own process when she was the “victim” of patients’ expulsions

at the end of the day you are in a job…so it’s like thinking about ...going round to the
office to take your time ...coz you are going to see that young person again, you can’t
hold grudges, they said something mean, you’re not going to hate them forever now.
(Lines 556-560)
Here Cathy is describing tolerating the patient’s expulsion and using the office to calmly
clear up her own “hate” feelings.

Several participants additionally described coping by remembering that these patients were
at perhaps the most difficult times of their lives and Cathy used knowing this to internally
manage more challenging behaviour whilst still recognising and validating her own feelings.

so maybe they are rude but …it’s not easy either to be a young person in hospital, it’s
like sympathising with that situation and knowing how to like validate their feelings as
well as your own.
(Lines 562-564)

Anne took an approach more in line with behaviour and consequences, describing her
refusal to take patients out on walks if they had been rude to her.
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I said “I can’t take you out and you’re calling me that particular name. How am I sure
for certain that you’re going to listen to me when you go out there”. (Lines 213-215)
Anne is making clear that, whilst tolerating this unpleasantness might be a part of the job,
toleration is not limitless. In her actions she makes clear the bounds of acceptable
behaviour: a balance which neither allows free reign to the perversity and sadism of the
patient (taking the patient for a walk as though nothing has happened) nor unrealistically
expecting them to manage (the walk is not actually possible or safe for this patient) nor
playing a tit for tat game of perversity and sadism (directly verbalising the power imbalance
which means she is able to withdraw the walk as punishment.)

Some of these descriptions of participants’ “calming down” (or even not seeming to feel
angry in response to these patients) initially evoked admiration in me for these nursing staff
who were so capable of “rising above it” and many of the participants stated the importance
of “not letting it get to you” as though this was a mantra on the ward. On reflection, however,
there was perhaps a rather saccharin and idealised description and it is perhaps
questionable whether they reflect reality or an entrenched denial of “negative” emotions. It
would seem that certain reactions or lack of reactions, are expected of staff: to be calm,
polite and professional in response to the patients’ outbursts at all times.

Anne’s description above, therefore, may indicate a processing which is not finished, lacking
open acknowledgement of the anger evoked, and whilst her concrete choice in not
facilitating the walk is probably valid, it seems there is a lack of reparation between Anne
and her patient. Anne describes that the patient approaches another staff member rather
than asking Anne directly for the walk, which might suggest that the patient recognises
Anne’s anger and shies away from it. In the context of the interview, Anne seemed somewhat
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triumphant in the outcome of the example, whilst also seeming defensive, giving an excess
of very reasonable and logical justification for refusing the walk, and thus perhaps
recognising the tinges of punitiveness in her response. There is, therefore, a question of
whether Anne reaches the decision not to facilitate the walk through a genuine “cleaning up”
or processing of her anger and wish for retaliation, or is merely masking her aggression:
giving an appearance of a reasonable response.

Deborah also described the need to be aware of the potential for movement towards
punitiveness and perversity: describing how the work almost invites these in some of the
necessary activities of the ward

I suppose it’s not a natural thought to have to move someone in that way and have to
put a tube down them. It’s not what anyone would like to do hopefully. (Lines 62-63)
Her addition of the word “hopefully” does seem to suggest an awareness of how this is a
patient group who perhaps invite retaliation and punitiveness. One might even suggest that
some of the behaviour comes from a belief that the staff must hate the patients (or
recognition in the patients that staff indeed do hate the patients at times): a “nothing to lose”
attitude, with further excesses as an inevitable consequence.

The risk of becoming retaliatory and the impact on the young people of being in receipt of
retaliatory behaviour suggests that being able to “clean up” by internally managing angry or
hurt feelings is important so that a way can be found to not get caught up in an endless cycle
of retaliatory behaviour deleterious to the nurse/patient relationship. This is, however, a
constantly demanding task and Erica described how, with the best of intentions and wanting
to continue in supporting her patient, she was reaching the end of her capacities
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It just makes you want to kind of shake her and be like “please manage” ...it sounds
awful but it’s like I want her to manage so …she can recover, but I also want her to
manage really selfishly so I don’t have to go through it.
(Lines 428-431)
Erica’s awareness of this conflict inside herself opens Erica up to thinking about it and
presumably not ultimately carrying out her desire to “shake” her patient. Cathy, however,
describes that, when nursing staff reach their limits, there is a risk of their leaving. Perhaps
this is the choice faced by nursing staff pushed to their limits: to act out their vengeful
phantasies under a veneer of professionalism (or even not!) or to flee the source of these
terrible phantasies. Participants described impressive capacities to tolerate these patients’
outbursts but, as human beings, staff have limits and clearly significant support is needed
to help them manage the work and genuinely detoxify the emotions evoked by these
patients.

4.5. Connecting as a team

All participants referenced the importance of teamwork in carrying out the role. There
seemed to be a strong sense of community and cooperation described by the participants,
with everyone fulfilling a function so as not to burden someone elsewhere. Anne, for
example, ended her interview abruptly saying

Sorry I’m looking at the time. It’s an hour already ...I’m with (patient name) from 10
o’clock ...can I leave you now ...I don’t want to leave someone else …
(Lines 366-367)
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It was described that emotional support was first sought from nursing colleagues and that
only the nursing team could understand. Erica, for example felt her family would be horrified
to hear about life on the ward and Cathy said

if I wanted to talk about it, I might come in the next day and talk to someone else in the
team, because it stems here so I should deal with it here.
(Lines 176-178)
Cathy was also able to describe an internalised sense of this supportive team, describing
how she might go into the office

it’s like thinking about ...how you respond ...going round to the office to take your
time ...before you go back out and ...you’re constantly reminding yourself of where you
are, what you’re doing and why you’re doing.
(Lines 556-561)
This place, therefore, seemed to function as a place to be able to think and internally
“regroup”, reprioritise and regain her sense of her professional self within the team: a sort of
personal supervision and stepping away to the team in her mind.

In this team, there seemed to be little competitiveness described. Some participants talked
about, gladly and without envy, handing over to another staff member if their approach was
not effective and successes seemed to be understood as a shared achievement, rather than
as one staff member’s “victory”. Bethan described

it’s just like when you are prompting a patient for something ...some people might go
after you and you say “okay, okay, let that person try”. That person might go and say
“darling do you want to come with me?” ...and they might just respond.
(Lines 389-392)
Similarly, perhaps, Bethan talked about other disciplines being needed to perform other roles
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everybody takes parts, different …division of labour. So, like here we have got
therapists, we’ve got doctors, we’ve got nurses, we’ve got HCAs, and everybody has
a different impact on them. So it’s just, I think, it’s all the same team, isn’t it.
(Lines 406-409)
And then this sharing extended to the world outside the unit. Bethan described that
sometimes patients made little progress on the ward but that perhaps a change of scenery
was needed

Sometimes they go somewhere else. Sometimes when we’ve tried and they can get
the child to another hospital they might get better in that hospital. Some people from
another hospital they come and bring the child here and they got better here.
(Lines 380-382)
This equality and division of labour seemed however to make it difficult for individuals to take
personal pleasure from successes. When I expressed to Felicity that her intervention
sounded helpful she replied

I’m not the only one who will encourage her. Others have been trying to encourage her
as well so it’s actually a team effort
(Lines 193-195)
sounding rather scandalised that I had suggested her intervention might have had individual
value.

It seemed that forgoing individual pleasure in achievements, however, may be the price of
not having to feel individually responsible for “failure”. Deborah, for example, described
importance in not feeling solely responsible

You have to think like it’s not just you, it’s the whole team and just the person themself
I suppose.
(Lines 283-284)
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And Deborah also described a more isolated position: worrying about not doing enough or
not doing things right and seeming to lose a sense of group accountability and togetherness

I suppose you try your best but just if someone …does not eat even though maybe
you’ve sat with them for a long time …you kind of think “oh ...is it something I’m doing
or I’m not doing” or like you can’t help but second guess yourself.
(Lines 318-321)
Erica also described the loneliness and burden of feeling like the one to make decisions:
losing her sense of the team around her in the crucial moment of being the one in charge
and interpreting the careplan

it feels really difficult to be the one to make that decision to go ahead with the NG feed
if they haven’t managed the replacement.
(Lines 54-56)
And Erica, then, described feeling left out of more pleasant interaction with the young people
which might mitigate the more difficult times

I think it’s really difficult for them to allow you in to have fun with them if you’ve just
restrained them for an NG feed …it’s really difficult to have that and then go …and
have a really happy-go-lucky environment.
(Lines 211-214)
And what seems to be strikingly missing from this last thought is a description of how those
who are able to have “fun” with the young people might make space, in some way, for those
who are feeling excluded. Perhaps, then, these participants are describing the difficulty of
holding on to the sense of support of their colleagues: a faith that they will continue to be
viewed positively by colleagues, even when the young people cannot hold onto this view of
them, that they will not be judged for their interpretation of the careplan and seen as
untherapeutic, unsupportive or straightforwardly mean. Perhaps they are also speaking of a
reality of unhelpful moments of judgement, an underlying current of disapproval or their own
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judgement of themselves which make it difficult to believe in the genuine support and
appreciation of their colleagues. Additionally, it sounds difficult to value all parts of care the
same: idealising “nice” or “therapeutic” talking with the young people over the more difficult
interventions and feeding which are, none the less, an important part of care, but which
might be emotionally loaded as a failure of a less intrusive intervention.

It seems, then, that there is limited room in this team, at times, for a more genuine
togetherness and one might wonder how much space there has really been to develop
genuine supportive relationships. Like an army flung together in the emergency of war how
much time has this team really had to develop strong trusting bonds? Coming through the
“war” this team might emerge stronger but the sense here is of being right in the middle of
battle and at times feeling unsure of whether colleagues are really behind them.

Perhaps as a consequence of this war-like emergency situation it seemed to be described
that differences of opinion could not be tolerated. Anne, for example, described her absolute
faith that her decisions would be supported by her colleagues

So …if they called me a name, they wouldn’t ask me because they know what my
answer would be. So they go and ask the nurse and the nurse would agree with me.
(Lines 230-232)

What Anne does not describe, however, is any mediation of the difficulty between her and
her patient. The nurse supports Anne but where might the space for thinking be: the
opportunity for the child to experience being thought about? Participants, also, described
discussion taking place in the nursing office, it seeming important not to display any
difference of opinion in front of patients, but does this give the young person a feeling of a
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parental couple thinking about them or is the phantasy (or reality) of a more terrifying couple,
coming together to bolster each other into carrying out a perverse plan.

Felicity also expressed this less positive side of the required “united front”: not always
agreeing with decisions made and feeling that other staff might be over-harsh sometimes.
She became uncomfortable in the interview however and quickly ended the topic of
conversation: seeming to feel that any expression of discord was unsafe. Cathy voiced the
difficulty inherent in this, when it becomes difficult to think and discuss and staff are
“required” to feel and act according to some pre-defined system

you’re constantly in a state of “you should act this way” …but actually what if I actually
feel sad, you’re just going to tell me that actually you shouldn’t be …and then that’s
when I think it gets hard and that’s when I think people leave.
(Lines 593-596)
Perhaps then due to the rigidity of this system, Bethan described sometimes feeling
identified with patients: that mealplans were too much, saying

you feel like you cannot manage what they manage so you feel sorry for them
sometimes. But you can’t help it, it’s their mealplan, they’re in the hospital, this is the
treatment.
(Lines 316-318)
Here she seems to be describing the struggle between seeing things from the perspective
of patient and of the staff team and perhaps this is a useful balance which means that she
does not become inaccessible to the patient’s need for sympathy and understanding but
does not lose touch either with her position as professional figure in the team. Cathy also
described how identified she could feel with patients when she felt not listened to in the wider
team.
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Georgie focussed on the difficulty of working with high numbers of bank staff and needing
to give very clear and basic instruction because such workers could not be relied on to act
spontaneously. It seemed that Georgie was talking about how the work becomes almost
impossible when team connection is not available, with the staff who are not regular
exemplifying action which is not fluid or creative: how action can, in fact, become frozen or
clogged up in a situation in which the “right” action is not clear. Whilst Georgie was clearly
frustrated with these bank staff members, one might wonder if their role was to hold the
frustration in a way which prevented difficulties being looked at inside the team. Thus, these
ideas about lack of motivation, effort and creative spontaneity, can be located in the bank
staff and an idealised permanent team is preserved. This dream perhaps holds at bay the
fear that actually nothing can improve the horror, difficulty and struggle of it and thus the
team survives through anger and frustration at the inadequacy of provision rather than
through acceptance of the horror: a paranoid schizoid rather than depressive survival.

However, a part of Cathy was able to retain a sense of the greater good and connection to
the team and she was able to recognise

I definitely have a lot of love for this place and this ward and the work that they do. I
think it’s incredible and I think it’s so important
(Lines 382-383)
and perhaps the struggle, capacity to keep struggling and hold on to a more overarching
goodness, whether between members of the nursing team, between nursing team and bank
staff or nursing team and wider team, holds at bay the collapse which feels palpably present
at times.
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4.6. Preparing for an ending and letting go

This last theme speaks to the culmination of the work of the ward: how relationships are
brought to a close and how the staff manage these endings within themselves in order to
support the leaving patient and be emotionally available to the next.

Bethan described patients who express their worry through re-emerging symptoms
(although her description was of a healthy worry rather than a re-emergence of anorexic
psychopathology: the patient soon making up the deficit of intake). Anne, however,
described her struggle to support her patient who was clear that she had no wish to leave.
Both staff here are talking about the highly individualised approach needed to support each
young person towards discharge.

Deborah raised that then, after discharge, it is often not known what happens next to these
young people and Georgie talked about managing this anxiety about whether the patient is
truly “better” through work with the families of these patients

you have to be really, really, really good in empowering families because
otherwise …the child will start to take control of the meals again
(Lines 55-57)
suggesting that worry about the child’s future might be managed by feeling you have
equipped the network around the child

So if the family is there to support the child, so the child have good chance to, you
know, achieve an excellent recovery.
(Lines 92-94)
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This is not, however, a description of a child who is necessarily felt to be ready: having
achieved a development into independence and resolved the underlying issues. This would
seem to be potentially outside the remit of the unit. A compromise must be reached in which
enough is done to facilitate the child returning to their everyday life. Staff are, therefore, left
with a sense of work that is unfinished and without certainty that things will now go well.
Thoughts about adult units, as the example of the ultimate poor outcome, therefore, seemed
never far away and Cathy expressed her awareness of the stakes

working in CAMHS you try to do as much as you can, while you can, but that time does
run out really fast
(Lines 83-84)
Against this worry Cathy reported a story which seemed to be held as a talisman against
the fear of what became of the patients: an ex-patient who had been in touch and was
reportedly doing well

she is actually like I think recovering and well and living the life she wants to live, like
travelling and stuff so we’ve heard.
(Lines 47-48)
Generally, it seems that the nursing team have to bear the feelings of being left behind.
Deborah recognised that:

I’m sure they don’t want to think about their time in hospital …they might just want a
complete clean break
(Lines 169-170)
and thus indicated how she has thought about and made sense of the complete break in the
relationship. However, if she is right about this idea of a clean break, it does perhaps suggest
that something may be cut off and left in the unit: something perhaps unresolved.
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Other participants seemed to suppress pain by putting faith in the next treating team.
However, Deborah went on to express the underlying pain of the work:

“but then I think that way you never really know how they’ve done.”

(Line 171)

The nursing staff are in a difficult position of having engaged with the patients over long
periods and deeply emotionally invested in their care. This is the value of their role and yet
this clearly leaves them in the position of having to accept that they may never “know” how
things turned out.

Whilst they will turn their attention to the next patient who joins the ward, it seems the staff
continue to hold in mind those who have left: holding the memory of the relationships. How
the nursing staff manage to bear these losses over the years of work: the not knowing and
the multiple goodbyes, is the final role and it is clear that a simple cutting off is not what
happens. The nursing staff remember their patients and manage the pain of saying goodbye
which, if this is done successfully and sufficiently, perhaps leaves them able to greet the
next patient as an individual rather than as a replacement.
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5. Discussion

Here I explore and discuss the themes identified from the interviews and link them to the
literature previously summarised.

5.1. Regulating appetite for life

Here, it is the patients’ interest (which I am likening to appetite) that the nursing staff seek
to awaken, and this seems particularly important in a patient group who have turned away
from object-seeking interest to narcissistic functioning. It might also be called curiosity and
it would seem that the nursing role here is to fan the embers of curiosity in something outside
the self. Appetite regulation, however, as a role for the nursing team seems to fall into two
parts: increasing and encouraging appetite but also then managing greed.

5.1.1. Increasing/encouraging appetite

Peplau (1999) described the importance of encouraging interest outside the self. She
directed nurses to interrupt repetitive speech (which was internally focussed and unhelpfully
ruminative) and to encourage explanation from patients who tended to forget the nurse did
not already know: stressing the importance of the patient recognising that the nurse’s mind
is separate. Cathy stresses her separateness by not allowing the patients such information
that might cause them to merge with her experience and in evading this merging she
encourages her patients to see what they are missing and hopes over time to increase their
interest in the world. Peplau (1999) believed this way of relating helped the patients to
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recover meaning and I would extend this idea to suggesting the staff, over time, help the
patients to reconnect to a meaningful life outside the ward and outside their anorexia.

The participants in this study described patients at different stages of this process: Felicity,
for example, described her patient who had some connection to the world: a wish to return
home for the “fresh air”, and Felicity’s role here was to help her patient to hold on to this
wish outside of the tricky snack. Bethan, however, gave a sense of her patient as much less
connected to a genuine wish to leave: “I want to go home” seeming far more a statement of
a wish to return to an unchallenged anorexic state. In this situation, Bethan models what a
healthy wish might look like: helping to reframe the patient’s unhealthy anorexic wish. Cathy
seems to be describing patients who are far more settled on the ward: who have made
friends and a life in the environment. She describes a delicate balance of trying to interest
them in life outside without feeding into their unhealthy preoccupations with the workings of
the ward.

All these examples link to Fogarty and Ramjan’s (2018) suggestion that change in these
patients comes with recognition of losing something. In order to lose something these
patients must first want something, and it seems that the nursing role is to help the patient
to recognise “want” as a first step towards being worried about losing something: a worry
which may overcome the worries around the food and the relinquishing of the anorexic
position.
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5.1.2. Managing greed

Cathy brings this other side of appetite regulation to her interview: the need to manage greed
once appetite has been evoked. As Britton (1989) describes in thinking about the child who
must recognise their place outside the parental relationship, Cathy describes attempting to
limit the patients to the position of observers of her (Cathy’s) life: a position in which Cathy
has outside relationships from which the patients are excluded. Britton suggests that
recognising the parental couple and the child’s exclusion from it is a necessary part of
working through the Oedipus complex. This exclusion, however, seems to evoke greed for
more information in the patients and Cathy describes how she responds by challenging this:
refusing to give further access but suggesting that they could build their own relationships.
She recognises that providing more information will not help them to face the reality of their
exclusion from Cathy’s life or the paucity of their lives on the ward and, in this way, she
challenges the oedipal illusion situation described by Britton as when the “relationship has
been registered but is now denied and defended against” (p.85).

To manage this exclusion whilst not being perceived as cruelly excluding clearly illustrates
the development of the relationships between Cathy and her patients, who can retain an
idea that she is good whilst also resisting their intrusive attempts. Thus, here, Cathy is
regulating their interest: giving neither too much nor too little. She encourages them to be
interested but does not feed their greed through allowing them to be intrusive.

Freud (1917) drew attention to the cannibalistic devouring of the object as a means of
incorporating it, which these patients seem to be displaying. Klein (1935) however
emphasises that this behaviour leads to such anxiety about the state of the object (its being
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“in bits” [p.269]) that illness not only results but cannot be emerged from. In putting in
boundaries, Cathy facilitates the possibility that her patients recognise that she can
withstand and survive their cannibalistic attacks.

Anne, however, describes more evocatively how incredibly greedy these patients can be:
there being days when she does not get a moment to herself and even at her limit her patient
continues to push for more. Cathy’s example presents a somewhat straightforward
illustration of how to “just say no”. Anne’s, perhaps, describes how extreme the
voraciousness of her patient can be and their refusal to recognise or back down from taking
or asking too much. She further describes the struggle to put boundaries around this: how
her “no” and “don’t” are not respected. This seems to coincide with Klein’s (1935) description
of mania as a denial of concern for the destruction of the object. Anne’s patients do not seem
to worry if they exhaust her as, coinciding with Klein’s (1935) description of mania, nursing
staff are perhaps seen as equivalent, so that if one is exhausted another will be available.
How Anne preserves her own space and internal resources in the face of this, with a patient
who has not yet built a concern for Anne’s welfare as an individual, would seem to be a vital
part of the nursing role: also highlighting the importance of a system that focuses on
supporting individual nurses, by ensuring breaks are taken and prioritising supervision and
time for training and learning.

5.2. Active waiting

Cathy’s description of the repetitiveness of the work with this patient group, Bethan’s
description of the need to keep trying and Erica’s recognition that there is nothing more to
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do than to bear the awfulness of waiting for something to shift in the patient are all clear
descriptions of the need for patience and perseverance with this group.

Freud (1911), Klein (1930) and Segal (2001) recognised the symbolic nature of symptoms,
William’s (1997) suggested these patients are victims of omega function and Rosenfeld
(1987) drew attention to possible prenatal maternal projection. All these theories suggest a
preliminary and perhaps less easily measurable stage to recovery: a waiting for something
to shift, whether that be as the symbol is disconnected from the object or the nature of its
connection is changed, or whether the patient gradually comes to experience nursing staff
as non-projective and therefore safe. Obviously, this means that the nursing staff cannot
rush, as being too friendly or too keen could be experienced by these patients as intrusive,
invasive and frightening and thus interfere with this process of internal re-evaluation. The
nursing staff must, therefore, be relatively blandly benign, hold their own anxieties in check
and tolerate long periods of rejection as the patient slowly adjusts.

This “blandness” might be akin to what Freud (1912) encouraged in “evenly suspended
attention” (p.111): a process of focussing on the patient without excessive effort to
concentrate, which might lead to selective attention. Houzel (2010) described this as a
process of taking in whatever is expressed without resort to interpretation, collecting up
these impressions until they become meaningful. He called this “unconscious attention”:
speaking only in order to convey close attention rather than to pre-emptively claim
understanding. It seems this is what is required within the nursing role: to convey interest
and attention, but not too heavily, and to take in much more than they verbalise at this early
stage of developing a therapeutic relationship. Bion (1970) described this as work
undertaken without memory or desire: in this patient group perhaps, without a wish for more
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from the patient, either in regards connection or their eating, but rather a genuine interest in
the patient, at the stage that they are at, which makes no demands. This might be seen as
a relationship in stark contrast to the restrictive “psychosomatic family” which Minuchin
(1972) describes: in which the child is prevented from choice or change regardless of their
needs.

This waiting role is repeatedly highlighted in the nursing literature around eating disorders.
Pemberton & Fox (2013) describe this as staff needing to be predictable, Zugai et al (2013)
focussing on the “well-timed” interaction that is valued by this patient group and Forchuk &
Westwell (1987) discussing the need to be careful in interactions: needing to allow time and
to find ways of working that are not confrontational.

In waiting, it seems, recognition is built within the patient that here is someone who will wait,
without requiring immediate gratification. This waiting is, however, perseverant: expressing
interest without expectation for a long time, which allows the patient to emerge when they
are ready.

There seems to be something truly serving the infantile part of the patient in this perseverant
waiting. It brings to mind Winnicott’s (1956) theory of primary maternal preoccupation: the
mother being interested and responsive to the infant’s needs and capacity to manage what
is offered. In addition, when Felicity describes her patient’s anger at her questions, but yet
how, over time, her patient becomes interested in Felicity’s question, this seems a
description of Stern’s (2002) “missteps in the dance” observations of mother-infant pairing.
Here, “wrong” moments in which mother and infant are out of step slowly resolve to better
connection as infant develops and mother adjusts her offering. It seems that this relationship

70
between nursing staff and patient is potentially reparative in a disorder that is perhaps
increasingly entrenched by something not being timely: unavailable when needed and
pushed into the patient when not wanted as Williams (2002) describes. The long period of
waiting thus allows something to be relearned as an experience of something available but
not forced: something that is truly for the patient’s benefit rather than for the ego of another.

Fogarty and Ramjan (2018) report that this waiting is eventually rewarded with the “tipping
point of change”: when the patient identifies a wish to recover, linked to losing, risking or
wanting something. They highlight that whilst staff can encourage the young person in
identifying these things (through their previously described role of “regulating appetite for
life” perhaps) the moment where the fight for recovery comes alive is very much out of the
control of staff. Participants in this study do, however, seem to be reporting a tipping point
in their relationships with these patients: when very suddenly a connection is made.
Pemberton & Fox (2013) report that once the staff member is identified as good, these
patients become keen to preserve the relationship at any cost: prepared to blame
themselves when things go wrong. This might suggest that a powerful and helpful maternal,
trusting attachment is made out of this long waiting period, which can then facilitate the work
(although, of course, self-blame may be unhelpful in the longer term). Thus, although the
moment when the patient begins to seek health is out of the hands of the staff member, it
would seem that their present, attentive, interest is part of what helps move the patient
towards this point.
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5.3. Digesting experiences

Klein (1935) described that patients can experience anxieties which interrupt introjection:
concern that taking in will lead to poison being absorbed or concern that objects will be
destroyed by the process: being chewed up or because the inside is already a dangerous,
poisoned place. In this study the participants described how sometimes they were able to
help their patients to re-evaluate experience and thus take something in from them.
Alternatively, however, there were descriptions of patients who were so unwell that no such
process could take place: that the inner space of the patient was too heavily defended. In
this instance nursing staff were left trying to at least understand themselves what had
happened. It is suggested that this is also an important process, despite its not seeming so
clearly to be connected to helping the emotionally absent patient.

5.3.1. Digesting alongside - reframing

Cathy describes an approach which is highly attuned to her individual patient, recognising
their individual difficulty in believing they can make friends and being neither dismissive nor
generalistic. Salzmann-Erikson and Dahlén (2017) talked about the importance of this kind
of person-centred nursing. Here, Cathy takes in the skewed perspective of her patient,
reprocesses, and then feeds back an alternative: giving another view. In psychodynamic
terms, it seems that Bion’s (1962) concept of “Alpha Function” is being described. In Alpha
Function the parent takes in the undigested “beta elements” of her child (in this case the
patient’s belief that her relationship with Cathy is based more on Cathy’s kindness than on
her own capacities) and through a process of alpha function (Cathy’s reprocessing and
digestive thinking) returns them as “alpha elements” (Cathy’s understanding that the patient
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brings something to the relationship which would also be of use to her outside the ward).
Minuchin’s (1972) suggestion that family therapy ought to provoke conflict might be seen as
a more contrived version of what happens between Cathy and her patient: provoking in both
parent and patient the expression of a problem that needs to be thought about and thus an
opportunity for this sort of thinking and digestion.

Hage et al (2017) also describe how the nurse uses her understanding of her patient, in their
study in regard to bending mealtime rules. When this goes well, they suggest a digested
experience is provided to the patient: neither arbitrary rule bending nor mindless rigidity. The
patient is thus able to experience being thought about on an individual basis and this is the
experience which is hopefully internalised over time: the experience of a thinking mind.

At this point, perhaps, Cathy’s words will provide the patient with an alternative narrative of
the situation which may allow a way out of the “chuntering” described by Joseph (1982) in
which the patient turns over their beliefs in a repetitive, unhelpful way. However, what
happens between Cathy and her patient seems also to be functioning on an unconscious
level, in that Cathy’s interest will, perhaps, wordlessly impart that the patient is worth Cathy’s
time. So, whilst the patient may not agree with Cathy’s verbalised appraisal, it may be that
over time the patient internalises, through the relationship with Cathy, the unspoken
experience that she is of value. So, whilst there is on the surface a “feeding back” described
here, the valuable alpha function is likely also something unspoken which goes on between
Cathy and her patient.
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5.3.2. Digesting on behalf of

Erica and Deborah, however, describe patients who seem unable to receive back this
digesting, individualised experience. Deborah’s patient lacks distress, suggesting that she
may evacuate her experience and thus making it inaccessible to Deborah’s capacity to think
with her. Alternatively, Erica’s patient is so distressed that Erica feels she cannot reach her.
Erica and Deborah are, therefore, both left trying to digest experiences on behalf of their
patients.

Deborah suggests that she supports her distressed patients by first managing her own
emotional distress internally, giving an outward appearance of confident calm. This would
seem to be a description of how she begins processing the experience for herself. Travelbee
(1964) stresses the importance of the nurse not exhibiting “pity” which she defines as having
more to do with the distress of the nurse than the needs of the patient. Instead, she
recommends “sympathy”: which she describes as genuine connection to the patient’s
distress accompanied by an active wish to help. This seems to be describing a pre-requisite
to Bion’s (1962) alpha function: a containment of experience such that the patient can feel
that there is a mind, not filled with its own distress, but wishing to help. The patient must
experience the nursing staff as attentive (“sympathetic”) and confident to manage/contain
their distress.

Skogstad (2013) also writes about this need to feel there is an available mind when he says
that the patient needs to feel they have “got through”. Erica’s description of how her patient’s
distress affects her is evidence of this process of “getting through” and her vivid description
of the difficulty of processing her experiences speaks to the struggle to focus on the patient
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and thus provide “sympathy” rather than “pity” as Travelbee (1964) recommends. Travelbee
(1964) further describes the pain involved in truly connecting to the work and it seems that
Erica is speaking about a genuine risk of being lost in what Bion (1967) called “nameless
dread”: an experience so terrifying and deathly that it cannot be made meaningful. Erica’s
capacity to survive the experience is another example of how she can speak to the
unconscious of her patient that, in fact, this experience is survivable. Again, however, it is
the genuine care and attention which makes Erica’s survival meaningful. If Erica’s patient
can, consciously or unconsciously, come to recognise that Erica cares and struggles
emotionally then she may make emotional progress through recognising that she has “got
through” as Skogstad (2013) describes. Erica’s struggle, therefore, is part of her role: slowly
and largely unconsciously imparting all these things to her patient so that hopefully in the
longer term the patient will internally recognise the response of an engaged, containing mind
that fights and struggles for her, rather than an absent, disconnected one which neglects or
tortures her.

Cathy speaks more generally of the dangers of the failure to digest: the stuck and unshiftable
which leads not just to failure to improve in the patient, but also may cause nursing staff to
leave. Ramjan & Gill (2018) discussed a further alternative: a deterioration to rigidity and
controlling “prison”-like conditions as a response to the difficulty of the work. This seems to
describe a failure of digestion and thinking, and patients are viewed increasingly negatively
such that they, in response, rebel against the system that should be helping them. Menzies
Lyth (1960) also described how repression of aggression and frustration can lead to its reemergence in an uncontrolled manner or how attempts are made to manage repressed
aggression by resorting to obsessional mechanisms, such as attention to paperwork instead
of the patient.
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Given that this is a patient group which Wright (2010) describes as oppositional to treatment
aims, it seems that this patient group may not often be amenable to the “digestive” thinking
of the nursing staff. Thus perhaps much of the processing and making sense – an equivalent
to physical digestion – occurs, as suggested here, within the minds of the nursing staff, to
preserve their minds so that they remain emotionally available to their patients.

5.4. Cleaning up

5.4.1. What is it that the nurse must clean up?

Cleaning up, here, is defined as the process by which the nursing staff manage more sadistic
behaviours of their patients, for example the violence, verbal abuse and deliberate
frustrations of care. However, it is also defined as their capacity to clear up their own feelings
in response to their patients. This requires an ability to detoxify these behaviours and their
own resultant feelings so that the relationship can move on, rather than being perceived as
irrevocably damaged or stuck or deteriorating into retaliatory behaviour in which both parties,
nurse and patient, act out their aggressive feelings.

A part of this process seems to enable the nurse to give a sense that tolerance is not
boundless, and it seems that, with genuine processing, comes the capacity to set
appropriate boundaries which are not tainted by a wish for revenge or punishment, but are
also not avoided perhaps through fear of the aggressive feelings evoked by the patient’s
behaviour.
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Anorexic patients are known to be difficult to manage and the standardised “principles of
nursing practice” (Principles of nursing practice | Royal College of Nursing, 2020) are
strained by these patients’ resistance, as the guidance assumes a compliant patient
interested in their own wellbeing. Rosenfeld (1987) suggests that anorexic patients will
attack or undermine any attempts at care and Wright (2010) drew attention to the difficulty
of nursing someone whose aims and goals do not tally with the accepted model of care.
Thus, the nursing staff are set up in a role which they cannot complete, in opposition to their
patients and in a position which invites distress, anger and frustration on both sides, as
neither can come together to achieve a mutually acceptable outcome. Consequently,
deterioration into violence and verbal aggression would seem a likely result of a patient
feeling misunderstood or attacked instead of helped, or responding in kind to genuinely
being hated by the staff at times.

Meltzer (1967) describes the use of massive projective identification in patients who have
not yet conceived of a container: i.e. someone who might help and manage their more toxic
unwanted feelings. He suggested that the development from this position was to understand
the therapist as providing a containing function for this material, which he called the “toilet
breast”. Perhaps, the nursing work under this theme is to gradually build a conception of a
“toilet breast” within the patient by managing both the toxic projections from the patient and
their own frustration.

Participants seemed also to describe patients perhaps functioning more in ways that
appeared deliberately sadistic: enjoying a sense of the control in being able to upset or hurt
the nursing staff. Wright & Schroeder (2016) reported on this also and described how nursing
staff are vulnerable to what they termed “abuse” from this patient group. Steiner’s (1993)
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concept that some patients keep their objects in a half-dead, disabled state would seem to
connect to how the staff describe being treated by the patients: feeling blamed, criticised
and unable to think creatively. Erica described recognising a struggling patient as clearly
different from a mocking patient, in that whilst both might be picking up their drink and then
putting it down: one is clearly, genuinely tormented and the other is not.

Freud (1917) noted this enjoyment involved in sadistically torturing the loved object: through
the patient’s illness rather than expressing hostility more openly. His description, although
suggesting an enjoyment that is not as conscious as that seeming to be described here, fits
an anorexic presentation well, as it is an illness which tortures caregivers through refusal
and withdrawal. Joseph (1982) also described patients who appear to enjoy their own selfdestruction, whom she described as “addicted to near death”. She describes a determination
to remain in this state and to treat themselves with the same spite and contempt that may
be directed towards the nursing staff. Over time this behaviour has the potential to degrade
the possibility of therapeutic alliance as Zugai (2018) describes, leading to a loss of hope
for the nursing staff that may lead to staff taking up an increasingly punitive stance.

Additionally, however, Zugai (2019) describes how these patients can develop “friendshiplike” relationships with, particularly, the younger, more inexperienced staff and will then try
to induct them into breaking the rules and careplans set out by the ward. This behaviour
could be seen as an attempt to induct nursing staff into perverse, claustrum, functioning:
joining them in an anorexic position in which the ward position of attempting to feed is
redefined as “controlling” and joining in rule-breaking is confused with meaningful
connection. In a ward environment in which so much forcing is necessitated to keep patients
alive and moving towards managing at home, nursing staff are called upon constantly not to
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get pulled into feeling that they are doing wrong, feeling that their colleagues are doing
wrong, or in reality supporting a colleague or a behaviour in themselves which has slipped
into something more punitive or perverse.

A further possibility behind excesses of behaviour comes from Skogstad (2013), who
described that some patients seem to need to feel they have really impacted the nursing
staff in order to feel able to get through to their objects. These patients perhaps go too far
because they find it difficult to recognise when they have got through and thus there is
potentially something helpful in their seeing the upset or anger of their nurse as tangible
evidence of having impacted them. Again, however, nurses are called upon to “clean up”
their reactions to these excesses and express authentic but not punitive or perverse
responses.

It is striking that psychodynamic theory suggests many possibilities for these patients’
immediate states of mind: perhaps they are functioning from the claustrum and “inviting”
staff to join them in perversity, perhaps struggling with feeling they cannot access their
object, perhaps seeking to control their object through stripping them of their agency,
perhaps even engaging in a more psychically appropriate resistance to a perceived violent,
aggressive object. In all likelihood, one patient may be in any or all of these states of mind
from moment to moment and the complexity of these presentations would feel
understandably intense and overwhelming. It would seem, then, that one of the very
important roles in this work is how the “toxins” in these patient’s resultant projections are
managed and “cleaned up” so that the staff are able to maintain thought about the underlying
difficulties of the individual patients, as well as hope and an “alive” state which prevents
emotional deterioration in themselves and in their patients.
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5.4.2. How does the nurse go about cleaning up?

A theoretical understanding of nursing roles may not fully take account of how deeply “in it”
the nurses feel they are, and this seems to come across from the participant’s interviews.
The work described has the potential to profoundly affect and destabilise the nurses and
may elicit wishes for retaliation which would be a challenge to consciously face. It seems it
is difficult to hold on to thinking when in the midst of events on the ward.

The participants’ descriptions of their emotional reactions to the work suggest that managing
these is part of the work for the staff. They must, it seems, feel genuinely disturbed as a
distinct part of the work: whether that be angry, frightened, upset or any other form of
distress. Ideally, Winnicott (1971) suggested that the value of the object is that it survives,
allowing the child to feel that their object is robust, without crumbling or resorting to retaliation
and perversity. So too, here, it seems the survival of the staff and the ward ultimately
provides the patient with a sense of a strong foundation (as described by Ross & Green,
2011) which has held them through their struggles and has not been damaged by them. If
there is nothing to survive, i.e. if the nurse is aloof and unaffected, if she acts out her
aggressive phantasies in some way or if she is “broken” by the work and leaves, then there
is not only no psychic benefit to treatment but potentially the anorexic state of mind may
become more entrenched. The patient may gain weight purely from the feeding intervention,
but their mental state will not have altered, having received nothing reparative from the
relationships with the nursing staff.

It is, therefore, important to think about how the nurse can express her own emotions in the
interest of the patient’s development, but this is complicated and dependent on the mental
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state of the patient. For example, a patient who struggles to feel they impact their object may
be helped by seeing the nurse moved, but if the patient is sadistic, they may get profoundly
unhelpful enjoyment from realising they have “got to” the nurse. It seems that part of the
nursing role is to recognise the patient’s state of mind in order to find a response that might
support growth. However, in order to do this the nurse must be supported to first recognise
her own state of mind. She must have the time and space to work through how she is feeling
in order to regain a thoughtful state of mind, which will inevitably come and go through the
course of the work.

Cathy described a push to hold back emotions on the ward and other participants made
reference to feeling unsure about whether expression of feelings was acceptable. It would
seem that to hold back feelings, however, might be seen as a version of Winnicott’s (1960)
“false self” in the nursing staff: presenting a veneer of care and coping which masks the
underlying emotions. This may potentially lead to missed moments when connection might
authentically be made: tipping points of change as described by Fogarty & Ramjan (2017)
or moving away from the individualised care that Salzmann-Erikson and Dahlén (2017)
reported to be most valued, and in the longer term this may prevent development.

Anorexia is a disorder associated with a wish for perfection and there is a risk of nursing
staff being pulled into this: required to be boundlessly supportive, never angry or frustrated,
certainly never vengeful and expecting similar of their colleagues in an unhelpfully
judgemental way. One might imagine that an ideal situation is phantasised in which the
nursing staff are able to react through understanding, in the moment, but Cathy recognises
that sometimes it is not possible to process so quickly and arrive at the most therapeutic
response. Cathy, therefore, describes stepping in to set boundaries, through challenging the
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patient verbally regarding their behaviour. Here the staff do not work alone, but rather
support each other: able to do so from a more neutral place when they have not been directly
impacted by a behaviour. Cathy is describing something very different from a retaliation or
a “don’t let it get to you” or “don’t let them see” reaction, but rather a recognition of the
distress caused and a containment of the situation through kindly, but firmly, addressing
directly with the patient.

Questions remain about what is “good enough” treatment. Winnicott (1953) described that
mothering should aspire to be “good enough” but what this is varies from patient to patient,
with some being more and some less able to tolerate fluctuations in the state of mind of their
nurse. Perhaps Cathy steps in intuitively, recognising that this patient cannot wait until the
nurse regains her composure and can address the difficulty with her patient directly. Over
the course of treatment, one might also hope that the patient becomes more able to tolerate
periods of time when something does not feel “good enough”.

Winnicott’s (1949) description of “hate in the countertransference” makes explicit the reality
of the mother hating her “ungrateful”, ruthless infant and the importance of the infant coming
to understand this in a way which is tolerable and which recognises that the mother does
not always hate him. Likewise, in working with anorexic adolescents, it would seem there is
a balance in which the patient might recognise that at times they are hated but that the nurse
who hates them is also the nurse who cares for and about them. This more authentic
understanding potentially, over time, may lead to less “false self” (Winnicott, 1960),
compliant behaviour and fewer outbursts of sadistic or retaliatory behaviour in both nurses
and patients. It may also support a more open communication in which hate can be
expressed without it leading to deterioration in the relationship.
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Cathy’s thoughts about staff burning out underlines the importance of supporting staff to
express their feelings in some way. Repressing their feelings may result in the nurses being
more likely to retaliate. Anne’s description of her refusal to take patients on walks is an
example of an arguably appropriate refusal that may be tinged with something more sadistic.
The nurse “clears up” then through honestly looking to her feelings and working through
them in order to respond to the patient, rather than through unprocessed “reaction”.

5.5. Connecting as a team

5.5.1. Positive connection

Under this theme participants described the importance of feeling they were going through
this work together and that working together then facilitated useful work with patients. Ross
& Green (2011) described this situation as the eating disorder unit being a place to build a
“secure base”. By working together to present firm boundaries, clear rules and the team
feeling they can rely on each other, the nurses aim to create an environment which feels
safe and secure.

Participants described how they could hold different, but complementary, roles on the unit,
relying on each other to carry out the different roles and taking over from each other if it
seemed that a change of staff member might help break a deadlock with a patient. In this
way it seems that the participants act like a parental couple for the child: taking over from
each other to avoid burnout and other consequences of frustration.
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Wright & Hacking (2012) described that patients valued maternalistic care, and certainly the
participants described empathic moments with their patients which would seem to fit the
idea of a motherly relationship. However, Anne, Deborah and Erica also described more
difficult interactions, being in charge of restraints and nasogastric feeds and having to deal
with abuse from the young people. Whilst the more nurturing, “therapeutic” work was more
valued by the participants in this study, it would seem that this more difficult side is no less
a part of the role in the same way as hard, unpleasant work is no less a part of motherhood.
Winnicott (1965) described how the paternal function provides emotional support to the
maternal role. Participants described how they felt only their colleagues would understand
the experiences they had on the ward and they described using each other for debriefing
and emotional support. Here they seem to describe a supportive parental couple and how it
is only within this relationship that the true struggle of the work can be understood.

Receiving this support enables processing of experiences so that the more optimistic,
maternalistic and caring staff member can re-emerge. Cathy describes how she arrives back
at this position after she has taken some time out in the nursing office: recognising that she
will not hate the patient forever following the difficult interaction: here the use of the team (or
in this case the team in Cathy’s mind) allows the patient to be forgiven.

The “paternal” team also seems to provide protection and back-up for the maternalistic staff
member: a “do not speak to your mother like that” kind of intervention that Anne describes
when thinking about how she relies on the support of her colleague. Britton (1989) described
how the paternal third comes into the relationship with mother and baby, in order for baby to
experience being thought about within a relationship that he does not take part in: a
relationship which is different to his relationship with mother or with father and from which
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he is excluded. The participants, in this study, described the value of discussion in the
nursing office: a concrete symbol of the relationship in which the patient is thought about but
excluded. Skogstad (2013) also described the value of using another mind to create distance
from an enmeshed relationship and the participants in this study described the value of
having this place to retreat to in order to receive support from colleagues or, as Cathy
described, to find space and consult the third in her own mind. It seems that with this
demanding group of young people, a physical space is needed to allow the nursing staff to
regroup and think without the pressure of the presence of these young people.

The participants, however, seemed also to describe the importance of being able to hold
their position in the team and support their colleagues (their position in the nursing office)
whilst also retaining their empathy for the young people (their position on the ward). Snell et
al (2010) described the nurse holding a “foot in each camp” position between the patients
and the wider team, with Cathy and Bethan describing their recognition of the demands
placed on the patients whilst also retaining their sense of ultimate “goodness” and value in
the work. This capacity to see both sides hopefully prevents positions becoming too fixed:
the nursing team’s bond prompting a controlling attitude or the nurse-patient relationship
becoming too permissive.

5.5.2. Pseudo-connection

The above represents, however, an ideal description of team connectedness and there were
indications that things did not always go so well. Many of my thoughts on “pseudoconnection”

are

to

some

extent

supposition,

speculation

or

based

on

my

countertransference in the interviews, however, as it seems that this was difficult to talk
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about and could not be sufficiently thought about or processed within the confines of these
interviews.

Davey et al (2014) reported on the need for support, from the team around the individual
nurse, and reported frustrations when such supports were not in place. They described how
the focus could then shift to paperwork and administration, which detracted from time with
the patient. This would seem to be a description of avoidance in the work, and it may be that
some of the examples given, which seem positive on the surface might, in reality, be less
so. For example, might the retreat to the nursing office which Cathy describes indicate less
of a helpful regrouping, at times, and more of an escape from the demanding infant/patient:
the equivalent of leaving the baby to cry while busying oneself with activities that can be
reasonably argued to be urgent but are nevertheless avoidant? Might, also, the coming
together of the “parental” staff couple to “think about the child” be, at times, more about
engaging in an activity with a mind that responds, as opposed to the work of trying to engage
with the young person who does not? This respite is, at times, potentially necessary from
the onslaught of anorexia, but might the young person have a genuine complaint in feeling
that the staff sometimes avoid them, recognising that the retreat to the nursing office
becomes overlong when the staff can no longer bear them: an avoidance rather than a
regrouping? It is questionable whether hatred of the patient and of being with the patient can
be helpfully acknowledged and thus addressed in the nursing team or whether it is hidden
under a veneer of what might appear to be reasonable time spent in the office doing other
tasks.

Dissemination of responsibility seemed also to be described by participants, in which one
staff member could be replaced by another, and it seemed almost frowned on to think about
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the value of individual relationships. Menzies Lyth (1960) noticed that this sort of rotation,
meant to discourage over-investment in the patient’s wellbeing, is meant to “protect” the
nurses from an excess of emotional involvement. However, she found that it actually led to
relationships not being strong enough to mitigate and work through difficulties. The
participants in this study, thus, did not describe supporting a colleague/patient pairing in
which there was struggle, but rather “replacing” the “struggling” nurse with another. It seems
that the struggle is not viewed as meaningful or therapeutic by the participants: an
opportunity to understand or work through a difficulty, but rather as an event which neither
staff nor patient can be believed to have the capacity to emerge from.

It seems that the staff may align themselves with a manic view as Klein (1935) described: in
which there is no need or place for individual relationships. Perhaps this may be the price of
not having to feel personally responsible for these young people and their welfare, just as
Klein describes that mania prevents worry about damage. Perhaps also the sense of being
part of a much larger network in which there will be a “next hospital”, also supports the idea
that no one person, or even one team, is responsible. It seems this can help to prevent a
catastrophic persecutory state of mind in the face of entrenched mental health difficulty. This
idea seems to chime with Eisler’s (2005) description of the FT-AN treatment model: moving
away from a focus on blame and thinking instead about how the family (or, in this case,
ward) system can operate to support and help the patient to eat. However, within FT-AN the
family are empowered to see themselves as capable of finding solutions to struggles. The
participants in this study seemed to have found a way to avoid the individual struggle
between nurse and patient and Menzies Lyth (1960) saw equal responsibility and the
downplaying of individual input as a way of reducing anxiety about one’s own input. Whilst
the anxiety is reduced in this way, the staff member loses her individual sense of
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achievement which might help mitigate the anxiety in the longer term and increase her sense
of capability.

However, an activity in which staff cannot “replace” each other is in the nasogastric feeding.
This task requires “qualified” nursing status and, in this position, Erica described significant
loneliness and anxiety, seeming to feel suddenly excluded from the team. Following this
intervention, she felt there was little capacity in the role for her to follow up with “nice” or
“therapeutic” time with the young people. Thus, it seems that Erica feels she loses her place
in the team and does not then feel welcomed to return, supported to repair relationships with
the young people or work through what has happened. Thus, beneath a veneer of
togetherness there seemed to exist opportunities for splitting and it might be wondered
whether these preferred “nice” staff make room for reparation and integration in the minds
of the young people: supporting their colleagues, who have fallen on the other side of the
split, to return, face the damaged relationships and work through anger or distress. These
descriptions of “loneliness” would seem to suggest the loss of a sense of Britton’s (1989)
triangular space in which a third can helpfully support and create space in the dyadic
relationship.

Georgie described frustration with irregular bank staff who perhaps act as a receptacle for
the staff group’s frustrations: with their “ejection” at the end of a shift acting to preserve the
permanent staff’s perceived goodness. Again, this is a fragile position in which a more
integrated “team” cannot be created, and potentially leading to a “catch 22” position in which
the team continues to eject the very element which is needed to begin the process of
integration. The team is thus held in a “young” state, idealising a more developed, stable
consistent team, but never able to reach the level of permanence from which development
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might follow. Erica was also able to speak to the feeling of being the “failing” member of
staff. In doing so she was perhaps speaking to an underlying split on the ward, in which she
held the “failing” position at times.

Likewise young people who fail to improve are perhaps ejected into the next hospital.
Participants in this study chose to describe this in more positive terms: for example as a
“change of scenery”. The idea of the “next hospital” might be used by the team in a way
which appears to connect the team to the wider provision of care, but perhaps may also
reflect a pushing away of anger, frustration, and perceived inadequacy in the team. In this
way, the role for the nursing staff here is maybe in how they break this cycle by integrating
their difficult emotions and allowing a patient to be transferred in a way which acknowledges
the pain of loss and perceived failure. How the team navigates between genuine and
authentic connection and support of each other and avoids or emerges from more rigid or
pseudo-connected functioning is perhaps an important part of how the patient can
experience meaningful therapeutic treatment over the course of their admission.

Bethan was briefly able to mention more troubling emotions in feeling that staff were
sometimes overharsh. Acknowledging this, however, seemed to make her deeply
uncomfortable. Erica, further, described that her family would be horrified by the forcefulness
of events on the ward. These very brief moments in the interviews of recognising something
“horrifying” seem to draw attention to the question of whether the “cohesive nursing team”,
at times, slips into a “gang” state, perhaps standing in opposition to the anorexic gang
described by Williams (2002). Thus, does Erica’s hesitance to discuss her work with family
(in, of course, broad, confidentiality-respecting terms) come from a wish not to come into
contact with uncomfortable recognition of something disturbing within the team and do the
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nursing team instead come together to justify their actions rather than acknowledging they
have perhaps satisfied aggressive or frustrated feelings through necessarily forceful
interventions such as nasogastric feeds? Bethan’s description of going along with a decision
she did not agree with may perhaps indicate that to question would feel too confrontational
or might threaten the “togetherness” of the team. However, going along in this way may raise
phantasies in the patients that the nursing staff are like a parental couple that is in constant
union, inside each other’s minds as Britton (1989) describes as a phantasy of a horrifying
parental couple imagined by the child to be constantly engaged in intercourse. Splitting may
thus become inevitable as the patients seek to separate this phantasied perverse coupling.

Additionally an element of mindless or perhaps unthinking adherence to this team/gang
position seemed to be described. Anne’s account of being supported by her colleague in not
taking the “rude” young person for a walk would seem to suggest this. Anne does not
describe that her colleague helped the young person and herself to think about the denied
walk, supported Anne to acknowledge or move on from her anger and the young person to
think about the reparation needed in the relationship with Anne. Anne’s description of the
patient going to her colleague because they do not dare to ask Anne to take them for the
walk suggests that the patient is too frightened to face the perceived damage to the
relationship, has abandoned any hope of working on this or perhaps remains too angry with
Anne. However, the colleague’s agreement with Anne seems to shut down any possibility
for thinking and working through. This seems to describe a preoccupied rather than punitive
response, however: perhaps indicative of a nurse who is too busy or overwhelmed to give
over time to a more nuanced reply. However, in this way it seems the patient does not get
to experience two staff thinking about her in a way similar to the containment described by
Britton (1989), in which parents come together to think about the child.
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It seems, therefore, that this study raises questions about how much it is possible for the
nursing staff to maintain a sustainably supportive team experience rather than slipping into
controlling “prison”-like defences, as described by Ramjan & Gill (2018) in their prison
analogies, in order to attempt to control the behaviour of the patients, or slipping towards
managing through emotional distancing, as described by Menzies-Lyth (1960). Cathy’s
description of staff leaving and Bethan’s disturbance at the decision she did not agree with
might also suggest a team fragmentation in response to difficulty, where staff perhaps leave
when they feel no longer feel ethically or emotionally able to comply and do not, perhaps,
feel supported to meaningfully address their reservations. Cathy spoke of the disparity
between the ward “position” that one should not feel sad, versus the individual’s genuine
emotional state, suggesting perhaps a gang-like rule that seeks to overrule the individual
and their feelings.

My own difficulty in gaining access to the ward speaks perhaps to a hesitance to reach out
and explore the nature of these relationships on the ward. I am aware that I spent significant
time being supportive and empathic in the nursing office, so that potential participants might
feel I was “one of them” and thus safe to talk to. Recognising the pull to a more secretive
and potentially punitive functioning might be suggested as a role for the nursing team, in
order that they resist this and continue to talk and think openly and honestly as a way of
making uncomfortable feelings accessible to thinking about.
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5.6. Preparing for an ending and letting go

Waddell (1998), in describing the task of late adolescence, spoke of an emergence from the

“addictive complexities of group-life and…of separating from parents and family”
(p.176-177)
It seems that the final and yet fundamental task of the ward is to support the patient to
separate from the addictive world of anorexia and from the safe predictability of the ward: to
enable the patient ultimately, as Waddell (1998) describes, to build their own mind and
external relationships.

Participants in this study described that for some patients this separating is not possible;
some patients seeking to remain in the ward by reactivating their symptoms. Bethan
described patients who restrict the eating but make up the deficit later: seeming perhaps to
be testing the boundaries and needing greater firmness. Anne described, however, a patient
who seemed to have no wish to leave and whose reactivated symptoms were not responsive
to the “greater firmness” approach. It seems that leaving is a particularly difficult moment for
nursing staff whose role is to help the patient to move on and to be in tune with the patient’s
state of mind, whether healthily or more catastrophically anxious about the future. It seems
that this again requires an individualised approach, relying on the nursing staff’s recognition
of different states of mind that may produce similar symptoms.

Wright (2010) posits the question about when there is genuine recovery or when the patient
complies in order to be released from the ward. Waddell (1998) similarly draws attention to
a form of defensive coupling which is not truly developmental. It seems that this question:
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“has the treatment been good enough?” is a preoccupation to some of the participants in
this study and perhaps the ward more generally: asking whether the child has been helped
to genuinely, rather than defensively, move on. It seems, however, that this is a complicated
question with no “black or white” answer. Certainly, for the patient, much work will remain,
to be continued in outpatient care, and good outcomes cannot be guaranteed even if
inpatient care has been “good enough”. Graham (2020) described a need to cope with
“caring without curing” (p.422) and participants described a number of ways of managing
this: from working with networks around the child, holding tight to known success stories
and putting faith in the next hospital environment, therapist, or team to support the patient.
In this way it seems the nursing staff managed to retain hope that “good enough” and good
outcomes might be achieved at some point, rather than it having already been achieved: a
more realistic and therefore less fragile stance.

Ultimately, however, the nursing staff do not know, and not knowing must be borne as an
intrinsic part of the role. This is perhaps particularly difficult as, unlike a parent who generally
has an ongoing role in their child’s life and gets to see how their child develops, the nursing
staff have only bare minimum information, from a very few patients who remain in touch,
with which to bolster their sense of doing what is right. It is clear from the participants that
they are left with significant worry alongside their sadness. Waddell (1998) describes that
part of the success of separating is connected to how much the parents can bear to let the
child go. In managing their sadness and worry, rather than becoming overwhelmed by it, the
nursing staff are thus able to let their patients go. The sense of relief in the interviews for
some of the participants however, in finding a place where they might talk about these sad
and worried feelings was striking. It seemed they were, at times, unsure whether these
feelings were permitted or professional. This spoke to how much the nursing staff hold back
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their own feelings, which perhaps facilitates the progress of the patients through their not
becoming receptacles for the feelings of the nurses (i.e. becoming victims of the “omega
function” which Williams [1997] describes), and perhaps allows patients to leave them
behind. However, it seems that work is needed “behind the scenes” in supervision on
recognition and validation of the emotions of the nursing staff as an inevitable consequence
of work that has been meaningful and thus evidence of professional working.

Freud (1917) describes the process of mourning as a normal process, but it is beyond the
remit of this study to explore how patients manage their grief or whether they tend to resort
to the more manic defences that Klein (1935) described: denying loss and the meaning of
the relationships that are left behind. The nursing staff, however, do describe needing to find
a way to grieve and manage their worry for their patients. It might be suggested that doing
so successfully allows them to move on to treating the next patient rather than remaining
preoccupied (through unresolved grief) by those who have moved on or conveying a
manically positive attitude which does not meet the new patient (or indeed the leaving
patient) where they are, emotionally. Some of the descriptions given by the participants
might suggest a resort to mania at times however: using knowledge of patients who are
doing well to stave off fears about others or relying on shifts in the familial systems around
the young person which perhaps allows the nursing staff to cut themselves off from worried
feelings about the patient’s ongoing state of mind. These defences are recognisably manic,
as Klein (1935) describes when she defines mania’s lack of acknowledgement of the
individual, as here these defensive manoeuvres move away from recognition of the
individuality of the young people. Fixation on positives at the time of ending may not support
the young person to overcome their own manic responses to leaving and thus to have a
meaningful and connected goodbye. Alternatively, it might be wondered whether repeated
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experiences of grief and worry, which do not find sufficient support and processing might
negatively impact the nursing team’s capacity to function. As in all things it would seem that
a depressive balance is needed in which nurses are not overcome by their worry or grief,
but also do not deny it: a level of realistic hope and sense of having done one’s part in the
young person’s journey and it seems from the participants interviews that their capacity to
tolerate and think about the pain of the work naturally fluctuates between tolerance and
thoughtfulness about worry followed by retreat and more manic defence. Reaching a
balance of tolerance and acceptance which supports the patient and also the emotional
wellbeing of the staff would seem to be part of the role of the nursing staff.
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6. Conclusion

This study has described how, when their work is successful, the nursing staff seem to
facilitate an infantile reworking of the feeding relationship, assisting the patients to have a
different experience. This is perhaps required in order to move patients on more genuinely
from an inpatient admission for Anorexia Nervosa, through developing a firmer foundation
from which to grow and develop. The patient seems to bring, at every stage of emotional
“ingestion”, their difficulty with taking in: failure of appetite, failure of willingness, failure to
digest or tendency to mis-digest experience, as well as explosively expulsive and/or sadistic
behaviours. The nursing role is thus to facilitate improvement in these areas: a delicate
interplay of emotional feeding, alongside the physical feeding, which, when successful,
leads the patient to get on board with their treatment and to start working with, instead of
against, the system.

With this particularly entrenched group of patients much of the work seems to be in how the
nursing staff manage their own emotional states, in order to continue to bring their hopeful
and engaged selves to the work: how they themselves do not become “starved” of
connection and a sense of meaning. In addition, perhaps due to patients experiencing being
heavily projected into, nursing staff are required to hold back their emotions and manage
much internally in order not to overwhelm this group of patients as well as managing their
own frustration and at times, perhaps, hatred of the patients.

To remain connected and emotionally available, the participants bought their need for
support and vividly conveyed the frustration and distress which arises from failures in the
support network around the staff. Participants reported seeking support from each other
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emotionally and relying on each other for support with the concrete tasks of the ward. More
broadly they seemed to see themselves as part of a wider network, a part of the patient’s
journey, which seemed to serve the function of protecting the nursing staff from burnout, as
responsibility is shared with all those who come into contact with the patient. However, this
might also be seen as a defensive manoeuvre against distress and worry. Participants were
clear that when support systems break down this can make the work untenable with
participants either feeling blamed by staff and patients or perhaps resorting to more punitive
behaviour.

At discharge, participants identified a lingering pain of not knowing what happens to their
patients and this is something which is perhaps not given as much time in supervision as
discussion of the feelings evoked by chronically unwell patients on the ward. Participants
seemed to suggest feeling unsure about how to raise their emotional reactions to ending:
questioning whether this is considered “professional”. It was clear, however, that discharged
patients retain a place in the mind of the nursing staff, with their wondering what happened
to them and their seeking to understand and come to terms with the ending of the
relationship and the lack of ongoing contact.

This study identifies that the nursing staff have a number of roles in emotionally supporting
and regulating patients, themselves, and each other and perhaps these roles are not so
easily quantified as weight gain. Nevertheless, I would argue that these roles may be
essential for a genuine and meaningful recovery of the patients. Anorexia is a condition
which invites paperwork: numerical tallying, close observation recording and incident
reporting. In this way, care risks becoming reductionistic, much like the illness itself: a
perfectionistic interest in completed paperwork, and nursing staff may need support to
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manage their own ability to identify when paperwork has been completed to a good enough
standard and to recognise when they are caught up in either avoidance of emotional nursing
tasks as Menzies Lyth (1960) saw it or when paperwork has become a persecutory activity
through perfectionism in the team or in the individual staff member which prevents
meaningful emotional engagement in the work. It is vital that nursing staff are freed up, both
practically and internally, to engage emotionally with their patients, and it would seem that
the work has much potential for restoration of the patient’s internal world when this is
enabled, which would hopefully support their longer-term recovery. Additionally, prioritising
the space for nursing staff to attend to their own emotional needs may facilitate effective and
longer-term engagement in the work.
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7. Strengths, limitations and recommendations for further research

This is a study that is limited by being very small scale. The nursing staff in this study were
all working on one ward, and it is possible that the interviews picked up data that is specific
to this ward. It would be of value for the work within this study to be shared more broadly
and questions asked directly about the themes identified, to see whether it has resonance
outside this one particular ward. It might also be wondered whether this study would have
significance outside of work with eating disordered young people: whether these findings
are perhaps particularly apparent in this patient group but might also be important in the
treatment of other groups, particularly perhaps those tending towards narcissistic
functioning and the professionals involved in treating and supporting them.

Alternatively, or additionally, observation of the ward milieu might be of use in determining
whether these themes can be seen in daily interactions. It is possible that in interviews
nursing staff may idealise the experience or describe the extremes of experience. A direct
observational study might be of great use in gaining more day-to-day data.

In addition, this study is limited by the, perhaps, natural urge of participants to paint
themselves and the ward in general in a good light. Wishing to “say the right thing” and
backup the ward way of doing things may have obscured more difficult emotions and
although some participants were able to explore their own distress and frustration, some
were less so. Even those participants who were more willing to discuss their emotional state,
seemed unsure about whether expressing emotions was considered “professional” and
seemed relieved to have a space to do so. My urge, in response to this, was to be
reassuring: a response grown from a wish not to upset participants and also to keep the
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interview as a positive experience for us both. This, however, limits the data and I would
wonder whether, if multiple interviews were undertaken and trust grown to a level such that
reassurance became less prominent, further understanding might be gleaned. Again, an
observational study might uncover less sanitised data (although of course long observation
would be needed, in order to reduce staff and patients “playacting” for the researcher). From
observation it would also be possible to see whether emotional engagement is inhibited by
worries about whether the building of emotionally authentic therapeutic alliance is
considered “professional”, or whether it is only discussion of evoked feelings that is found to
be difficult. Additionally, it may be more possible to observe whether emotionally engaged
responses, with this particular patient group, broadly seem to help or hinder, although
observation would not be able to comment on longer term value and consideration would
need to be given to where the individual was in their treatment journey. I would suggest that
close observation of very small numbers of patient-nurse relationships might provide more
meaningful information than larger scale, broader observation, which could be heavily
confounded by the huge numbers of case specific factors.

The themes of this study are very much a best-case scenario, and it seems unlikely that
work always progresses well. Some of this more difficult side was picked up in the interviews
and certainly within the literature review in which wards have been likened to prisons, but
further work is required to look at the interplay between positive emotional feeding and a
more defensive retreat to “prison-like” conditions, the “good-enough” balance point between
these two positions, whether “positive” might sometimes be “unhelpful” (i.e. too soft) and
“prison-like” might sometimes be “helpful” (i.e. boundaried towards the anorexic “gang”).
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This study is further limited by my capacity to bracket my own thoughts and understanding.
This is an important part of the IPA method, but my interest and experience in eating
disorders is long standing, my reading on the subject significant and I have previously
worked on this particular ward and so came to the study with preconceptions. I have also
previously worked as a nursing assistant and am aware from my own experience how
difficult this work can be. I came to this study with a wish to illuminate the nursing role and
highlight the stresses and difficulty of the work, having felt myself, from within the system,
that it is not a role always given equal standing in the ward professional milieu.

Strengths of this study were, however, in the “barely-structured” nature of the interview.
Participants were largely invited to think about feelings and then to discuss however they
felt moved to and the interview questions prepared were rarely referred to. My experience
as a child psychotherapist allowed me to conduct the interviews somewhat as I would a
therapy session: seeing what individual participants brought to their interviews and
proceeding from there. I believe this allowed data to arise beyond preconceived ideas that
may be implicit in a more structured interview, and I believe the data was less inhibited or
directed than it perhaps would have been if participants had been asked to describe their
role and use of feelings. I believe, further, that this may also have reduced resistance to
talking about feelings as participants were able to talk from a starting point within their own
“comfort zone” and the interview was able to build from there. Certainly, the literature is full
of examples where more direct questions have been asked and a long list of roles for nursing
staff has resulted. I feel the more distanced approach of this study and the subsequent IPA
form of data analysis has allowed for a meta-list: something which rises above a direct
“shopping list” of roles to an overarching suggestion of what is being attempted and achieved
on the unit.
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Whilst one must always wonder about limitations of bracketing, I do feel that during the
interviews I had little sense of what I was getting at or asking for. I, therefore, feel the
interviews were free to evolve independently and it was quite clear on listening back that I
did not have an overarching agenda, such that each interview was very different.
Additionally, although difficult to gain access to the ward, I feel that in the end my regular
attendance probably facilitated the more open responses of some of the participants, who
were more able to discuss how very difficult this work is, having built up a level of trust and
familiarity through my regular attendance. I would certainly recommend further research be
built into the ward in this way, to allow time for the staff to recognise the researchers and
develop a sense of its being supported by the ward milieu.

In regards additional further research beyond that already described here, I would
recommend an interview study with recovered anorexic patients to gain their reflections on
inpatient treatment. I would hope that following recovery such reflection might be more
possible. Alternatively, perhaps interviews with their families might be a place from which to
gather further data: about what worked for their young people, what was gained through
inpatient admission beyond weight restoration and how family dynamics changed following
discharge. Additionally, studies exploring how the wider team view the work of the ward
would be instructive in understanding some of the difficulties which may get played out
between nursing staff and the rest of the team or between disciplines, as well as thinking
about the emotional roles of multidisciplinary staff.
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8. Recommendations for practice

This study might be a helpful framework within which to consider the work of eating disorder
nursing staff. It may be helpful to the individual staff member who is in the thick of it to identify
that unconscious processes underlie engagement with patients and to thus sustain hope
that difficulties are part of the process of the treatment. This may help staff to feel less
persecuted and potentially less likely to retreat to more punitive treatment and defence.

Using a framework which acknowledges all nursing responses as informative about the
patient rather than “right” or “wrong” may help staff to feel more confident in attending
thinking spaces and speaking out about their experiences. I would recommend a ward
stance which explicitly, and repeatedly makes reference to holding this position, in order to
support and validate its staff. Additionally, being consistently mindful of any deterioration to
more binary “right/wrong” thinking and supporting staff to move away from this way of
functioning through experientially informed, psychodynamically facilitated clinical reflection
and case discussion would be important in embedding a more nuanced thinking about
reported nursing experience and observation of patient/nurse relating. Over time, thinking
spaces can then be used to build a strong team, not held together by dogmatic adherence
to unit rules, but rather by an understanding and respect for each other’s thought processes
and experiences, which may also lead to a better understanding of patients through the data
of nursing staff’s experiences.

It would be hoped that use of the framework of this study would lead to a virtuous circle: in
that staff who feel more confident to seek support, will ultimately be more able to continue
engaging in the work. If this improved staff retention, less irregular bank staff would be
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needed. Participants raised the difficulty of working with bank staff, who are not part of the
desired “strong team” needed for this work. Regular bank staff might, however, be
incorporated into a “strong team” if time is taken to train and support them as though they
were permanent members of staff, and this might be a compromise position: prioritising team
building above divisions regarding employment status. Additionally, a “strong team” might
be more able to incorporate less regular bank staff rather than using them to hold
frustrations.

This study additionally highlights and calls for recognition of the mental strain of this work.
Whilst working long, thirteen-hour, shifts is perhaps beneficial for continuity of care for
patients this must be carefully balanced against consideration of whether nursing staff are
becoming exhausted: particularly when distressing procedures, such as nasogastric feeds,
are in high demand. Whilst it is detrimental to the emotional wellbeing of nursing staff to
reach such levels of overwhelm, it stands to reason that it would additionally impact patient
care to have a nurse functioning from a position of having reached their limit. At these
particularly high stress times it becomes even more vital to incorporate support and thinking
space away from patients, which would provide opportunities for the team to think about
how their opinions of each other are impacted by these high stress procedures which only
some of the staff are qualified to perform. Additionally lower stress, more gratifying activities
with patients, may be helpful to incorporate, to give nursing staff an opportunity to recover
both their mental equilibrium and their more positive, empathic connection to patients.
Perhaps this might be facilitated through scheduled “post-NG” time: where nurses involved
in the feed sit with the patient whilst a colleague who was not involved joins and supports
the rebuilding of the relationship. Cathy described how her intervention with a patient on
behalf of her colleague supported the patient’s thinking about what had happened. Might,
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for example, sitting all together to watch TV help to bring the difficulty starkly into focus for
discussion and/or create an environment conducive to forgiveness and moving on if the
nurse could be supported and wordlessly invited by her colleague to re-join the ward milieu.
This sounds a rather contrived description, and ideally if the team strengthens so perhaps
this sort of system could evolve through staff’s generosity towards their colleagues.

Maximums need to also be considered with nursing staff: i.e. how many NG feeds is too
many and likely to begin having a detrimental effect on the nursing staff’s own emotional
wellbeing and perhaps when drafting careplans for the young people there needs to be some
thinking about reasonable limits for staff. Additionally how might thinking spaces around
such activities help to adjust how they are viewed: emphasising not the physical necessity
or mindless adherence to care plan, but rather the value in a thoughtfully firm boundary. This
study identifies that some nursing staff struggle with digesting their experiences on the ward
and this needs to be thought about to safeguard the nursing staff as well as their capacity
to work. This is ultimately of vital importance to patient care if we truly accept that the patient
needs to feel that they are not damaging their objects (i.e. the individual staff members) and
nursing staff are not to resort to more punitive behaviour.

Whilst the participants in this study placed high value on a strong team managing things
together, they seemed to value my role as an external person to talk to. Time was needed,
however, for me to be accepted as a part of the ward and participants reported feeling
hesitant about talking to “outsiders”, believing they would not understand. External
supervision, therefore, carries the opportunity for staff to speak freely, but trust must first be
built and time for the supervisor to build an understanding of the ward. In some ways, how
nursing staff come to speak about their experiences perhaps mirrors the difficulty of the
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patient group to do likewise and perhaps nursing staff also need to go through the stages
described in this study as they work towards feeling ready to be more open about the impact
of the work and their need for support. It is likely that dynamics played out in the patient
group also play out in the staff group who may also need someone to fan the embers of their
interest in supervision, wait for them to be ready and then help them to digest their
experiences such that more evacuative behaviour does not occur (i.e. staff leaving or
becoming punitive in their practice as described above). It is hoped that reference to this
study may help nursing staff, in individual supervision and eventually in group settings, work
towards a less persecuted understanding of the nursing role, in which their emotions are
vital data which can aid in better understanding the patient. It is my experience of supervision
that it is often approached by the supervisor with enthusiasm and profound belief that
supervision is helpful. I would suggest that time, however, is needed to grow trust and
readiness, just like for this patient group, in the value of the supervisory relationship.

Finally, I would hope this study would be informative to non-nursing staff in understanding
the role more clearly: its intensity and its depth. I would hope it encourages non-nursing staff
to take time to talk with nursing staff, who spend many hours with patients and hold a unique
position in relation to them. In studying the dynamics between nurse and patient I believe
we can understand more about the patient and the particular presentation of their
psychopathology and in listening to the nurse and her experience of the patient we can take
advantage of the many hours of observational data that the nurse can impart. A part of this
will also, perhaps, be learning more about the particular issues which are triggered for the
nurse in working with this patient group, but that also gives an opportunity to understand
better how to support the nurse and one would hope over time to see the better supported
nurse more able to provide more objective observations. I would particularly call upon my
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psychodynamic colleagues to take time to think with nursing staff, to gather and help make
sense of their observations. I would liken this to the “parent work” which is so essential in
work as a child psychotherapist and as such a valuable and valid use of time spent on the
eating disorder unit. Additionally, I would wonder whether directly using parent work or family
therapy space to think about and debrief the child’s experiences with nursing staff on the
ward might provide a way of thinking about the child’s difficulties in a different way, slightly
removed from the dynamics of the family. However, in order to do this, time would be
required, as above, with the nursing team in order to understand their position so that
family/parent work addressing difficulties on the ward is integrated, with both nurse and child
held in the therapist’s mind through the work.
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I: Example of initial coding of interview transcripts

NAS1: (Participant aggressive, sets self up as in charge, wants to be interviewed right now
or not at all, ultimatum)

I: So, how long have you worked here? (Interviewer responds to participant by asking
straightforward non-thoughtful question. Possibly responding to concrete refusal to engage
in emotional contact)

NAS1: It will be a year and ...August….a year and a month.

I: A year and a month. That’s a long time (buttering up – interviewer a bit frightened of this
participant) ...and are you a support worker here or…

[Introduction of study]

NAS1: OK, Um. There is a particular patient. We have a very interesting relationship. So I’m
like her keyworker but before I was her keyworker we hardly spoke for almost a year and
then as she got to know me we formed a really close relationship and I think it was due to
the fact that I ...she had to go to a wedding with her mum and I did her makeup and her hair
which she hasn’t done in a very long time. (Need for a specific event, something from which
to form a bond) At first she did not want to do it but I kind of persuaded her (wish to be
effective) to do it because I think that when you have a mental health problem or an eating
disorder you tend to forget about yourself (Lost). You get um how do they call it. You get so
used to being in a hospital you don’t know what it’s like to be in the outside world (Lost,
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trapped). So there were all sort of feelings of why she didn’t want to do her makeup: she is
ugly, she is fat, doing her hair might make her feel like she’s gained weight because,
depending on the hairstyle that I give her, her face might be showing more or doing her
make up might draw more attention to her so people watching her she might feel
uncomfortable. These were the sorts of the things that while I was doing her makeup and
hair she was talking about and she was like “I don’t want the attention on me” (little girl voice)
(to be able to do something – hair, makeup. Maternal relationship, approaching from a
different side, intimacy). However I think doing her makeup and her hair created a bond and
also it changed a lot of things about her. She came back a bit happier, more talkative
(positive reinforcement of seeing a change). I saw a different patient since then (patient
perceived as different, rather than relationship or participant – projection of feelings into
patient). But the reason why I chose that particular patient is that she has been here, in the
eating disorder ward for two years and it seems like it’s a cycle that she goes through
(hopelessness). Once she is getting better she finds negative coping mechanisms in order
to stay (patient perceived as doesn’t want to leave. How can she leave, participant doesn’t
leave either) and I’ll give you an example: she’s eating well, her mealplan is going well,
family is trying and then we’re looking for a discharge date or home leave or gradually getting
her into a discharge date and she will start self-harming, badly to the point where we will feel
unsafe to let her go home or she starts hiding food in her pockets, in different places in her
mouth ...what else ...she starts exercising vigorously (participant gives examples of patient’s
behaviour rather than emotional state) . It stops everything (frozenness, timelessness) and
it seems like it’s another cycle. There is always some form of coping mechanism which
doesn’t help (patient not trying – anger, frustration) and always has to go to that extent um.
That’s my opinion and we have spoke about that and things have developed but I get to that
point where things happen with that patient and we have more understanding of that
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particular patient but the things that she does sometimes get me annoyed (annoyance and
pain when perceived emotional connection does not lead to change) (her voice sounds guilty
as she says this) (guilt) or frustrated should I say is (pause) (modification of emotional
experience to more socially acceptable) one of the mealplans is that if she exercises for
more than 30 minutes she gets an extra snack with her PM snack or her AM snack and she
exercises for 30 minutes and she knows she will get that extra snack then she kicks off about
it and I think “you know! You know it’s going to happen” and it’s ...then she reverses it, “staff
made me do it, you made me do it! It’s not my fault, it’s all your fault, this is why I’m here,
this is why I can’t leave”. She has a way of reversing it onto you (projection, staff made to
hold responsibility, denial of reality, madmaking) and you feel ...well I’ve got to the point
where I feel bad (madmaking) and I think eating disorder is really good at making you feel
like why should you be giving someone extra food because that’s all you hear from them
“you’re making me eat. You’re making me put on weight. You, you, you” so in that sense it
can be frustrating and sometimes you feel like the parents and sometimes you reflect the
parents as well, depending on which patient you are working with you can reflect the parents
sometimes (acting out parental role). Erm and when I spoke about the patient developing I
had conversations with her about certain things which I don’t want to share her personal
business but certain things and I remember one particular night I was doing night shifts and
I said to her “do you want to get better?” and I said to her “you don’t need to answer this
question, I think you need to think about it. You’ve been here for 2 years. It seems like it’s a
continuous cycle. It’s then your mealplan decreases, it increases the extent that it is already.
I said to her do you want to get better you don’t need to answer me now. You can think about
it and I could get the answer next night, this week, it’s no pressure to answer I really want
you to think your answer and she hesitated and before I left she said to me “actually I don’t
want to get better”. (Needing to know, facing reality, engaging in a nonsense otherwise: staff
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push getting well and patients don’t want to) At first I did not know. I think I wasn’t expecting
her to say I don’t want to get better. No sorry I was expecting her to say I want to get better
(hard to process reality) because I think she likes to please people so she will say exactly
what you want to hear so I thought she would say but I know deep down inside that she
doesn’t want to get better that’s why I asked her the question. (facing the painful truth) So
when she said it to me I said that at the end of the day it’s your choice. I understand that you
don’t want to get better. I will try and help you as much as I can but saying you don’t want to
get better leaves us in a difficult situation (awkwardness) and we haven’t had a follow up
conversation about it due to me being off for four days (hard to face) and coming back on
the ward has been very busy so I haven’t had the one to one conversation with her about
how I feel (avoidance) about it or why did she say that or try to get to know what’s behind
that thought. She did say to me that eating disorder is like an erm safety for her. She feels
safe when she is ...well she has an eating disorder, but it makes her feel very safe and I said
to her in what way does it make you ...what about it makes you feel safe and she finds it
very difficult to answer me (pretence at wanting to understand but actually wanting to change
her mind. Patient is struck dumb) . She says she doesn’t know or she’s confused, but what
she could say to me is that it makes her feel safe (concrete reality – ward is safe – how can
she leave!). Erm, so we haven’t had a chance to think about what safe means (retreats to
concrete – away from feelings). I know that safe can mean many different things (trying to
convince me of her capability – feelings of inadequacy) erm but I’d like to hear it from her
because I feel like everybody’s idea of a safety blanket might be different. Some might have
a safety have a safety teddy or a safety blanket, some might feel safety in smoking or
drinking or all sorts of things so I want to hear what she has to say (sounds like a telling off
– veiled anger). But er that’s the situation. Sometimes I think I reflect both the mum and the
dad. Dad is very charming and “oh I want to be a nice dad” and mum is very much like strict
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kind of emotions. It comes across a bit tough and dad reflects ...is a bit more charming and
loving and showing his emotions and so I think I do, I do both and I think she notices that I
do ...that both parents are reflect ... that both of her parents erm at times, I can see it for
sure because at times I feel so sorry for her (guilt, retreat from anger) but at other times I’m
like no you need to have that extra snack because you knew it was going to happen
(oscillation from anger to guilt – attempt to intellectualise this into parental relationship). You
should have thought about the consequences of you exercising for 30 minutes or hiding food
or stuff like this and so in that sense it could be really frustrating (wish to punish).

I: It sounds like she puts you on a real roller coaster of emotions actually. Sometimes you
can feel really sorry for her, sometimes you can feel really cross with her (attempt to validate
that it’s okay to have feelings, contain).
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11. Framing Paper: Writing the Clinical Research Portfolio

Introduction

This paper will begin by discussing the first three years of preparation for the research
task: a process which occurred in a concrete way, made up of discrete practice tasks,
such as practicing a literature search and using the IPA method on some session notes.
Alongside this was a similar process of preparation for the qualifying paper, writing
several clinical essays, but also the clinical work itself. This, however, felt more fluid and
seemed to build more naturally towards the final paper. Consideration will be given to
how these two processes constitute the methodology of the resulting papers and the
value in each despite the two differing processes as well as how they might be
considered similar.

I will then move to considering the final year, the competing needs of these two pieces
of work and the value of the resultant papers despite again the differing methods. I will
suggest that, despite the differences between the two pieces of work, smaller struggles
in the qualifying paper were magnified by the research and I will focus on the importance
of time to allow slow but steady processing of the material in both, which contributed to
an improved outcome. Within this I will think about the emotional resonance of finishing
and experiencing the coming together of the work. Finally I will give consideration to the
generalisability of this work and work of this type (small studies and single case studies)
and consider whether generalisability is really the most desired objective and purpose of
research work.
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Summary of the first three years

Research always felt like an add-on to the training for me and not what I had set out to
undertake. Whilst I was lucky to have a specialist placement and standing interest in
eating disorders, so that it was clear from early on that my research would be in this area,
I still saw it as a list of discrete tasks such as writing a proposal, seeking ethics and
conducting interviews, rather than as something which built more fluidly to a finished
whole. Certainly on hindsight I can see there was a more smooth development of my
research ideas over time, so that it ultimately became a sum of my interest in eating
disorders as well as my wish to say something about the nursing role from my own time
as a nursing assistant, but this progression was not apparent to me as I passed through
the process.

Building up my clinical knowledge felt a far more smooth progression and despite having
discrete tasks to achieve here also: the 3 intensive cases to complete, the 6 onceweeklies, the parent work, STPP and written work, this felt more integrated. It was with
some surprise, when I approached thinking about my qualifying paper, that I realised I
knew enough to write it: that all the supervision and workshops had been developmental
and summative. However, on reflection, I recognise that my qualifying paper had a similar
methodology to my research in regards to the degree of bracketing that I achieved whilst
carrying out the “data collection”. Although it was clear which child I would write about
from relatively early on, I never thought of my notes from supervisions as part of my data
collection. The work progressed without being tainted by an idea that I would one day
have to write an essay. This allowed my data, in terms of my session notes, to grow
independently of any overarching hypothesis. Although, certainly, I was guided by the
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reading that was current in theory seminars, my supervisor was not, and his introduction
of counter theories helped to keep me from simply seeing that which was uppermost in
my mind from my reading.

It is desirable to work without memory or desire and this is something akin to the
bracketing required by the IPA method. I, however, was somewhat working in deliberate
repression and ignoring of the knowledge that there would be written work to do.
Perhaps, ultimately, these produce similar results, with the rejection of memory and
desire being simply a more conscious and deliberate process. My refusal to acknowledge
the coming written work allowed me to carry out both clinical work and research
interviews without being hampered by anxiety (although it remained underlying) which
might have led me to finding themes for my work too soon. Ideally, however, had I been
kinder to myself, I could have allowed the data-gathering work to go on, trusting that the
written work would develop in its own time.

It was, however, admittedly more difficult to completely block out research in this way, as
there were a number of discrete tasks to carry out such as writing a protocol, seeking
ethics and meeting with my supervisor with a very clear agenda of discussing the reality
of the research. Nevertheless, I chose to manage by completing each task one at a time
without too much consideration of the next step. This made the task manageable for me
at a time where I could not concretely do much more: as it was impossible to begin my
qualifying paper or analyse my data until I had finished the clinical work with the child
and undertaken the interviews.
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Reaching the point of conducting interviews was probably when the research came alive
for me. As I began to collect consent forms from willing participants, I started to feel that
this would actually become something. I think I had always believed, and tried to ignore,
the possibility that no one would want to participate. I am aware now that I actively
refused to think about my small potential sample group: refusing to find out such details
as how many staff actually worked on the ward. I think this was another act of repression,
as to acknowledge these small numbers would have been too anxiety provoking,
particularly as I moved further and further along the research path, further and further
from a point where I might do something else. Luckily this did not backfire and I did find
participants.

The theme through both qualifying paper and research, therefore, was repression used
to counter the constant fear of not developing and ultimately not completing the work. It
was, however, important to hold this anxiety at bay through the first three years of
training: to allow the pre-interview work to be completed for my research without
becoming overwhelmed and for the sake of bracketing, in both qualifying paper and
research, as I collected my data.

Entering the fourth year: writing up of the qualifying paper

The first term of my fourth year I focussed on finishing data collection and transcription
of interviews. As was usual for me, this term felt like an extension of the third year. My
preoccupation seemed tied still to that time: a time of preparation for the coming fourth
year, collecting my data in readiness.
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My qualifying paper was, however, in my mind and I began seriously doodling themes
quite early in the year: feeling anxious to have a framework in mind on which I could
build. In addition I finished the work with the child at Christmas and this signified the
moment of moving from clinical work to written work. At Christmas, research was put to
one side as I focussed on my qualifying paper and I came out of that holiday with a first
draft. My anxiety to put pen to paper was, I think, an awareness of the coming storm of
busyness but also typical of me: that I can ignore things very effectively for a certain
length of time but, once they come fully into my mind, I find it hard to sit with work that is
not done. In a larger way this was played out by my research too. For a long time, at the
back of my mind, I was afraid that I would have nothing to say and a moment came when
I could tolerate this worry no more and felt compelled to face the data and find out if my
fears were grounded. To some extent even my coming to the training, after a break of 10
years, was because I could no longer bear the uncertainty of whether there would be a
place for me.

Initially, I wrote a qualifying paper which taught me nothing more about my intensive than
I already knew and my helpful supervisor, who read this first draft, suggested I put it to
one side to give it some time to develop. I found this suggestion unusual as I was unused
to an idea that things might develop without direct work. On hindsight, however, I feel
this time was needed to disconnect me from the clinical work I had done and to allow my
write-ups to evolve into a dataset.

I returned to it at half term and on reading through began working on some of the parts
which seemed not to fit. I tried to be more honest with myself about what had been
happening in the room: noticing where I had claimed countertransference rather than
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acknowledging my own difficulties and inexperience in challenging the child. The result
was a more honest, less defensive piece of work. Here I was beginning to have
confidence in allowing myself to have been inexperienced and not known. Also, however,
I was beginning to feel less embarrassed about things I had labelled “wrong”, recognising
that these were a part of the work and perhaps had their own value in making the process
an authentic struggle we had undergone together. I feel this was the time when my
qualifying paper began to develop into a piece of work which could be said to have
research value.

Again I set it aside. Final consideration of my qualifying paper came in June when I
thought that I would just be doing final edits and a proofread. I ended up changing parts
of it substantially, as it seemed that time really had allowed me to deepen my
understanding. I have come to believe that the extended time over which I wrote this
essay, really allowing myself to leave it and come back to it, was of enormous value.
From a personal standpoint, it allowed me to step back from the work and recognise how
much I had learnt, how far I had come and how much value there had been in this child’s
therapy overall. From a research position, coming back to it was almost like coming back
to someone else’s work and evaluating it, allowing me the distance to be more critical of
my work and my conclusions.

This final stage of adjustment and rethinking made the paper feel more finished and true,
rather than just an intellectual exercise. I realised that whilst I could feasibly justify any
position with theory, what I had ended up writing was something I believed. I believe this
is part of the process of writing a paper in which only one patient is described, but which
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has research merit: the ability to disconnect from one’s ego sufficiently to look at the case
objectively.

Turning to research

The next stage with research was highly anxiety provoking, as I felt concerned I would
be unable to code my data or find themes within it. Perhaps there had been more going
on unconsciously with my qualifying paper than I realised in regard to my feeling
reassured that I would be able to write it. My research, however, had produced seven
transcripts which I did not, at that point, know as well as I had known the child I had
worked with intensively.

I made a start with coding over the Easter break and was pleasantly surprised that I had
many thoughts about my data and coding was not as arduous as I had expected. Having
left the data for several months, I again came to it fairly fresh and coded line by line with
the thoughts that occurred to me. In this way, it was certainly a more thorough
investigation of the data than my qualifying paper had been as, in my research, there
was a manageable amount of data to consider in this way. For my qualifying paper there
had been over 100 write-ups!

As I began to group my codes into themes, I was relieved that there did seem to be
themes to the data. I am aware, however, that I rushed the process somewhat: finding it
hard to stay with not knowing what my themes would be and wanting it finished to
counteract the fear that it would never be finished or come together into something
coherent. I quickly produced a lot of work, which seemed to give the appearance to my

148
supervisor that I was getting on well. However, the defensive element behind my “getting
on” always made it difficult to accept praise or reassurance, as I knew that the root of it
was not so much industriousness as fear. In this way, it was perhaps similar to my first
draft of my qualifying paper: a good start but something which needed significantly more
work, redrafting and consideration before it could be said to be meaningful.

When my supervisor suggested reworking my themes I considered starting again and
felt guilty for not doing so. At this point I was worried that starting again might have been
helpful but that I was too anxious to return to such a position of not knowing. In the past
I have restarted essays when I am unhappy with them, but this time, with so many
competing pressures (finishing clinical work, the qualifying paper, log and Covid) I was
unwilling to start again and return to a fragmented state. On hindsight, however, I struggle
to fully condemn or condone this refusal, as not starting again, when this would be my
usual way of managing my discontent, perhaps indicated an awareness that such drastic
action was not really what was needed. As with my qualifying paper, my themes just
needed some time to develop. So, instead, I struggled, procrastinated and avoided, but
I have come to see that this was part of the work of the research: finding it hard to face
the fragmentation and unfinished ideas but doing it little by painful little.

At the beginning of the summer, once clinical work was finished, I spoke to my supervisor
about my concern around writing up: a task which felt insurmountable and impossible to
break down as I had broken down the previous parts of it. She pointed out that actually
this stage was no different and could also be broken down into the smaller tasks of writing
up each section, which would eventually add up to a whole. So I began and holding to
this “one step at a time” position was important for the research to develop without
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jumping too quickly to a “finished” position: allowing me to develop, modify and build
towards something more meaningful.

While allowing my themes time to develop I began working on the literature review:
something else which had been started but still needed a lot of work. Quickly this became
overwhelming, as did each area I initially looked at: codes, themes, results, discussion.
Each article I read seemed to lead to ten more and I had an idea that I had to cover
everything that had ever been written. Holding, at this point, all the data inside my head
in such a fragmented state, I felt that there was no way to bring it all together and
approaching the literature review exacerbated this. Again my supervisor was invaluable
in putting a boundary around my work. I approached her feeling that I had fallen down a
rabbit hole of papers and she advised me to pick the ten most relevant and use only
those in my literature review. She then reminded me that psychotherapy literature should
also be included in my review. I realised I had discounted my existing knowledge from
psychotherapy theory and in doing so had made myself feel incompetent. Considering
psychotherapy theory helped me to feel that there was a structure to this part of the work:
something already more integrated in my mind, and the literature review began to
progress from that point.

Moving on to writing up my results, this seemed a fairly straightforward process of
collecting quotations that I wanted to use to illustrate my themes. In my next supervision
my supervisor acknowledged my efforts but recommended that I continue to consider my
data and themes. I think I had still not sufficiently let go of the anxiety of having nothing
to show and I needed to step back from the data to look at it as a whole. However, it still
felt too big in my mind for me to see clearly. However, despite this I did feel that the
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quotations I had were relevant and that the process, at this point, was more about finding
a better way of tying them together. I began to feel confident that I had themes, I just
could not quite name them yet and I think this confidence meant that I was able to look
again at my data and not feel so overwhelmed by it.

In doing this I listened to an internal thought which had been with me for a while as I had
begun pulling together my data. It was a thought about a mother holding out a spoon and
waiting for the infant to open their mouth. I was aware, from a previous role, that infant
feeding was very much about this sort of waiting rather than attempting to push a spoon
past closed lips or into a distractedly open mouth. I thought about how the anorexic
mouth is closed and that perhaps similarly good emotional feeding came from waiting for
receptivity. From this grew an idea that other parts of the nursing role were perhaps about
how to emotionally prepare and help a child to take in and digest, and the more I thought
about this the more coherent it felt. I rewrote my results section, feeling more confident
in what I was writing. As with my qualifying paper, I reached a point where I felt something
more honest and real was being produced.

Having developed something which felt more processed, I began approaching the writing
differently: writing in a more integrated way. I broke my literature review down by theme
and then, by looking at the appropriate sections of the literature review and results, I
wrote thoughts for the discussion. This made the writing more manageable and seemed
to indicate movement away from feeling that I had to hold every part of my work in my
mind simultaneously, that it was okay to break it into manageable parts and focus on
them one at a time. Slowly I found that I was more able to think of my work as a whole,
although for a long time I wrote and thought in this “one theme at a time” way, which
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helped to make sure that what I wrote was coherent and inclusive of all the points I was
making.

In the last proof-reading days I finally managed to read through the whole piece of work
from start to finish. This indicated, not only that there were no major changes and thus it
was possible to get through it in this way, but also that the work had reached a point
where I could hold it all my mind as a coherent whole. This chimed strongly with the
ending of the therapy of the child about whom I wrote my qualifying paper. In his final
session he brought a phone to the room and showed me a large number of photographs
from it. These photographs were of varying themes, some frightening, some poignant
and seemed to summarise the whole of his therapy and the different themes we had
covered. I wrote in my qualifying paper that it seemed he had reached a point where his
emotions could be summarised in this way and that they had become of a size where
they could fit within one session, rather than being the big and overwhelming monsters
they had been. I feel very similarly about my research, which finally fit within a final readthrough, where it had initially been too big and unwieldy to fit in my head.

Post viva amendments

Having reached a position in which my research felt finished, it was a struggle to make
amendments. Whilst I could recognise that the work would be improved by the changes
I was required to make, the process felt rather like trying to make changes to a finished
garment: cutting holes into something in order to incorporate “pockets” which then did
not quite seem to fit with the aesthetic of the design. It seemed that I had to pull my
research apart at the seams in order to accommodate the new parts. However, as it
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began to feel again complete and cohesive so I became worried that I could no longer
see the joins where changes had been made: concerned that my changes would not be
sufficiently apparent, perhaps fearing that my underlying negativity about making them
would be perceived.

I felt persecuted, and that I was writing to satisfy another rather than myself. Thus the
hard-won ownership of my work and importance of my being satisfied with it was
subsumed by the requirement to make these changes, and the pressures of a full-time
job meant that my time was limited to really work this through. I struggled repeatedly with
feeling judged by the viva, and it was difficult to maintain an attitude of my work having
worth: a feeling which grew as the new deadline approached and I knew I would have to
face a judgement again.

Reassurance came when I received amendments from my supervisor. It is not ideal that
I needed this reassurance from a parental figure to again feel that my work was valid,
but there is undoubted value from feeling that a benign parental figure can be satisfied,
and I approached these last changes with an increasing sense of a final push towards
the finish line. On my final day of amending, I realised that I had viewed the changes I
had made and the process of pulling apart the work as catastrophic to its “life” and thus
had struggled to face it and find it “dead”. It seemed, however, that recognising this,
alongside receiving amendments from my supervisor which I was able to work through
systematically, breathed life into the work and my own sense of capability once again,
and this leads me to feel that I can let it go with some faith in its vitality.
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However, I am aware that what has also arisen is a wish for more time or an opportunity
to start again and write something unencumbered by the steep learning curve of a first
piece of research. This brings to mind my final research theme: that of letting go and
moving on, and the need for mother to tolerate this moving on. Like the anorexic patient
who retreats from development or couples with the anorexia in order to overcome the
fear of being left alone, I perhaps wish to pause or start again where six months ago I
wished to skip the painful letting go and have it already done.

This period of amendment has thus held me in the painful ending position for a long time
but, luckily, I am not afforded defensive manoeuvres as I approach the end: the hand-in
date approaches and I must relinquish it in the hope that it will be good enough as the
stepping-stone piece of work from which I leave my training. I once had a supervisor who
reminded me, however, that reflection continues for many years beyond a final reflective
paper, and I have no doubt that I will continue to evaluate my experience of this piece of
work, and indeed my whole training, for a long time to come.

Reflections on generalisability and complexity

It is of general opinion that papers which discuss one patient are not generalisable, but
I do not wholly agree with this position and certainly do not agree that they are without
value. Of course, I cannot write about one child in a way which would tell someone how
to work with another child, even if this was another child whose presentation was similar.
My intensive was the child of a Bosnian refugee. Had I used the opportunity to make
some hypotheses and generalisations about working with the children of Bosnian
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refugees this would have been a stretch from this single case study, although perhaps if
several such papers were written a testable generalisation might emerge.

I feel the more important question, however, is what can we get from these single case
study pieces if not a manual for work or generalisable conclusions. I feel these are an
opportunity for the clinician, and certainly for me, to reconsider a piece of work outside
the preoccupations and preconceptions that may have been around in the work, to take
a step back, think again and learn. For the reader, it is an opportunity also to perhaps
see snippets of their own work or thought processes, presented in a different way, which
may aid their thinking, build their hope and confidence in the work or suggest a different
approach that can be trialled.

In regards my research, generalisability remains an issue. If a single case study is
considered as not much, then seven interviews is hardly better. Although I do see that
the close consideration I was able to give the interviews would perhaps suggest greater
rigour, the greater quantity of data from my intensive patient supplied a more exhaustive
dataset, although obviously I could not look so closely at each writeup. There is a limit to
how much data can be considered and so every dataset is ultimately incomplete. I could
not write up every session I had with my intensive patient and I cannot interview every
member of staff working on an eating disorder unit and even if I could, I would need
hundreds of researchers to analyse the data and it would take years. Again, I feel the
value in my study is in hearing these seven individual’s voices.

Further work is clearly required to see if the work could be generalisable. However, I feel
some of the assessment of whether a piece of work has validity is in whether the idea
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becomes tenacious. If my work speaks to people they will pass it on and over time,
through further studies but also just in its resonance within those who work with this client
group, it may become part of the accepted lexicon of the disorder.

My position, therefore, is that neither of my works are generalisable on their own, but I
question whether any study is necessarily generalisable no matter how big or inclusive
it is. All research, however, adds in a summative way and sparks thoughts in the next
researcher who makes their own additions. In this way we build up a literature review
within ourselves which becomes coherent, and this was a process that took place in me.
Within my literature review, some studies spoke to me and seemed highly relevant,
others did not, and this was never a case of which studies were more well designed or
large.

Ultimately, we might make generalisations which hold some value, but they will never
hold totally true for every individual. The value of psychotherapy is in considering the
individual and of course we have a body of theory with which to do this, but ultimately
that theory must serve the individual rather than the other way around. Psychotherapy
would become rapidly meaningless if we approached each new patient with
preconceptions attached to generalisations from research. We must maintain a stance
of not knowing.

Conclusion

In this essay I have considered the development of the two pieces of work which
comprise the Clinical Research Portfolio: the qualifying paper and the research thesis. I
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have thought about how the methodologies of these two pieces differ: the research
having a clearly defined methodology throughout its development and the qualifying
paper having a no less clear methodology, but one which was not pre-defined, set out
and submitted for ethical approval. I have further considered, however, how these
methodologies are similar: both involving a bracketing of preconceptions and a collection
of data in as unbiased a way as possible in order to create a data set for consideration.

I then moved on to thinking about the importance, in both pieces of work, of time: time
for the data to develop within my mind and to move beyond a regurgitation of information
to a formulation of themes with greater independent meaning. Within this, both pieces of
work were repeatedly redeveloped in order to move towards a clearer understanding of
themes. I feel this has led to both of my pieces of work being interesting and honest
reflections of the data and that I worked hard to remove my own ego so that they could
have tentative exploratory value.

Whilst I do not necessarily believe that these pieces are generalisable, I argue that this
is perhaps not the most important aspect of research: that these pieces add to a body of
research and that only with time will it be clear whether they fit and will lead to further
development. Additionally, I argue that research pieces are of value to the individual,
potentially sparking questions and interests within them which lead to further work and
resonating with their own pre-existing experience and knowledge. I hope that my work
will spark this sort of interest, but regardless of this it has had immense value to me, my
learning, development and clinical understanding.

