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Abstract

A significant portion of the eating disorder literature prioritises a clinical perspective
informed by diagnostic classification and clinical markers of recovery. Yet, research into the
perspectives of people’s lived experiences provides very different accounts of eating-related
distress and personal recovery. The personal recovery model privileges lived experiences,
where symptom remission is not necessary to recover/y, but instead “recovery in” as opposed
to “recovery from” is better aligned. Broad qualitative analyses cite factors in alignment with
the recovery model; however, these studies often abstract from the daily, lived recoveries.

In this study, | examined the narratives of recovery among 15 adults with lived
experiences of eating-related distress. Specifically, those who self-identified challenges
related to food, weight, body shape, and/or exercise, and identified as doing better currently
relative to one’s own past experiences. A day in the life questioning approach allowed for a
micro-contextualised view of recovery, exploring what it means to be “in” or “enacting”
recovery across daily practices. A narrative analysis was conducted which attuned to complex
social, cultural, and relational contexts, grounded within a social constructivist
epistemological approach. Narratives included: Re-Appraising Body, Image and Identity,
Neutrality and Nourishment, Routine and Structure, and Media and #Recovery. Participants
formed intentional daily practices in recovery, largely described as an active process
requiring continued re-appraisal. Daily practices centered around energy, function, pleasure,
accomplishment, comfort, control, self-development, visibility, and routine. Participants
described alignment, resistance, and opposition to master narratives and sociocultural
prescriptions on recovery, offering a counter narrative to the clinician and researcher
recovery perspectives that have traditionally dominated the literature and guided service
provision to date. Overall, these multi-layered narratives align with critical feminist

perspectives and may importantly inform evidence-based practice from the “inside out”.
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Chapter One. Introduction
Terms and Perspectives

Terms and perspectives inform the way in which experiences are understood,
expressed, and constructed, both on an individual and societal level. The way individuals
describe their experiences are largely shaped by the categories that form and inform
experiences, and the narratives or discourses that surround such constructs. What constitutes
eating-related distress, and similarly, what is defined as recovery from such distress, is an
area of contention across practice and research (Grilo et al., 2008; Wade & Lock, 2020;
Whitley & Drake, 2010; Wonderlich et al., 2007). Understandings of recovery are influenced
by the lens and language through which recovery is understood, the perspectives that are
given space, and the sociocultural and political contexts in which recovery occurs. While
there are varying definitions and perspectives on recovery, there is no clear consensus on
what recovery is. Recovery is a multifaceted construct. I position myself in this research with
a desire to understand such complexities, particularly, exploring clinical and personal
recovery perspectives through individual meaning making. With an over-arching aim to
understand daily practices of recovery, this renders the question; how does a person know if
they are practicing recovery within a context where differing perspectives lead to a complex
experience it itself.

Clinical research often explores eating-related distress through the lens and language
of “eating disorders” and “clinical recovery”, framing experiences within a diagnostic
perspective with an emphasis on psychopathology, illness, and disorder (e.g., Bardone-Cone
et al., 2010; Tomba et al., 2019). In contrast, research encompassing the perspectives of
people’s lived experiences provides very different accounts of eating-related distress and
recovery (e.g., Dawson et al., 2014, 2018; Hay & Cho, 2013; LaMarre & Rice, 2016, 2021,

Patching & Lawler, 2009). Language typically used when framing experiences within a



personal recovery framework are more person-centred, defined by the person and their
individual experiences (D’Abundo & Chally, 2004; LaMarre & Rice, 2016, 2021).
Consequently, language and labels may have different meanings for different individuals
(Frank, 2005; Slof-Op’t et al., 2019). Some may reject the language used within a clinical
approach, some may find meaning within it, while others may view recovery as a blend of
both perspectives. Perhaps, some may reject the concept entirely. In line with a social
constructivist approach, the categories and concepts that provide a framework for meaning
making are provided by the language that is used. Thus, it is important to hold in mind the
range of terms and perspectives and consider who holds the power when defining such
experiences. It is important to consider the implications of such languaging for the person
experiencing the distress, both across practice and research (Frank, 2005). This chapter
discusses these issues and explains the terms and perspectives that will be used in this
research for eating-related distress and recovery.

It is important I begin by positioning myself within my research, allowing the reader
to understand my “why” for exploring this space. | am a young woman and Doctor of
Clinical Psychology trainee raised in New Zealand at the intersect between two worlds: a
western world of knowing and living, and a more distant world in which I identify of Sri
Lankan descent. Although I do not come from a place of lived experience of eating-related
distress, I hold lived experiences within an ethnic minority group, understanding what it may
be like to not be “here nor there”, influenced by both systemic racism and acculturation. |
hold unique insight into these two different worlds and wish for greater representation of
ethnic minorities and diverse perspectives across research, treatment, and practice.

In line with my purpose, values and beliefs, my professional and research interests lie
in understanding and supporting people beyond the situational circumstance that may label

someone as “disordered” or “unwell”. This understanding and interest in this area stems from



my residential work experience in child, youth, and adult mental health and addictions
settings in Otepoti (Dunedin) and Tamaki Makaurau (Auckland). Across both work
experience and my clinical training, | have supported several people struggling with complex
eating, weight, and body image difficulties. | observed that it was often the day-to-day
practices that impacted on a person’s sense of independence, self-esteem, and resilience, all
contributing towards self-defined well-being and recovery. For example, the connection and
sense of discovery elicited when a young person learns to cook, is given a safe space to talk,
to eat, express creativity, or learns life skills such as reading the clock or riding a bus. It was
these small, yet significant day-to-day activities that the clients/service-users often reflected
on at their “graduation” as key moments within their recovery journeys. It is these daily
practices | am most interested in hearing about from those with lived experiences of eating-
related distress and recovery. As | am not able to witness these micro-moments of recovery
first-hand, | am interested in the processes deemed most important to them, by them. In line
with the notion of everyday life, daily practices are interpreted as subjectively meaningful
and presented as reality. From this perspective, this research holds focus on a person’s
recovery rooted within a wider contextual lens, situating both distress and recovery within
social and relational contexts. Extending beyond clinical parameters into wider possibilities,
daily practices may illustrate how recovery is enacted, as opposed to achieved or reached. |
believe recovery possibilities lie within an understanding of how a person is situated across

contexts, where a wide-lens orientation opens greater scope for understanding recovery.

Eating-Related Distress
Eating-related distress will be used as an umbrella term in this research, to encompass
a problematic or challenging relationship/s with food, weight, body shape, and/or exercise.

Drawing from a critical post-structuralist perspective, this term broadly encompasses a range



of distress that may include any form of disordered eating, regardless of diagnosis (Malson &
Burns, 2009; Patching & Lawler, 2009). Although some people may identify within a
diagnostic framework, keeping the language broad encourages a focus on meaning making
and knowledge from those who do not have or reject the idea of diagnosis, yet self-define a
problematic or challenging relationship with food, weight, body shape, and/or exercise. By
using this definition, I aim to be inclusive in generating findings beyond the diagnostic

perspectives from which eating-related distress has largely been clinically defined to date.

Recovery

Over the last twenty years, the concept of recovery has become increasingly
influential as a key concept in mental health service development and practice. Despite this,
recovery remains poorly defined across the literature and clinical space. While recovery is
considered the “end point” for clinical interventions aimed at addressing disordered eating
and body image, a poorly defined concept suggests that the “end point” may not be as straight
forward, linear, or standardised, as the term suggests (Bardone-Cone et al., 2010; LaMarre et
al., 2015). Lacking consensus on its definition there are divergent perspectives on the
development and maintenance of eating-related distress. This subsequently influences the
perspectives through which recovery is understood, measured and/or explored, across both
quantitative and qualitative research (Bachner-Melman et al., 2018; Howell & Voronka,
2012; Noordenbos, 2011). For example, in a study by Noordenbos (2011), ex-patients and
therapists were asked to select recovery criteria from a list that they viewed as important for
recovery from an eating disorder. While ex-patients and therapists agreed upon most of the
same criteria for recovery, having enough sleep was identified as a relevant construct within
recovery by 83% of patients, yet only 38% of therapists rated this as important. This

examples one of many differences in perspective between therapist and patient, suggesting



that what might be important to those journeying recovery, may not always match therapist
recovery goals. Similarly, while clinical criteria identified the return of menstruation as an
indicator of recovery, 50% of the ex-patients in this study rated regular menstruation as the
least important criteria to them. Noordenbos (2011) and others before this (and since then),
note a lack of clear, consistent, and measurable definition of recovery.

As different people represent various positions, purposes and perspectives, different
definitions exist based upon the stakeholder and the orientation (Bowlby et al., 2015;
LaMarre et al., 2022; Musolino et al., 2016; Noordenbos, 2011; Noordenbos & Seubring,
2006). I am less interested in which definition holds the absolute truth, aligning with a social
constructivist view that there is no objective truth. Instead, | am interested in exploring the
experiences and constructions of eating distress and recovery through story. A social
constructivist approach overall takes a critical stance towards taken for granted knowledge,
critically examining how one may interpret and understand the world through meaning
making. By holding this stance, what is most important within this project is grounding an
overall definition in alignment with the personal recovery model, and critically engaging with
the assumptions of recovery perspectives that have traditionally dominated the literature and
guided service provision to date.

The personal recovery model is embedded within the history of the personal recovery
movement. Since the mid 1900’s, early advocacy efforts of those who have since referred to
themselves as consumers/tangata whaiora of mental health services, ex-patients, and/or
survivors!, have challenged the system by privileging knowledge gained through personal
experience over clinical knowledge (Ahmed et al., 2012; Chamberlin, 1978). The personal
recovery model was fueled by consumers’/survivors’ views that traditional systems of

recovery fostered disability, alienation, oppression, and marginalisation, and that a social

! People with mental distress use various terms and languaging to refer to themselves such as these



transformation was necessary to deal with the pervasive stigmatisation and exclusion
experienced by those with mental illness (Frese et al., 2009; Jacobson & Curtis, 2000).
During the second half of the 20" century, widespread de-institutionalisation of the mental
health system occurred across most of the western world, including New Zealand. It was
through de-institutionalisation that the development of psychotropic medication was
introduced to reduce the economic burden of government funded mental health hospitals,
with the view that treating those within the community would be more effective (Talbott,
2004). Albeit a potential positive step, mental health services were still criticised for lacking
a cohesive and effective strategy to provide community support (Test, 1984). This continued
to inadvertently perpetuate the idea that people living with mental distress faced a lifetime of
medicated symptom management, reinforcing the idea that recovery was not possible (Mead
& Copeland, 2000). It was against this backdrop that service users and advocates fought to
promote an alternative version of “mental illness”, one that transcended symptom relief and
focused on supporting people to live a satisfying and meaningful life, despite/amidst distress.
It was these significant events that reflect the period of the “recovery movement”, an
era in which the “personal recovery model” was born (Anthony, 1993). The underlying
philosophy of personal recovery is that people living with mental distress deserve more than
just symptom relief (Anthony, 1993). Mental illness is viewed as only one aspect of the
whole person, where a sense of fulfillment and meaning is possible, despite the presence of
symptoms (Anthony, 1993; Davidson & McGlashan, 1997). Since the beginning of the
recovery movement, empowerment, self-direction and choice have been core tenets to the
model (Chamberlin, 1978; Mead & Copeland, 2000). The recovery model privileges
knowledge gained through personal experience, where symptom remission and normal
functioning are not necessary to recover/y but instead, a “recovery in”” as opposed to

“recovery from” orientation is better aligned.



The national mental health strategy; Blueprint for Mental Health Services in New
Zealand (Mental Health Commission, 1998), loosely defines recovery as “living well in the
presence or absence of one’s mental illness” (p.1), emphasising hope, social and personal
responsibility. In its updated edition; Blueprint 11 Improving Mental Health and Well-Being
for all New Zealanders (Mental Health Commission, 2012), recovery is defined as “living
well in the community with natural supports” (Mental Health Commission, 2012, p. 47).
These definitions align with Anthony’s (1993) articulation of recovery as “a deeply personal,
unique process of changing one’s attitudes, values, feelings, goals, skills, and roles. It is a
way of living a satisfying, hopeful and contributing life even within limitations caused by the
illness”. Recovery involves the development of new meaning and purpose in one’s life as one
grows beyond the catastrophic effects of mental illness ” (Anthony, 1993, p. 527). This
project engaged with the tenets of the personal recovery model through participants’ self-
identification of recovery and specific focus on daily practices that enact a broader
representation of living well in the presence or absence of distress. More specifically,
recovery was broadly described as doing better currently than in the past, relative to one’s
own personal experiences of distress. While this broad definition of recovery was used as a
starting point in this study, it was specifically participant’s own self-identified recovery that I

was most interested in, rooted within each individual’s own experience.



Chapter Two. Eating-Related Distress and Recovery

In this chapter, I situate my research both in its broader contexts and the existing body
of literature. I begin by exploring and critiquing what is known about eating-related distress,
before moving to a discussion and critique on eating-related distress recovery specifically.
The dominant diagnostic discourse is introduced, where one psychiatric classification system
is explored (DSM-5) and critiqued. | analyse the definition of eating distress within a
diagnostic perspective, exploring estimated prevalence rates, linguistic considerations, and
the merits and critiques of such a classification system. From here, the discussion shifts
towards a contextualised discussion of eating-related distress, engaging with the critical
feminist literature in line with the orientation of this research. A contextualised approach is
centred around an understanding of sociocultural, political, and economic contexts, beginning
with contemporary western contexts of beauty and thinness. As eating-related distress is
known to transcend across all ages, ethnicities, cultures, sexual orientations, and genders, a
discussion on the gendered, raced, and classed assumptions and impossibilities generated
from the misconception that eating distress only affects young, white, middle-class, females,
is also discussed (Musolino et al., 2016; Thompson, 1994). Lastly, cross-cultural literature
illuminates a broader interpretation of eating-related distress beyond western models of
understanding. Within this, eating behaviours may be understood to serve a purpose of care
and control, in response to pain and trauma for example, instead of simply being tied to a
preoccupation with weight and body shape.

In the second part of this chapter, | explore the perspectives of recovery, critiquing the
clinical model before reorienting discussion towards the personal recovery model. The
personal recovery model is influential in both this chapter and my research. Implementation
of this paradigm shift across mental health services, particularly in New Zealand, is reviewed,

highlighting the gaps in translating policy to practice. From here, qualitative recovery studies



will outline how the personal recovery model has been taken up among the eating disorder
literature specifically. Shifting the narrative from a clinical recovery model to the accounts of
those who have experienced/or are experiencing personal recovery is of key importance. By
the end of this chapter, the rationale will be clear for the need to elicit a rich understanding of
situated lived experiences of recovery among those with experiences of eating-related distress
in New Zealand.

Lastly, eating-related distress and recovery is contextualised within a New Zealand
context, considering the indigenous people of the land; Maori as tangata whenua?. A
discussion on the current socio-political and economic context highlights the influences of
COVID-19 within a New Zealand context, impacting how people navigate recovering within

this fraught time and context.

Understanding Eating-Related Distress

Our world is saturated with messages about ideals surrounding bodies and eating
practices, where this material may have significant impact on a person’s ability to feel at
peace in their own body. People’s challenging experiences and relationships with their
bodies, weights, shapes and/or eating highlights the importance of exploring what this may be
like; more specifically, what constitutes eating-related distress. What is known about eating-
related distress depends largely upon the perspective explored. While I am not interested in
coming to a consensus on a dominant perspective, | acknowledge there is merit in engaging
with multiple perspectives to supplement the traditional diagnostic understandings
predominant across practice and research (Brinchmann et al., 2022; Wade & Lock, 2020).

Understanding eating-related distress through the dominant diagnostic model will be

2 Maori as Tangata Whenua can be directly translated to “people of the land”, referring to Maori people as the
indigenous people of Aotearoa, New Zealand.
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critiqued and analysed in relation to a critical feminist perspective, where there is a greater

focus on contextualising distress, in line with the direction of this research.

Critiquing Diagnostic Definitions of Eating-Related Distress

Eating-related distress categorisation occurs across multiple diagnostic approaches
and classification systems. There is no consensus on the best way of classifying eating-
related distress, reflected by iterations of psychiatric classifications, such as the DSM
(Ferreday, 2012; Ison & Kent, 2010). Unclear diagnostic boundaries makes it difficult to
differentiate between unusual patterns of eating from clinically significant distress, thus
creating further ambiguity on what is defined as an “eating disorder” (Fairburn & Bohn,
2005; Polivy & Herman, 1987). For example, Other Specified Feeding and Eating Disorder
(OSFED) comprises 40-60% of all ED diagnoses (Galmiche et al., 2019; Stice et al., 2013);
where unclear delineations between diagnoses has led to a proliferation of OSFED diagnoses
(Forbush et al., 2018). Homogenising varied experiences of distress into a discrete category
may possibly leave individuals in a state of diagnostic uncertainty (Garfinkel et al., 1995;
Thomas et al., 2009). Given the nature of such a classification system, however, it is not
uncommon to see high rates of diagnostic “crossover” or co-morbidity across diagnostic
categories (Eddy et al., 2008; Mortimer, 2019; Peat et al., 2009). Within a diagnostic
approach, little space is given to the individual to be the narrator of their story and labeler of
their own experiences.

The DSM classification system takes a biomedical perspective to defining,
describing, and categorising the way distress is framed and understood, primarily generated
from western research (La Roche et al., 2015; Thakker & Ward, 1998). Diagnostic practices
are based in biomedicine, the dominant model of disease that applies biological principles to

clinical practice (Engel, 2012). A biomedical perspective describes a state of health defined
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in the absence of illness (Deacon, 2013). | will be engaging with diagnostic discourses, while
this is rooted within the perspectives of biomedicine, I am specifically exploring concepts of
distress classification. Diagnostic classification systems are based on meeting a threshold of
symptoms that determine whether criteria are met for a disorder. A major limitation lies in
the subjective nature of clinical judgement, determining whose distress is deemed “severe
enough” to meet diagnostic classification (Hoek, 2006; Santomauro et al., 2021). With the
need to broaden the approach to illness to include psychosocial factors, diagnostic
classification includes clinical severity based on the impact symptoms have on functioning
across one or more life domains. The DSM-5 defines an “eating disorder” as the “persistent
disturbance of eating or eating-related behaviour that results in an altered consumption or
absorption of food and that significantly impairs physical health or psychosocial functioning”
(American Psychiatric Association, 2013, p. 329). Diagnoses under this umbrella term in the
DSM-5 encompass anorexia nervosa (AN), bulimia nervosa (BN), binge eating disorder
(BED), other specified feeding and eating disorder (OSFED), pica, rumination disorder, and
avoidant/restrictive food intake disorder (ARFID). In the DSM-5, AN is characterised by a
“restriction of energy intake relative to requirements, leading to a significantly low body
weight that is motivated by an exaggerated concern about body weight and shape”, while BN
describes “recurrent episodes of binge eating with extreme compensatory behaviours such as
vomiting, laxative misuse, over-exercise, and/or fasting” (American Psychiatric Association,
2013, pp. 382, 387).

The overall lack of diagnostic clarity suggests that the line between pathological and
non-pathological eating is not as clear as the DSM may suggest (Keel et al., 2011; Thomas et
al., 2009). Research has found substantial crossover between eating disorder categories. For
example, 20-50% of individuals with AN will develop BN over time (Bulik et al., 1997;

Tozzi et al., 2005), with 40-50% of individuals diagnosed with an eating disorder at baseline,
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“migrating” in the first five years to a different diagnosis (Stice et al., 2013). If a person with
OSFED who has a history of AN and BN was told that they have had three psychiatric
disorders, two of which they have recovered from but are presently not “fully recovered”
according to DSM-5 criteria, they may react with scepticism, confusion, and possibly
hopelessness. The commonality of subtype migration suggests that diagnoses may not be
neatly partitioned or approached in the same way medical conditions are. This poses the
question whether diagnostic categories are indeed the best way to understand the varying
levels of distress people experience, and whether eating distress can be divided into binary
categories as suggested by the distinction of “pathological” versus “non-pathological”
(Malson & Burns, 2009).

While the DSM classification system has some limitations, including those noted
above, it can pose some merit for guiding clinical assessment and intervention. The benefits
of a diagnosis include specialised funding and support, a framework in which to view an
array of “symptoms”, and a sense of categorisation that may offer relief to individuals who
find comfort in knowing their experience fits into a known and researched framework of
distress (Forbush et al., 2018; Herman et al., 2014). However, others may not find the same
sense of support from a diagnosis, and it may not be as simple as reducing experiences to fit
within a dichotomous diagnostic approach (Keski-Rahkonen & Tozzi, 2005; Lester, 2007).
Perhaps there is more nuance to experiences that extend beyond a diagnostic/non-diagnostic
categorisation system.

Diagnostic categorisation also invites opinion and certain stereotypes that may impact
how a person feels about receiving or being framed within such diagnoses. Studies examining
public opinion reveal that the public tend to hold more negative attitudes about certain
symptoms; socially rejecting and stigmatising purging behaviours that are characteristic of

BN, while viewing symptoms of AN as “normal” (Roehrig & McLean, 2010). Perhaps,
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normal refers to the way restrictive practices are somewhat accepted or even praised in a diet-
culture context. Often, AN and BN are constructed in hierarchical opposition to one another,
based on assumptions about normative femininities where AN is regarded positively as a
successful desire towards the pursuit of thinness, whilst BN is positioned as undesirable in
contrast (Burns, 2004; Mortimer, 2019). The moral value implied by these two diagnostic
categories alone suggest that certain stereotypes exist among society and may be experienced
through such categorisation.

Itis likely that people’s meaning making of diagnosis span the spectrum from pro to
anti-diagnoses and includes all the shades of grey in between. While | hoped to include all
perspectives in my research, | specifically aimed to hear from those who are often missed in
research and practice, or those who may be omitted because they do not fit neatly into a
category. | envisioned the people who are unable to access support that requires a diagnosis
based upon systemic and/or structural barriers, or the people who are marginalised in society
and do not feel that research would account for their lived reality or understand their
sociocultural context. Where individuals do not meet or identify with diagnostic criteria yet
still identify their patterns of eating to be a problem to them, the focus must be re-oriented to

the person’s constructed meanings of distress and expression for well-matched support.

Critiquing Prevalence Estimates

Prevalence estimates are collected in order to get a sense of how common eating-
related distress is among the general population in order to meet population health needs
from a resource perspective (Smink et al., 2012). Prevalence estimates, however, may be
inadequate, outdated, and marked by several limitations. On the whole, epidemiological
research is not often collected for eating disorders, and when it is, certain disorders are often

omitted (Santomauro et al., 2021). For example, a review by Hoek (2003) did not include
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data on participants with an EDNOS diagnosis (now termed OSFED), due to the limited
epidemiological information available for this category across the literature. This not only
translates to less information on OSFED, but also creates a context in which OSFED may be
considered “less important” to understand than other disorders. Anorexia is given greater
research priority and funding which in turn may communicate a hierarchy of importance that
extends beyond research into clinical and sociocultural spaces. A hierarchical structure across
diagnoses communicates unhelpful messages to those whose version of distress is not
recognised in research or practice. It is also important to note that, like this review, most
prevalence estimates are vastly outdated by over 10 years, particularly in New Zealand
(Hoek, 2006; Hudson et al., 2007; Oakley-Browne et al., 2006; Smink et al., 2012). Outdated
estimates may reflect an underestimation of true distress among the general population,
marginalising or missing certain groups of people altogether.

A synthesis of 135 epidemiological studies collated prevalence estimates between
2009 and 2021 with the sampled population inclusive of developed western countries (Hay et
al., 2023). This study observed a lifetime prevalence rate between 0.6% and 2.2% for AN,
1.9% among females and 0.6% among males for BN (Galmiche et al., 2019), and 1.9% for
BED. Reported prevalence rates have increased among both males and females particularly
for BN and BED (Hay et al., 2023), however, prevalence rates remain double among females
than among males (Kessler et al., 2013). Since updating diagnostic criteria through the DSM-
5, the removal of amenorrhea has increased sensitivity for detecting male AN (Call et al.,
2013; Dahlgren et al., 2018). Where there is a much smaller evidence base for OSFED
compared to AN, findings reflect significant variation across OSFED community prevalence
studies (Hay et al., 2023). One study using DSM-4 criteria suggests that the prevalence of
EDNOS among adults in the United States is 4.8% and 4.6% among adolescents (Le Grange

et al., 2012). Findings indicate that eating disorders appear more prevalent among adolescents
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and young people, particularly among young women (Le Grange et al., 2021). These findings
support earlier research where rates for AN were found to be highest for females in the 15-19
age group, comprising approximately 40% of all identified cases (Hoek, 2003). More recent
research suggests that people identifying as LGBTQIA+ are six times more likely to have an
eating disorder, compared to the general male population (Watson, Adjei, et al., 2017).

The New Zealand Mental Health Survey (Te Rau Hinengaro) found that half of those
who met criteria for AN developed distress before the age of 19, with increased prevalence
rates in females compared to males and frequent co-morbidity with anxiety and depression
(Oakley-Browne et al., 2006). A lifetime prevalence of 0.6% for AN and 1.3% for BN has
been reported using a general population sample. These findings, however, are limited by the
age of the data and an older classification system (DSM-4) at the time of data collection,
where diagnostic categorisation and cut-offs have since been revised in the DSM-5.
According to the New Zealand Mental Health Survey (Te Rau Hinengaro, 2006), eating
disorders are at least as common in Maori as non-Maori, and in some cases higher
(particularly BED and BN). However, to date, there is very little research focusing on eating-
related distress among Maori (Clark et al., 2023; Lacey et al., 2020), as research has
predominantly included a New Zealand European/Pakeha population. Lacey et al. (2020)
suggest that Maori do not receive treatment in specialist services at a level proportionate to
prevalence rates. They hypothesise the unmet need to be linked to systemic bias and factors
related to deprivation, reduced access, shame, and secrecy leading to low help-seeking. More
recent research by Clark and colleagues (2023) explored Maori experiences of accessing
treatment for eating disorders, identifying both systemic and social barriers. Systemic barriers
included the idiosyncratic use of assessment methods, inaccessible service locations, and
limited inpatient beds. Social barriers included those identified in previous research (Lacey et

al., 2020) as well as the idea that support networks can act as both an enabler and barrier to
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accessing support (Clark et al., 2023). Although Maori are not the focus of this research, it is
important to highlight such findings and limitations, recognising Maori as tangata whenua
(the people of the land of New Zealand).

While prevalence rates hold merit for understanding eating-related distress to some
degree, limitations exist when considering who is missed from this count. For example, those
who may not fit within a diagnostic category, those who do not seek help, or those who get
missed due to aforementioned barriers to recognition including not fitting stereotypes. The
gender disparity in reported prevalence rates suggests the proportion of males may be an
underestimation of the true distress in the population (Strother et al., 2012). People from
diverse backgrounds are often neglected from prevalence data altogether, further reinforcing
cultural stereotypes (Cheng et al., 2019). Treatment non-seekers most frequently endorsed
barriers such as financial difficulties, followed by not believing others could help, feelings of
shame, fear of being labelled and discriminated against. These omissions and occlusions in
turn may lead to unclear and inconsistent rates, overlooking distress that does not fit within a
diagnostic lens, thus underestimating the true level of both population distress. These are the
understandings and perspectives that are not accounted for when a diagnostic or clinical lens
is applied to understanding eating-related distress.

While diagnosis certainly has its importance and place, | believe it does not capture a
person’s contextualised state of living. Extending beyond these parameters, a broader
perspective is considered. To do this, a situated analysis of self-defined eating-related distress
is required in line with a social constructivist epistemology, where probing beyond diagnostic
categorisation is a key element of my approach. This research aligns with a feminist-

informed orientation towards both eating-related distress and recovery.
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Contextualising Eating-Related Distress within Critical Feminist Perspectives

While a diagnostic perspective, more specifically, the DSM classification, has merit
as discussed above, many critical feminist scholars question its use. Linguistic critiques point
to the differences between a diagnostic perspective and a feminist perspective where
language use offers different meanings. By unpacking diagnostics, many critique the
language around the term* eating disorder” which may imply pathology located within the
individual (Malson & Burns, 2009). Thompson (1994) points out potential issues with this
term, similarly, suggesting that the term “eating disorder” categorises the problem as an
individual pathology with little recognition of the social inequalities underlying the person’s
context. Some alter the use of the term by changing the order and emphasis of speech, doing
so by adding a slash (eating dis/orders) or parentheses to eating (dis) orders, while others
reject the term altogether. Others opt for terms such as “eating issues”, “eating distress”, or
“eating problems”, reflecting a range of experiences beyond diagnostic classification
(LaMarre et al., 2022).

Early literature may also be critiqued for its exclusive focus on gender (predominantly
female) at the exclusion of race and sexuality, overlooking the cultural variation and
complexity of eating-related distress across diverse people and experiences (Thompson,
1994). Despite this, it is known that eating-related distress is experienced by all genders,
ages, and sexualities, inclusive of people of colour and ethnic minorities (Jones & Malson,
2013; MacDonald, 2011; Rinaldi et al., 2016; Root et al., 1986). How are people within
minority groups meant to feel safe and understood in a world where societal structures impact
on visibility? While this view cannot be generalised to all minorities, for those who
experience marginalisation, it makes me question how this may in turn impact the meaning-
making of both eating-related distress and recovery. A discussion on contemporary contexts

of beauty, cross-cultural perspectives, and sexuality will provide a contextualised discussion
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and integration of feminist perspectives on eating-related distress. To understand eating
distress, feminists argue that the culture itself must be subject to analysis and critique and that
underlying oppressive normative assumptions be exposed (Allan, 2005).

Within this sociocultural context, research has pointed to key influences on eating-
related distress such as the internalisation of the thin-ideal, diet culture, eating and exercise
practices, and weight stigma (Polivy & Herman, 2004). At a broader level, living within a
western, neo-liberal societal context imposes its own challenges for people living in a body.
Constrained and conflicted by contemporary views on beauty, weight, and body shape, makes
nourishing one’s physical and mental well-being a challenge (Gotovac et al., 2020; Hancock
et al., 2000). Feminist perspectives articulate disordered eating as a social epidemic that
stems from gendered oppression and unrealistic beauty standards among western capitalist
cultures (Malson & Burns, 2009). This includes the social roles, expectations, and
understandings of sexuality interlinked with personal agency. These cultural norms and
gender roles are long entrenched and continue to provide a context for understanding
women’s preoccupation with thinness and their pursuit towards beauty that exists today
(Rodin et al., 1984). A post feminist perspective on the other hand describes embodied self-
monitoring, discipline and transformation as freely chosen rather than culturally demanded
which also has a significant impact on how contemporary women come to understand body
image (Riley et al., 2023).

Understanding contemporary culture is important, where studies point to the influence
imposed by the thin ideal of beauty and its empirical link to the development of eating-related
distress (Aparicio-Martinez et al., 2019; Batista et al., 2018; Marks et al., 2020). To
understand the current context of thin pursuit, an explanation is first rooted in history. From
the 1960’s, thinness was equated with attractiveness whilst larger bodies held opposite

connotations and deep stigmatisation. The landscape around body image ideals today, is ever-
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changing. People seem to face a wider variety of body image prescriptions beyond the pursuit
of thinness alone, facing additional pressure to conform to the image of “health”, “fitness”,
and “wellness” (Betz & Ramsey, 2017; Griffiths et al., 2018; Raggatt et al., 2018).
Particularly prominent is a direction towards “fitspiration”, reflecting a “strong is the new
skinny” notion (Boepple et al., 2016), alongside ideals that promote curves (Ahern et al.,
2011) and athleticism (Simpson & Mazzeo, 2017). Post feminism ideas position a weight,
health, worth disciplinary lens through its construction of femininity as a bodily practice
requiring self-surveillance and improvement (Riley et al., 2019). Within a post-feminist lens,
fitspiration draws on a subject position that centers athletic ideal as a form of discipline and
transformation towards health (Riley et al., 2019). Neoliberal healthism constructs health
through self-control, choice, and responsibility (Riley et al., 2019). As social media becomes
further embedded in lifestyle practices, digital influence strengthens master narratives around
bodies, health, fitness and beauty (Camacho-Mifiano et al., 2019). This power can be
considered disciplinary as people internalise such master narratives and discipline themselves
accordingly. With several incongruent body-ideals circulating in our society, it is no wonder
body dissatisfaction is increasing within a sociocultural backdrop that fosters social
impossibilities and prescriptions around bodies (e.g., the perfect body, the bikini body, the
post-partum body). Post feminism views on eating distress adds further contradictions and
complications through a complex set of intersecting discourses. For example, the scrutiny of
women’s bodies is both oppressive, but also located within a discourse of care.

While prescriptions exist for thin bodies, similarly, discourses around living in a
larger body circulate through forms of weight bias. Weight stigma (also known as weight
bias/fat-phobia) refers to the view that larger bodies are systematically devalued and
criticised based on based on body weight alone (Tomiyama et al., 2018). Persisting as a

pervasive form of discrimination, weight stigma presents at an individual, interpersonal,
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institutional, and societal level, therefore is relevant to a contextual understanding of eating-
related distress and recovery (McEntee et al., 2023; Puhl & Heuer, 2009). One widely
understood example of thinking about bodies and health is the “obesity epidemic”; where
under such discourses that align with healthism master narratives, larger bodies are devalued
and assumptions are made about health and worth based on weight (Rice, 2015; Saguy &
Ward, 2011). Master narratives are culturally dominant prescriptions that can be regarded as
appropriate ways to experience and behave in the world, determined by society at large
(Thorne & McLean, 2003). When we explore cultural discourses on what it means to be
“healthy”, “well” or even “beautiful”, it is important to orientate ourselves to the master
narratives that circulate in our society (Rich, 2018). Applying this concept when exploring
eating-related distress, master narratives may inform a person’s view and care towards their
body (Halse et al., 2009), based on instructions that circulate in society. In alignment with a
social constructivist view, distress is culturally and historically specific, thus, products of
social and economic arrangements prevailing in the culture at the time (Burr, 1995).

Weight stigma has been reported across healthcare from framework to practice.
Examples include unsupported weight classifications guiding diagnosis (McEntee et al.,
2023; Sim et al., 2010), where people in larger bodies are less likely to receive a diagnosis
and experience a longer wait time before receiving treatment (Lebow et al., 2015). Similarly,
“looking thin” often defines the dialogue between clinician and patient, where the concerns
of a “typical” patient are often sorted based on bodily dimensions than level of distress
(Malson et al., 2004). This reinforces the misconception that eating-related distress is
primarily a pursuit for thinness and may overlook people in larger bodies, minimising and
marginalising one’s experiences based on body weight alone (Polivy & Herman, 2004; Puhl
et al., 2014). This notion does not accommodate for varied experiences of distress,

reinforcing stereotypical assumptions, overlooking and over-simplifying the complexity of a
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person and their life circumstances. | believe this to be inherently problematic, as it not only
reinforces weight stigma, but poses another level of societal impossibility for those
navigating recovery. Some treatment providers have even been found to hold fatphobic
attitudes themselves (McEntee et al., 2023). Despite the need for greater weight inclusive
care, there is also a sense of resistance within this sociocultural climate (McEntee et al.,
2023). This suggests to me that master narratives continue to strongly inform the way bodies
are viewed, where sociocultural meanings around thinness continue to be valued, and such
implicit biases are left unchallenged.

The intricacies of race, class, and sexuality, specifically, encourage us to rethink
demeaning assumptions about white middle-class femininity and to broaden our views on
distress among diverse populations. It was once thought that people of colour were
“protected” against the development of eating-related distress based upon cultural beliefs
around beauty (Root, 1990). Protection was thought to occur through the appreciation of a
physiologically “healthy” body size with less emphasis on physical appearance, in contrast to
Western culture where thinness was valued and accepted as physically superior, to that of a
larger body (Root, 1990; Warren et al., 2005; Wildes et al., 2001). Although some studies
have found that people of colour are less susceptible to eating disorders and that one’s
cultural context may offer “protection” to some degree (Gordon et al., 2010), other studies
suggest greater similarities among ethnic groups and their western counterparts (Grabe &
Hyde, 2006). Individuals across diverse ethnic groups are subject to the same standards of
beauty present within the dominant culture, particularly where the culture of origin is
devalued by the dominant culture e.g., African Americans living in the United States of
America (Cheng et al., 2017; Cheng, 2014; Root, 1990).

Mainstream cultural beauty ideals may be especially oppressive for women of colour,

as appearance standards favour those with lighter skin, a certain hair colour and texture, lip
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size, and body configuration. These societal beauty standards are largely rooted within
patriarchal structures and continue to influence gendered roles and responsibilities (Davis,
2018; Harris & Kuba, 1997; Latu, 2020). This raises the question: in what ways do these
sociocultural forces cohere to generate barriers to recoveries, particularly for ethnic
minorities living within a western society who may not be centred within eating related
research, yet alone, society in itself? The #BlackLivesMatter movement, as an example,
offers insight into the current societal and cultural inequities in the world, where people face
on-going discrimination and marginalisation based on race alone. | believe it is imperative
that situated research is conducted to better understand the sociocultural context in which
recovery takes place, particularly appreciating the complexities and challenges for recovery
among those identifying outside dominant cultural groups.

Understanding cross-cultural literature illuminates a broader, transcultural
interpretation of eating-related distress. A few studies have challenged the causal role of
western beauty ideals in the development of eating disorders, highlighting the purpose of care
eating-related distress affords beyond shape and weight alone. The growing cross-cultural
literature has pointed to westernisation, or acculturation as major risk factors for the
development of eating distress. A greater understanding for the role of power hierarchies,
cultural and gender role responsibilities may explain diverse presentations across diverse
people (Becker et al., 2010; Podar & Allik, 2009; Rodrigues, 2017). While the phenomenon
of westernisation contributes to understandings of eating distress among Asian populations,
more recent attention has been given to the multifaceted cultural transformations driven by
industrialisation and urbanisation (Pike & Dunne, 2015; Van Son et al., 2006). These
transformations include shifts in population demographics, food supply, traditional family
structure, gender roles, and global economies, contributing to a deeper understanding of

eating-related distress among Asian populations (Pike & Dunne, 2015).
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A subset of people who present with all the symptoms of AN except for the abnormal
fear of fat or weight gain, provide difficulty in determining and detecting eating disorders
cross-culturally. For instance, Hsu et al. (1993) found that among a sample of 70 women with
anorexia in Hong Kong, 58.6% did not exhibit fear of fatness throughout their illness,
instead, reported physical problems as opposed to weight and shape concerns. A similar
result was found in a sample of Singaporean schoolgirls: 60% of the sample reported no
conscious fear of becoming fat (Tian, 1994), a term classified by Lee (1993) as “non-fat-
phobic”. These studies suggest that the diagnostic criteria for AN is not best matched to the
experiences of all ethnicities, where in this instance, these participants would not meet
clinical criteria despite distress. Perhaps, manifestation through physical symptoms is
culturally normative and requires greater understanding. Steiger (1995) argues that an over
reliance on weight preoccupation risks being ethnocentric and misses the universal power of
food refusal as an attempt to free oneself from the control of others. In line with a situated
feminist understanding of distress, changed eating patterns more often begin as solutions to
problems, than problems themselves (Thompson, 1994). This notion has been documented
across several non-western populations (Davis & Yager, 1992; Pike & Borovoy, 2004; Tian,
1994). These studies point to another limitation of the diagnostic perspective, which may
miss or overlook diverse manifestations of distress.

Thinness itself may not be a central objective for those struggling with eating-related
distress, but instead, be better represented by a fear of loss of control, understood within a
transcultural context (Katzman & Lee, 1997). To focus on contextual variables that may lead
to clinical interventions, Katzman and Lee (1997) suggested organising eating disorders as a
problem of disconnection, transition, and oppression, as opposed to being tied simplistically
to dieting and weight. The importance of parental and peer influences, particularly in relation

to autonomy conflicts, control, and identity stressors, has been increasingly more central to
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this understanding (Pike & Dunne, 2015). Pike and Borovoy (2004) found that Japanese
women subjectively experienced thinness as an attempt to resist the demands associated with
mature adult relationships, for example, master narratives for female roles such as
motherhood. It has been thought that restriction is a way of articulating female autonomy, to
reclaim personal agency and resolve ambivalent demands, particularly among South Asian
women where autonomy is devalued (Littlewood, 1995). How resistance plays out in a
person’s story appears to be important within a transcultural context, where women may find
voice and agency through such behaviours. Anorexia, for example, has been positioned by
feminists as a form of resistance to the oppression women face based on gendered power
differentials (Katzman & Lee., 1997). Faced by contradictory cultural pressures, starvation
can be interpreted as an attempt to reject gendered femininity and the expectations that come
with womanhood (Orbach, 2018).

The critical feminist literature offers rich understandings of eating distress situated
within socio-political, cultural, and historical contexts; especially in regard to dominant
discourses and power distributions as they relate to gender and oppression (Bordo,1993).
Feminist approaches are grounded in intersectionality, attending to the structural and
systemic factors that contribute to oppression and impact experiences around food, exercise
practices and embodied distress (Crenshaw, 1989). Intersectionality highlights various social
forces that blend to create unique experiences, acknowledging conditions of privilege and
marginalisation within the nuances of human experience (Crenshaw, 1989). From a feminist
perspective, oppression results from social categories which involve discrimination,
exploitation, and domination of one group over another, where power can be understood
between individuals and the social worlds inhabited (Allen, 2005).

Eating behaviours clearly hold different purposes for different people. This is clearly

articulated by Lavis (2016), who states “although self-starvation may be clinically framed as
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an expression of a lack of self-care, it [... is] a modality of self-care that is simultaneously a
response and precarious solution to pain” (p. 68). This way of conceptualising eating-distress
has been identified in early work by Thompson (1994) where “eating-disorders” are
suggested to begin as a survival strategy for coping with several injustices such as
discrimination across race, class, age, religion, and ethnicity, as well as individual pain and
trauma. Most people agreed that food served a purpose as a buffer to pain felt from racial
trauma and injustice related to sexism and classism (Thompson, 1994). Eating was also
described as a way of taking care of oneself in the process of coping with trauma. For some
people, sexual abuse has been found to be implicated in the etiology of eating disorders
across recent studies (Li et al., 2018; Quilliot et al., 2019). Understanding multilayered
contexts is important. Overall, understanding eating problems as a survival strategy shifts the
focus and power from an understanding rooted within gendered femininity based upon
appearance, to a deeper understanding of the complex intersect between trauma and eating-
related distress (Brewerton, 2019; Gur & Keren, 2018).

Heterosexist assumptions have guided research, often excluding the experiences from
LGBTQIA+ perspectives. While early research presented lesbian women as “protected”
against dominant beauty ideals and eating-related distress (Myers et al., 1999), more recent
research suggests that lesbians and heterosexual women are equally likely to experience
eating distress (Feldman & Meyer, 2007). Queer woman may internalise both
heteronormative beauty standards and that of the dominant ideals of queer women (e.g. the
“butch lesbian”), feeling the tension to conform to both ideals (MacDonald, 2011). What is
unclear is how these culturally dominant, heteronormative ideas around femininity impact a
person’s ability to construct a sense of self in their body at the intersect of sexuality and
gender (Jones & Malson, 2013). By understanding how body image ideals interlink with

identities may contribute to eating-related distress and, in turn, recoveries. However, an over-
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emphasis on body image dissonance may not fully reflect the intricacies and complexities of
identifying as a sexual minority within a heterosexual context.

Jones and Malson (2013), in their critical feminist exploration of lesbian perspectives
on eating disorders, suggest that the process of recognising one’s sexuality and “coming out”
to others is implicated in the process of distress. Some participants explained their eating
disorder as a response to the confusion they felt making sense of their sexuality while others
constructed their distress as a response to the stress and uncertainty of not fulfilling
heteronormative expectations. Eating distress was framed as a way of escaping
heterosexuality, defying traditional heteronormative definitions of femininity (Malson, 1998).
Sexual orientation was also positively linked to facilitating eating disorder recovery, where
the social and romantic sexual connectedness facilitated by “coming out” was integral to
some participants recoveries through a clear sense of identity formation. Sexuality is more
nuanced than binary categories may suggest, both implicating distress and facilitating
recovery, unique to the individual and the person’s contexts.

Overall, eating-related distress among people within the LGBTQIA+ community
remains under researched and poorly understood. There has been a tendency across the
literature to group participant experiences under labels such as “lesbians” or “homosexual
women”, categorising and essentially homogenising what is an individual, heterogenous
experience (MacDonald, 2011). Further research is needed to explore LGBTQIA+
experiences and perspectives. Not only is there a need for research that includes greater
diversity across sexual orientation, research that explores the ways in which sexuality impacts
embodiment and gender role expectations is critical to advancing understandings in this area
(Striegel-Moore, 1996; Thompson, 1996). The research to date suggests that it may be
important to explore how internalised heterosexism may impact a queer person’s experience

of their bodies and the expression of eating-related distress. This deeper exploration
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acknowledges sexuality in its complexity and may have a richer understanding of eating-
related distress, rather than simply viewing it as a categorical variable (MacDonald, 2011).

Perhaps, there is merit in blending perspectives (Cuthill, 1991). A clinical framework
is essentially a construction of reality for what it means to live with the range of eating-
distress defined by the DSM. A construction of eating-distress described in this study situates
the reality of living with a challenging relationship with food, eating, shape/weight within an
individual’s broader contexts. The clinical framework is therefore one construction of a range
of ways of understanding what it means to experience eating-related distress. Constructivism
specifically discourages foreclosing constructs where this research is led by the meaning-
making described by each participant. In alignment with a social constructivist orientation,
this study specifically grounds personal understandings and constructions of distress, where
reality is subjectively experienced and described based on personal, social, and cultural
meanings that influence understandings (Neimeyer & Raskin, 2000).

A recent Australian study aimed to examine the effectiveness of integrating a feminist
and clinical perspective through an individually administered blended intervention (Tone et
al., 2022). Results suggested this approach to be effective, with participants reporting
reductions in eating disorder symptoms, stress, and improvements to recovery as measured
by the Recovery Assessment Scale (RAS-DS). The Connecting and Belonging subscale of
the RAS-DS extends beyond symptoms; to patient experiences that explored interpersonal
relationships, social functioning, and societal participation. What this study suggests is that
there is preliminary support for integrating feminist-informed perspectives with
individualised clinical interventions, within a community-based setting. In alignment with the
findings above, I foreground multiple perspectives to better understand how people make
meaning within contexts. Ultimately, | am most interested in subjective meaning making. It is

against these backdrops that I suggest a transcultural, feminist interpretation of eating-related
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distress is essential to illuminate the broader contexts and varied meanings, attending to these
sociocultural challenges and complexities.

The cultural politics surrounding body image and eating has persisted since the 90°’s,
as suggested by Gremillion (1992), where the range of sociocultural influences that are
disempowering to people must be explored to better understand eating-related distress.
Despite this understanding emerging in the early literature, feminist theories on eating
distress is still yet to be taken up fully among dominant frameworks to date (Ferreday, 2012;
Holmes et al., 2017; Malson, 1998; Orbach, 1985). This may be due to the emphasis placed
on evidence-based practices and a current lack of empirical validation for the value of
feminist frameworks within treatment contexts (Heruc et al., 2020; Srebnik & Saltzberg,
1994). However, understanding eating-related distress through a multidimensional lens
influenced by biological, psychological, social, and cultural factors, is key to a feminist
approach. Eating distress cannot be simply viewed as just eating disturbances and body
image problems, but instead must be seen as complex responses to environmental,
sociocultural, and political stressors (Katzman & Lee, 1997). | believe by establishing links
between eating distress and the range of oppressions and power imbalances that a person
faces may invite a more nuanced way to think about precipitating factors within a clinical
framework.

Contextualising COVID-19. The rationale for qualitative research exploring distress
within sociocultural, political, and economic contexts is even more important within this
space and time, given the recent pandemic and its global effects on mental health and well-
being (Brown et al., 2020). The COVID-19 pandemic has created a global context that has
increased the risk of eating-related distress, increased barriers to accessing support, and
decreased protective factors such as interpersonal support (Rodgers et al., 2020). Some of the

ways in which eating distress and recoveries may be challenged within this context include
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restricted access to in-person care through the pivot towards telehealth, social and functional
restriction (eating in a household among others), and exposure to social media messaging
around weight gain and exercise prescriptions during lockdown (Brown et al., 2020; Devoe et
al., 2023; Rodgers et al., 2020). Furthermore, the stress-triggering effects of the daily news
reports, food safety and insecurity, “how to curb emotional eating” advertisements, or the
surge in at-home workout challenges, may all inadvertently reinforce eating distress-related
cognitions and behaviours (Weissman et al., 2020). These have several implications. The
assumption that emotional eating is unwanted and needs to be eliminated positions
“emotional eating” as somewhat pathological. It has also been suggested caregiver burden
may also increase (Weissman et al., 2020). Collectively, it is important to consider whether
these barriers to care and the discourses around eating/weight gain and exercise may not only
impose setbacks or constrain the possibilities of recovery for individuals struggling with
eating related distress, but also limit a person’s ability to feel safe in their own body during
this time.

Although long-term impacts of COVID-19 are not fully known at this stage, what is
known is the growing impact of eating related distress, both within the general population
and among those with pre-existing eating related challenges (Brown et al., 2020). Phillipou
and colleagues (2020) aimed to identify changes of eating and exercise behaviours among
those with a history of eating distress, and those within the general Australian population.
They found that majority of those with a history of eating-related distress reported increased
restriction (64.5%), binge eating (35%), purging (19%), and exercise (50%) during the
pandemic. Within the general population, an increase in binge eating behaviours (34.6%)
were noted. These findings suggest that even in the early stages of the pandemic, those with
pre-existing eating distress were reporting changes, possibly reflecting an exacerbation or

relapse of symptoms. Within a New Zealand context, the Waikato District Health Board
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reported a surge in referrals and acuity of children with eating disorders, causing a strain on
outpatient services and their capacity to provide timely care (Hansen et al., 2021). Reports of
delays in treatment were cited both locally and internationally (Wong et al., 2023). Exploring
the impacts of COVID-19 involves a recognition of its impact on daily living. Simple, yet
drastic changes, may make navigating a new routine around working, eating, exercising, and
socialising, a challenge. As such, my research gives space to exploring the stories of distress
and recovery amongst COVID-19 with a particular focus on the micro-level daily practices
that are most important to the individual. A situated understanding, rooted within a person’s
contexts, is critical. A contextual understanding gives greater agency to the individual who is
able to narrate their own experiences (De la Rie et al., 2006), and allows for a richer

understanding that is responsive to the nuances.

Understanding Recovery

It is important to reiterate that different stakeholders represent various interests,
positions and perspectives on the possibility, utility, and practical use of a consensus
definition of eating disorder recovery (Noordenbos, 2011; Noordenbos & Seubring, 2006).
When framing recovery for the purpose of this study, it was important for me to ask myself:
who defines recovery? What is it like for those experiencing distress first-hand? Are these
perspectives and understandings included in research and service provision, and, furthermore,
are these perspectives taught and reflected upon clinicians and health professionals alike?
How does someone know if they are practicing recovery, and is recovery a state or place to
be reached, a process, a blend of both, or something different altogether? If there are varying
agreements on the definition of recovery, how do people with lived experiences of distress
navigate and orientate towards this concept? These are some of the questions that guide the

discussion and critique below.
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Critiquing Clinical Definitions of Recovery

Academic and clinical definitions of recovery are often rooted within the dominant
biomedical model in which the definition of recovery is largely interlinked within a
diagnostic view of distress. Within this, outcome and recovery are often conflated (Berkman
et al., 2007; Murray et al., 2018). The definition of recovery traditionally used in mental
health services outlines sustained remission and long-term reduction or absence of
symptomology accompanied by functional improvement to pre-morbid levels of functioning
(Slade et al., 2008). This definition locates the concept of recovery within the clinical model.
Despite its understanding as the “end point” of treatment or the desired “outcome” of
combatting a challenging relationship with food and eating, the term “recovery” continues to
be poorly defined across the literature (Bachner-Melman et al., 2018; Bardone-Cone et al.,
2010).

One clinical definition of eating disorder recovery includes a healthy weight
standardised by a body mass index (BMI) greater than 18.5, absence of eating disorder
behaviours in the past three months, and clinical criteria for an eating disorder to have not
been met across the past three months (Bardone-Cone et al., 2010). The latter criterion is
typically assessed with the Eating Disorder Examination-Questionnaire (EDE-Q); Fairburn &
Beglin, 2008), foregrounding a quantitative lens to recovery comparative to age-matched
community norms. It must be noted that the EDE-Q is based on “presumed cisgender men
and women and have not intentionally included transgender people” (Nagata et al., 2020,
p.1). Therefore, heteronormative constructions around distress inhibit the recognition of
eating-related distress among individuals identifying as LGBTQIA+ (Bankoff & Pantalone,
2014; Jones & Malson, 2013; MacDonald, 2011).

From a social constructivist and post-structuralist perspective, the language used to

define recovery from a clinical perspective (which requires an absence of eating disorder
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behaviour and normative levels of eating disorder psychopathology over a set period) must be
critiqued. In alignment with a post structuralist view, meanings carried by language are never
fixed, open to question, and constructed between people. The definition by Bardone-Cone
and colleagues (2010) raises a number of questions, including what is a “normative” level of
eating, can this be clearly defined, is there much purpose and need for its normative versus
pathological distinction and who requires this definition? Similarly, a specified body mass
index cut-off may overlook those with typically, lower BMIs that may be normative to their
culture and eating contexts (Gramaglia et al., 2018; Zhang et al., 2018). Within a social
context of fatphobia, it may also set too low of a cut-off for those in larger bodies (Harrop et
al., 2021), normative to their cultural and familial context. The term “pre-morbid
functioning” and a desire to reach a state of “normal functioning” implies movement towards
a category deemed homogenous across individuals, when in fact, “normal” is not a real
category but instead a socially constructed experience dependent on individual personal
factors (Howell & VVoronka, 2012). This may also enforce a problematic assumption that pre-
morbid functioning is the only state in which an individual may be considered recovered,
minimising the experiences of people who may be recovered or recovering despite symptoms
and a level of distress (De Vos et al., 2018; Pettersen & Rosenvinge, 2002; Slof-Op't Landt et
al., 2019). Research has supported this perspective; for example, Slof’Op’t Landt et al.
(2019) found that 54% of those with lived experiences self-reported indicators of recovery
yet did not meet clinical recovery criteria. Translating this, for those who believe they have
recovered or are recovering may feel a sense of hopelessness, met within a system that deems
them to be not recovered by clinical definition.

The diagnostic classification system strongly informs the current approach to
treatment, invariably informing a clinical lens through which recovery is understood.

Through this perspective, recovery is classified in a binary way where symptom remission
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determines recovered/unrecovered status. Remission from an eating disorder is based on
symptom reduction to normative levels guided by measures, such as the EDE-Q. The term
“remission from” implies a process that has been worked through where distress is referred to
in past tense, implying recovery as the outcome of treatment. While treatment targets differ
based on diagnostic classification, most, if not all treatment programmes tend to have
nutrition and/or weight restoration as a primary goal. Within this view, recovery is assumed
to be only achieved if weight restoration and the resumption of “normal” eating patterns
resume (Bardone-Cone et al., 2010; Rance et al., 2014), in the instances of AN. Similarly,
Family Based Treatment models position physical recovery as the primary target in
treatment, before psychological needs can be addressed (Chen et al., 2016). These treatment
targets and clinical outcome measures reiterate a singular lens in which recovery is
understood and approached. Here, physical recovery is viewed as the single most important
element to reaching remission, which arguably, may not be as simplistic as suggested.

While quantifying symptoms poses merit for standardisation and provides the ability
to track progress across time, this approach limits an understanding of recovery to the
outcomes a person can achieve. Outcomes are interpreted based on scores which determine
symptom severity and remission. While weight metrics supposedly signal weight recovery,
number of days in hospital may signal stage of recovery, yet these metrics only illustrate one
way to measure recovery. This approach overlooks daily achievements that that do not fit
within such metrics, limiting nuanced understandings and meanings of recovery across
diverse people and experiences. Service-user and lived-experience perspectives may extend
beyond clinical recovery into meaning making articulated in a person’s own words beyond
scores and categories. Thus, bringing broader subjective viewpoints into discussion may also

better align with a constructivist approach.
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Turning to the eating disorder service-user literature, people highlight various
perspectives and positions on the usefulness of a clinical approach to recovery. Many report
that “medical interventions” were unhelpful, where an exclusive weight focus was
experienced negatively. These service users identified a need to address wider issues than
food and weight with a greater focus towards coping skills (Bell, 2003). However, some
service users described experiencing value in recovery goals set within a clinical framework.
A recent qualitative study exploring service user and therapist views on recovery criteria by
(McDonald et al., 2021) demonstrated mixed perspectives. Most people agreed that recovery
IS a journey, not an end state that can be reached within a fixed timeframe or BMI metric.
Whereas some felt a multidimensional approach within a clinical framework where criteria
that standardised ratings reflective of recovery, relapse, and remission was useful. These
findings point to the importance of understanding meaning where everyone’s experience of
clinical recovery is nuanced. It is about which perspective works best for each individual
which can only be determined by the person’s first-hand experiences.

The linguistic implications of the term “recovery” also warrants discussion. A key
critique of the clinical definition of recovery from mental distress more broadly is that it
suggests a homogenous understanding of recovery, covering a “one size fits all” approach to
what is experienced as a heterogenous experience unique to each. For example, “in recovery”
versus “recovered” may be understood differently from a clinical standpoint; in contrast,
those with lived experiences of distress may prefer other notions such as “path to healing” or
“survivorship”, in recognition of such a feat (Bassman, 2001; Costa et al., 2012).
Consideration must also be given to the possibility of a mismatch in translation of the word
“recovery” cross-linguistically. For example, in a German interview by Slade et al. (2008)
translated to English, the word “empowerment” was a direct translation to the word

“recovery” in German (“Genesung ). By direct translation to the English language,
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Genesung refers to convalescence, which does not completely translate to the recovery
meaning endorsed by the English language. Thus, the possibility of a mismatch in translation
from English to diverse languages must also be considered (Slade et al., 2008). It may be
possible that for some cultures, the term recovery is not well representing, encapsulating, or
matched to the lived experiences.

Viewing recovery as a dichotomous state (recovered or not recovered) and defined by
narrow clinical parameters may translate a sense of hopelessness for people who present with
varying complexity, diverse experiences, and versions of recovery. These considerations and
critiques pose the question: where do people stand in recovery if they do not fit within
diagnostic recovery criteria, ascertained based on subjective clinical interpretation of impact
on functioning. What does this tell people who strive to be well, what does this tell us about
how we treat eating-related distress, and finally, what does this tell us about the elusive

concept of “recovery” in itself?

Implementation of the Personal Recovery Model in a New Zealand Context

Following the recovery movement there was an emphasis on transforming the mental
health system in line with a broad recovery-orientated approach to mental distress. Some
notable countries demonstrating this change include the USA, UK, Canada, Australia and
New Zealand (Ahmed et al., 2012). New Zealand’s early initiative in understanding the role
of social processes associated with recovery in official policy was an important contrast to
other countries whose policies still reflected recovery as an individual process (O'Hagan et
al., 2012). The recommendations made to increase connectedness with cultural groups such
as Maori and Pasifika, ensure service availability to minority groups, and accommodate the
views of service users on coping with mental illness, were some examples of this (O’Hagan,

2004). Since the Blueprint for Mental Health Services in New Zealand (Commission, 1998),
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subsequent policy and framework have reflected a personal recovery orientation (O’Hagan,
2004). Similarly, in 2001, the Mental Health Commission published its Recovery
Competencies for New Zealand Mental Health Workers to aid in educating service providers
under this framework (O’Hagan, 2001).

A key practical implication of the recovery model on mental health service provision
has been the proliferation of peer-led interventions and service user consultation, most
common within the broader mental health space (Ahmed et al., 2015; Scott et al., 2011). At
its very core, peer led interventions are grounded in the privileging of the “lived” experience,
the notion that underpins the recovery movement. Peer support has a long history, where
individuals share experiences of mental distress with others in similar situations (Mead &
MacNeil, 2006). A collaborative relationship built on understanding, validation, and empathy
may offer avenues of hope for recovery, beyond messages and possibilities and/or
impossibilities around recovery provided by professionals within the clinical realm
(Kirkegaard, 2022). Although lived experience roles have been identified as crucial within
mental health services, to date, these are often not fully accepted or perceived credible by the
wider mental health workforce (Davidson, 2015, Silver & Nemac, 2016).

Despite these policies and the intention of integration, the implementation of
recovery-oriented practice is still largely absent from clinical practice. He Ara Oranga:
Report of the Government Enquiry Into Mental Health and Addiction heard substantial
evidence that people and whanau/family want and need their voices to be heard, with a
commitment to putting lived experiences and consumers at the centre of the system
(Patterson et al., 2018). Strengthening the participation of service users and developing more
peer-led interventions were identified as priorities in two recent influential policy guideline
documents (Ministry of Health, 2012, 2017). The government inquiry is gradually actioning

the recommendations from He Ara Oranga (2018) through Kia Manawanui Aotearoa,
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outlining long-term pathways for change. Recent investment has focused on delivering
expanded services by increasing access and choice, increasing support for young people, and
the launch of extended Maori mental health and addiction services (Ministry of Health,
March 2021, Mental Health and Well-Being Quarter Three Update).

It must be noted, peer-led intervention particularly lags within the eating-disorder
space and the facilitation of a national, co-designed service transformation with lived
experiences front and centre is yet to be delivered. While it may be acknowledged in some
service delivery guidelines, it is still yet to be fully practiced (Musolino et al., 2016). Peer
support has been trialed among young people specifically, through school-based or online
group formats (Ali et al., 2015; McVey et al., 2003). While this is a start, there is a significant
gap in peer support access and acceptability among adults eating-related distress, despite
extensive adult peer support within the addictions space. This perpetuates the marginalisation
faced and supports the stereotype of eating distress as a young person’s problem. As a result,

adults (and older adults) are left invisible and isolated from age-matched support.

Conceptual Models of Personal Recovery

Several conceptual models have been proposed that offer an understanding of
recovery from the perspectives of lived experience. Each model extends beyond the views of
clinical recovery in alignment with a personal recovery orientation, where there is a focus on
processes of change, rather than defined outcomes. To a large extent, the concept of recovery
has been developed out of personal accounts of experiences of general mental health,
nonspecific to eating-related distress however (Andresen et al., 2003; Lapsley et al., 2002;
Leamy et al., 2011; Mead & Copeland, 2000; Spector-Mersel & Knaifel, 2018). While there
is benefit in exploring its more general application to mental distress, none of these models to

my knowledge have been applied or inform eating-related distress. Key models include
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CHIME (Leamy et al., 2011), RECOVER,; strategies participants found helpful in recovery,
and HEART; fundamental processes of change (Lapsley et al., 2002). Core themes of
recovery generated from the perspectives of lived experience include hope, autonomy,
meaning making, advocacy, peer support, connectedness, identity, and empowerment, to
name a few (Andresen et al., 2011; Lapsley et al., 2002; Leamy et al., 2011; Mead &
Copeland, 2000). These concepts have been supported by several qualitative studies and
include: transitioning from a passive to active sense of self; shifting towards hope from
hopelessness and despair; moving from feelings of alienation to discovery; and finally, a
sense of connectedness from disconnectedness (Andresen et al., 2011; Glover, 2012; Mead &
Copeland, 2000). Where earlier discussions point towards the importance of peer support,
these models may deepen such understandings of recovery. Exploring these conceptual
models is of value to this research to understand the factors cited as most helpful from a lived
experience perspective.

Leamy and colleagues (2011) synthesised common themes of recovery into a
conceptual framework given the acronym CHIME. Five core recovery processes were
identified. Social connectedness centres around relationships, being part of a community and
support from others. Hope and optimism about the future believes in the possibility of
recovery and future-based aspirations. Identity includes overcoming stigma and rebuilding
identity. Meaning in life is described through finding meaning in goals, social roles,
experiences of distress, and spirituality. Finally, empowerment is described as having control
over life and personal responsibility for one’s wellbeing (Leamy et al., 2011). Several
“characteristics” of recovery include recovery as an active, unique process, often non-linear
and best described as a gradual journey. Recovery can also be viewed as stages; a process

people work through and move between in a non-linear orientation. These ideas largely sit in
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opposition to the tenets of a clinical framework, where recovery is positioned as an end state
or outcome, a destination to be reached.

Service-users identified three additional themes extending beyond CHIME, broadly
validating the framework (Bird et al., 2014). These include the need for practical support to
improve material circumstances, issues around misdiagnosis impeding recovery, and the need
to take better control over self-management of medication. These additional themes reflect
the importance of grounding recovery beyond an individualistic model. Such factors may
improve, impact, or impede the process, unique to the individual’s context and
circumstances. These suggestions reflect the need to take a greater holistic approach, shifting
focus to the wider contexts and circumstances inclusive of interpersonal, societal,
community, political, and economic perspectives.

There has been very limited research into personal recovery in a New Zealand context
specifically. One notable exception to this is a narrative analysis by Lapsley and colleagues
(2002) who identified stages of recovery through interviews with forty Maori and non-Maori
adults, who considered themselves recovered from mental ill-health. A point of difference
from the other studies that focus on process are the three main stages of recovery identified.
First, a glimpse of recovery was described as a few positive changes laying the foundation for
the second stage, the turning point. During this stage, participants took charge and used help,
practiced strategies, and began to undertake significant change, before moving into the final
stage labelled the road to recovery. A staged approach to recovery resembles some
similarities with the clinical model, with the idea that recovery follows a stepwise process,
for example, weight restoration before psychological recovery. I draw similarities between
these findings and a clinical framework known as the Transtheoretical Stages of Change
Model (TTM; Prochaska & DiClemente., 1983), to show how integration could occur. TTM

posits that individuals move through six stages of change, where “contemplation” and/or
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“preparation” may loosely map onto a glimpse of recovery, “action” being like that of the
turning point, and “maintenance” reflecting the road ahead. Lapsley and colleagues (2002)
extended their findings through two further frameworks: RECOVER and HEART. RECOVER
described strategies participants found helpful such as research and reading, changing
circumstances, practicing virtues, and repeating strategies that work. HEART described
fundamental processes of change such as hope, esteem, agency, relationships, and transitions
in identity. The findings of this study, particularly RECOVER and HEART largely fit with the
studies included in the Leamy et al. (2011) review.

Going beyond the individual concepts that define personal recovery, Jacobsen and
Greenley (2001) link these concepts with the specific strategies that can be used to facilitate
recovery, by recognising the role for both external and internal conditions. Internal conditions
refer to the attitudes, experiences, and processes of change of individuals who are recovering.
External conditions describe the circumstances, events, policies, and practices that are
conducive to recovery, e.g., human rights, a positive culture of healing, and recovery-oriented
services. The reciprocal relationship of both conditions is an important element of this model,
where recovery itself can be a factor for further transformation within both internal and
external conditions. For example, reducing social stigma (external condition) may help
reduce the internalised stigma that restricts a person’s ability to define their identity
(Jacobson & Greenley, 2001). The explicit reference to the influence of environmental
factors is specifically relevant to this project which aims to go beyond the internal processes
and concepts of change; interlinking internal and external factors through an exploration of
recovery situated within and across sociocultural, sociopolitical, and interpersonal contexts.

A recent and notable model that also offers a contextualised person-centred view on
eating disorder recovery, is a model recently proposed by Kenny and Lewis (2023). Two

foundational tenets of recovery are highlighted: recovery is non-linear and ongoing and there
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IS no one way to do recovery. This model positions recovery outcomes at the centre of the
framework, including clinical criteria such as physical stability, relationship with food, body,
exercise, and psychosocial functioning. Extending beyond this, personal recovery markers are
included such as quality of life and identity, categorised in the shape of a star to reflect the
constellation of changes across recovery. This recovery star is situated within an appreciation
for the external and proximal factors that undoubtedly influence recovery to varying degrees
for different people. External and proximal factors speak to the contextual nature of recovery
pointing to circumstances and personal factors both within and outside a person’s control,
such as poor medication adherence, time off sick from work, losing a loved one and COVID-
19. System level factors differ through the oppression of one or more groups of people, while
other groups experience privilege. On a societal level there are disparities across diagnosis
and treatment, influenced by fatphobia, racism, white supremacy, even cis-normativity and
the marginalisation of neurodiversity. Kenny and Lewis (2023) suggest that by framing one’s
recovery through such a model, this allows a truly contextualised view on recovery. Being
led by the individual and their perspective on recovery (beginning with asking them how they
orient and language it), is one way to mitigate systemic tensions on whose stories are
included. This view allows for a blended contextualised approach to providing clinical
support that also prioritises individual meaning making.

These conceptual models bridge the gap between clinical recovery and personal
recovery research and offer important insights into factors of recovery from the perspectives
of lived experiences. There is no single measure, definition, or indication of recovery, but
instead, many factors and processes of change identified that allow for a more holistic
understanding of recovery. Recovery may be a combination of internal conditions, such as
identity and hope, while for others, recovery may be deeply influenced by external conditions

such as stigma. Recovery may even be understood as a space or place that may never be fully
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reached, nor one that may be desired for some. The purpose of personal recovery research is
not to demonstrate what recovery is, or isn’t, but instead to highlight the array of perspectives
that extend beyond clinical parameters. Without this, the absence of such voices inherently
prizes professional knowledge and clinical experiences over the knowledge of the lived
experience. While the over-arching models of personal recovery offer broad themes and
insights, they stop short of a deeper exploration of lived recoveries. This requires extending
beyond the concepts of hope and autonomy, into the daily practices of recovery situated

within time, space, and contexts.

Contextualising Personal Recovery and Eating-Related Distress

Recovery within this time and sociocultural context poses many challenges and
unique complexities. Although several studies have explored the personal recovery model in
application to mental distress, there is less of a personal recovery orientation within the eating
disorder field. A few studies have, however, generated over-arching themes specific to eating
disorder recovery. Factors such as the importance of meaningful or supportive relationships,
a positive therapeutic relationship (Darcy et al., 2010; Malson et al., 2011; Rorty et al., 1993),
hope for recovery, autonomy, and empowerment (Hay & Cho, 2013; Lindgren et al., 2015;
Mead & Copeland, 2000), were commonly echoed. More specifically, people in these studies
view recovery as a desire for a better life that involves eating comfortably, breaking free from
food dominance (Darcy et al., 2010; Pettersen & Rosenvinge, 2002; Rorty et al., 1993), and a
search for self-identity, life purpose and maturation (Patching & Lawler, 2009; Pettersen et
al., 2013; Weaver et al., 2005).

A common theme that emerges from these accounts is that recovery extends beyond
illness markers and focusses on life “in” recovery, amidst symptoms. These qualitative

studies identify themes of recovery that align with the personal recovery model and offer an
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alternative conceptualisation to symptom remission and weight restoration. Collectively, it is
from these experiences that we can begin to see that people with lived experiences may have
different perspectives to mainstream views on recovery. Thus, their recovery needs and
wishes may also not be best matched within services that operate within a clinical recovery
framework (Noordenbos, 2011). A perspective that repositions recovery as deeply entwined
within social inequities and possibilities allows us to understand recovery as both a personal,
social, and cultural experience (Morrow & Weisser, 2012). It is through this perspective that |
believe personal recovery stories can really illuminate understandings on the contextual
influences of this time and place.

Dawson et al. (2014) examined the process of recovery from the perspectives of eight
women who had recovered from chronic anorexia nervosa. While the diagnostic model may
refer to such cases of AN as “severe and enduring” or “chronic”, it is important to note that
the literature is not always sensitive to how people with AN define their own distress, nor the
impact such labels may have on the lives of those living with AN (Waller, 2012). This study
was one of the first to explore the recovery model among those with AN, helping to pave the
way for more recent research among those whose recoveries are often deemed “impossible”
by clinical definition (Conti et al., 2016; Hay & Cho, 2013; Stockford et al., 2018).
Participants spoke to the slow and complex process of recovery, suggesting both internal
factors and external critical to the recovery process. With an acknowledgment of the
complexity of recovering from chronic AN, there was equal acknowledgement of the
possibility of doing so — an opposing view where recovery is possible (Dawson et al., 2014).

While this study highlighted some important alignments with the personal recovery
model, this study, and several other qualitative studies exploring personal recovery within
this space are characterised by several assumptions and limitations that require critique and

consideration. A vast amount of research explores recovery perspectives amongst those
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recovering from AN exclusively (e.g., Conti, 2018; Dawson, Rhodes, & Touyz, 2014; Hay &
Cho, 2013; Hay, Touyz, & Sud, 2012; Jenkins & Ogden, 2012; Lavis, 2016; Rance, Moller,
& Clarke, 2017), most often those deemed severe and enduring (e.g. (Calugi et al., 2017).
The predominance of AN literature also signals an implicit hierarchy placing AN above other
forms of eating distress (Ison & Kent, 2010). While Dawson et al. (2014) aimed to be led by
lived experience perspectives, participants had to meet clinical criteria (weight metrics) that
quantified recovery, limiting the results to a specific weight restored population. From here, |
believe there is need for the personal recovery model to be applied across wider eating-
related distress, particularly, beyond AN diagnostic and treatment-based experiences with a
focus towards self-defined distress situated within a person’s contexts.

Musolino et al. (2016) addresses the limitations around the sociocultural context in
Dawson et al’s (2014) work, by eliciting an understanding for the gendered and cultural
contexts in which the women described their distress. The women in this study linked both
the development and maintenance of their distress to the social context in which thinness and
dieting is considered normal, and the idea that eating distress afforded them safety, pleasure,
and protection from the trauma that had turned them to disordered eating in the first place.
Recovery was understood to serve a purpose of care. Malson and colleagues (2011) noted the
culturally constituted tension between clinical treatment goals and culturally normative ideas
of thinness, in that a significant barrier to recovery lies within the context in which “healthy”
and “normal” offer contradictory messages. Several women echoed the contradictions
between “healthy” and “normal”, where recovery is understood as a process to reach a state
of health, defeating when sociocultural discourses surrounding thinness and dieting are
considered the norm (Musolino et al., 2016). As a result, distress may be easily hidden within
culturally normative ideas around food and bodies, where dieting and fat-phobic discourse is

present across daily life. If recovery is positioned in a way that is contradictory to normative
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societal practices surrounding “health”, recovery is essentially a request for people to “not
only give up their protective and productive aspects of anorexia nervosa, but also to step
outside of culture” (Musolino et al., 2020, p.8). This statement highlights the impossibilities
that exist within society alone. When deeply embedded within a society coloured by fat-
phobia and diet-culture, is the process of recovery a decision to live radically rejecting such
discourses, or a journey learnt to live alongside? Perhaps it is neither ends of the spectrum,
but instead an ever-changing process that requires on-going re-appraisal of self and body
against and within these changing ideologies.

When re-appraising body image, feminist scholars have argued towards resistance of
societal ideals and internalised messages, and towards self-care, joyful movement, and body
functionality (Piran & Teall, 2012). Cultivating body functionality has been framed as a way
to proactively resist individual and societal body surveillance (McKinley & Hyde, 1996). The
literature offers insight into how functionality appreciation is a way to re-appraise body
towards a more positive body image (Alleva et al., 2014; Alleva & Tylka, 2021). Body
functionality is described as the physical capacities, internal processes, bodily sensations, and
self-care processes; recognising and appreciating the various functions that the body provides
(Alleva & Tylka et al., 2021). Limitations exist even within this construct. Fat phobia
circulates across some research that assumes inactivity and lower body functionality among
larger bodies (Alleva & Tylka, 2021). Physical capacities have also been limited to able-
bodied individuals across some research, despite people with illness, injury, pain, and
disability still able to hold gratitude for the health and function of their body. Expanding
upon early feminist scholars who have long critiqued eating disorder research for a lack of
contextual understanding (Burns, 2004; Malson, 1998), my research placed a particular focus

on meaning making elicited through story, deeply situated within and across sociocultural
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and relational contexts hoping to understand the alignments, contradictions, and varying
perspectives.

A methodological limitation within eating disorder research to date is the focus on
recovery experiences based solely on treatment or clinical intervention. With some
exceptions (e.g., Musolino et al. 2016), most studies have recruited individuals who have
been engaged in clinical intervention assuming that recovery is directly achieved or
attributable through treatment (Hay & Cho, 2013; Pettersen & Rosenvinge, 2002). What we
know from service user perspectives is that experiences of treatment or intervention are not
always positive, and that treatment may not always be successful, yet alone accessible for all
(Ben-Tovim et al., 2001; Escobar-Koch et al., 2010; Swain-Campbell et al., 2001). Although
some participants report intervention or treatment as crucial to their recovery experience,
others believe they would have recovered without treatment (Ben-Tovim et al., 2001; Maine,
1985). Pettersen and Rosenvinge (2002) found that treatment effects were dependent on a
positive treatment experience, based on the quality of the therapeutic relationship. A
therapeutic relationship that emphasised support, respect, empathy and understanding -
viewing the individual “behind the symptoms” was imperative. Other positive life events
unrelated to treatment were identified as important turning points to recovery, such as getting
a job or having a child. These experiences, unrelated to clinical intervention, extend a situated
understanding of recovery beyond treatment parameters. The idea of turning points supports
the findings by Lapsley et al. (2002). Perhaps it is less about the intervention and more to do
with who the service-user chooses to hear, when they seek help, and what other life
circumstances support recovery at that time.

There is a need to extend beyond understandings of clinical intervention to the
accounts of those who consider themselves recovered/ing irrespective of treatment. Musolino

et al. (2016) explored the views of those who have chosen not to seek help, or those who
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have been given a diagnosis but chose not to engage with healthcare services. The authors
refute the dominant embedded assumption that treatment will lead to recovery and recovery
is only possible with clinical intervention, instead, choosing to focus on the context in which
recovery occurred without intervention. This idea formed part of my research rationale, as |
aimed to explore a blend of treatment and non-treatment perspectives. Within this, it was
expected some people would identify their distress and recovery through experiences of
treatment and/or diagnosis; the inclusion of service user perspectives is just as important as
including perspectives beyond treatment/intervention. | was not interested in replicating
dichotomous arguments, but instead, |1 hoped to learn from a mixture of both perspectives,
allowing for an in-depth understanding and integration of the richness that exists.

Another methodological critique of qualitative recovery research relates to the
definition of recovery used. Certain parameters and assumptions of what recovery is and how
this may look is conveyed through inclusion/exclusion criteria. Studies that focus on “patient
perspectives of recovery” may still use diagnostic criteria to measure and include those
“recovered” in a specific way within their study (Nilsson & Hagglof, 2006; Shahar et al.,
2012). Other studies allow self-report, however, impose minimal lengths of recovered status,
such as five years recovered from AN (Dawson et al., 2014a) or symptom free for three years
(Lamoureux & Bottorff, 2005). This offers a paradox, limiting the stories and experiences of
those who do not neatly fit into the preconceived notions of recovery, homogenising what is
inherently a heterogenous experience. To diagnose, or to name the distress for a person is to
hold the power, which has implications on how a person may journey recovery. There is a
need for self-defined perspectives of recovery that do not impose any limitations or
exclusions such as these discussed.

A study by Patching and Lawler (2009) allowed participants to self-define status of

recovery without any specification for duration of recovered status, nor specification for
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formal intervention. This study is notable as it extends beyond the limitations discussed, and
by doing so it is positioned strongly within a personal recovery orientation. Twenty women
self-identified as ‘recovered’ from their eating disorder where the understanding of
‘recovered’ was kept unique to the interpretation given by each participant. Participants were,
however, recruited based on diagnosis (AN, BN, or combined), which limits understandings
of EDNOS and BED. The women in this study spoke about self-determination and self-help
groups as significant contributors to the recovery process. This study refutes the dominant
embedded assumption that treatment will lead to recovery and recovery is only possible with
formal intervention. Themes of control, connectedness, and conflict weaved in and out of the
experiences as the women spoke of a journey in search of self-identity, initially viewed
through their disorder. Overall, this study encompassed a more diverse sample and took a
novel life-history approach exploring the lived experiences of developing, living, and
recovering from an eating disorder as a complete experience. However, this study did not
seek to understand the issues or barriers for those who do not meet recovery by clinical or
self-definition.

The findings from Patching and Lawler (2009) suggest the need for more self-help
and peer support groups, an area particularly absent across eating disorder spaces. Hearing
others’ recovery stories has been repeatedly cited as helpful, encouraging, and important to a
person’s individual recovery journey for some people (Dawson et al., 2014a; Garrett, 1997;
Lindgren et al., 2015; Thompson, 1994; Wetzler et al., 2020). In a recent study that explored
recovery narratives as a means of improving motivation and self-efficacy, qualitative findings
showed that the recovery stories generated hope, feelings of inspiration and understanding for
those in the early stages of their own recovery journey (Dawson et al., 2018). Similarly, the
views of multiracial people within the study by Thompson (1994) all reported self-help

groups as the most common method of “healing”, where hearing others’ stories often
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encouraged the women to speak about their own. However, it is important to note that while
positive for some people, others may experience recovery stories to be unhelpful, found to be
triggering as a means of self-comparison (Dawson et al., 2018). Perhaps it is the process of
sharing one’s story, one’s narrative that may facilitate alignment with conceptual models of
recovery, such as fostering hope, autonomy, and empowerment.

A discussion on recovery would be incomplete without discussion on whether
recovery is seen as possible, or even desirable. In a study by Darcy et al. (2010), five
participants believed that recovery did not exist, speaking of illness being a state that was
easier than being in recovery. Perhaps this finding can be understood in the context where
restrictive eating practices have been found to act as a safety net in a cultural context that
prizes health, thin bodies, and control (Musolino et al., 2020). Similarly, Conti (2018) sought
to provide a context for women to speak on their own terms unconfined to a clinical
discourse; many of them found the category of recovery itself troublesome. These women
uniquely framed their experiences and histories within an “identity formation” narrative
instead (Conti, 2018). Their identity narratives may be interpreted as what Holland and Lave
(2001) have termed “history in person”, honoured by their refusal to take on the colonized
discourse of recovery, essentially, rejecting master narratives. Shohet (2007) illustrates how
some people in recovery fall back on describing themselves and their experiences through
dominant clinical articulations, constructing themselves with “struggling to recover” or “full
recovery” narratives, viewed as more credible than narratives with greater complexity and
lack of clarity. Others prefer to avoid the term ‘recovery’ altogether (Garrett, 1997). This
current project draws inspiration from both Patching and Lawler (2009) and Garrett (1997) in
its self-defined approach. In this study, self-identification was kept broad and individualised,

avoiding foreclosing a definition of recovery and eating distress (LaMarre & Rice, 2020).
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Recent research by LaMarre and Rice (2021) follows through with the notion of self-
defined eating-distress and recovery, while also mitigating some of the limitations above.
This study is another key inspiration for this current research project. The authors situate the
research with an acceptance of the complexity that comes with recovering; understanding that
recovery and eating distress can be as complicated as lives themselves and equally entangled
within social contexts where living occurs. Twenty participants identified as doing
significantly better than they have in the past during a time of acute distress around food and
body, where recovery meanings were self-defined. Participants came with unique
experiences, both within and beyond diagnostic and treatment experiences. Many chose to
refer to their eating/weight practices through the term “eating disorder”, several also
questioned the term “recovered” altogether. Each narrative was interweaved with influences
of time, relationality, and societal pressures. A core tension comprised the theme “recovery is
not all sunshine and rainbows”, resisting the idea that recovery is linear. It is neither a
popular nor perfectly curated story with a clear beginning and end, but a messy entangled
experience enmeshed in life itself. These findings inform the suggestion of attending to the
“shades of grey” to illuminate possibilities for navigating recoveries in their full complexity
(LaMarre and Rice, 2021, p.1). Practically speaking this means allowing the time, space, and
respect, for people to speak about recovery, beyond polished and proper “popular” and/or
“clinical” narratives of “full recovery”. Overall, this study reveals the great complexities of
navigating identity, purpose, and meaning within and outside of clinical constructs.

Overall, these studies collectively offer a strong foundation for the current project,
exploring recovery as self-defined, contextualised, beyond clinical perspectives, across
multiple lived realities, including embodied ways of being. What | believe is required from
here is an extension of research that critically builds on this existing literature and extends

these conversations into the spaces that have been missed.
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Personal Recovery Through Story

Story can help us understand personal recovery through a deeper understanding and
contextualisation of experiences of distress and recovery, situated within place and time.
Story can be explored through narrative inquiry; where some notable examples of a narrative
approach within this field explore illness (Leonidas & dos Santos, 2017), identity formation
(Conti, 2018; Holmes, 2017), family experiences of living with eating-related distress
(Papathomas et al., 2015), and recovery (LaMarre & Rice, 2016a; Lapsley et al., 2002). In
line with a narrative therapy approach, there is an ethic of collaboration where construction of
meaning and dominant discourses can be explored collaboratively (Epston, 2001). It is
through meaning that | believe there is power in translating lived experiences into stories that
represents lived reality. Meaning making is central within storytelling, thus, also maps well
within a social constructivist approach. It is hoped that the stories within this research may
inspire, educate, and orientate the audience to deeper meanings. To allow for this, careful
consideration is first required to explore the literature that utilises narrative methodology
within this field, to date.

Conti (2018) used a narrative methodology to explore personal recovery from AN,
paying close attention to how the women constructed their experiences, identified with
distress, and shifted their experience and identity across a ten-year longitudinal study.
Interview questions were drawn from the language of narrative therapy (White, 2011; White
et al., 1990), which provided a discursive context for narratives outside the dominant
discourse that constructs AN as an illness (Lock et al., 2004). From this study, recovery was
better represented as a socially constructed category where the women described positions as
authors to their identity narratives, rejecting the dominant clinical narrative that often left
them excluded from the concept of recovery. Women claimed their experiences as significant

in shaping their identities and in doing so they constructed counter-narratives. These women
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resisted the idea that recovery is a shift from the presence of symptoms to an absence. They
provided their own interpretations of how it will never be “gone”, but instead, is a
reconstruction of growth through connection with other identities. From this study, the
importance of constructing, and re-constructing identity throughout life stages is emphasised
as the enactment of recovery.

Similarly, in a study by Matusek and Knudson (2009), long term recovery was
portrayed by three women through personal positioning in relation to particular stories,
known as master narratives. The women spoke about recovering in ways divergent from the
master narratives of eating disorder recovery, where it is also noted that two out of the three
women did not receive treatment. All women told stories of spiritual reconnection and
purposeful engagement with communities larger than self, as pivotal to their long term,
nonlinear, recovery journey. Narrative analysis as a methodology enables a focus on how
stories are told, how experiences are lived and represented, specifically within the field of
AN where the generation of counter-narratives (recovery is spirituality) challenge that of
dominant narratives (recovery is weight restoration). Extending beyond the dominant model
of illness and clinical recovery, these analyses allow for the accounts of experiences within
one’s reality, showcasing a more holistic lived approach to recovering.

The notion of master and counter narratives has been described by Shohet (2007)
within two genres of narrative: “full” and “struggling” recovery, developed from the
perspectives of those recovered or recovering from AN. “Full” recovery is marked by a clear
beginning, turning point and end, largely aligned with the clinical model of illness and
recovery (Shohet., 2007). In contrast, those “struggling” to recover describe a more cyclical
life course, often intertwined on a social and relational level (ibid). More recently, Shohet
(2018) expanded prior full and struggling narrative genres to include a third narrative group

“eluding a diagnosis”. This third dimension adds important understanding for those
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undiagnosed individuals who self-identify as struggling with eating-related distress, in a
system that may be ambivalent or not best matched to meet their needs. This category is
particularly important within this present research project as it informed the exploration of
self-defined experiences that “clude a diagnosis”, generating important counter-narratives.
Frank’s (1995) narrative typology can be considered as a guiding theory for illness
narrative types; however, it must be noted that this theory was framed around bodily
impairment rather than mental distress. Meaning making is guided by culturally dominant
illness where Frank (1995) identified three broad narrative types that underpin personal
stories of illness: restitution, chaos, and quest. “Restitution” is described in the narrative
where an important event is overcome and the protagonist becomes the same again,
replicating a similar notion to Shohet (2007) “full recovery” along the lens of moving from
presence to absence of symptoms. “Chaos” is described when illness destroys one’s life, and
“Quest” is described as when the protagonist searches for meaning or what can be learned or
gained from the experience (Frank, 2013). Quest, perhaps, is as closest alignment to a
personal recovery orientation. At its core, storytelling is the communication of lives and
experiences, impressions and interpretations, and while not the focus of this research it is
important to consider other platforms of storytelling such as that of memoirs (McAllister et
al., 2014) and digital storytelling (LaMarre & Rice, 2016a; McDonough & Colucci, 2021). It
is hoped that through story, nuanced experiences that may be otherwise missed or untold
come forth as people speak candidly to the messy and miraculous entanglements of what it is
like to experience life amidst or beyond recovery. Meaning making is essentially the
construction of a person’s version of reality, in line with a constructivist approach that
emphasises the role of personal meanings in shaping one’s response to life events — such as

recovery.
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Daily Practices of Eating-Distress and Recovery

While there is a body of qualitative research on eating-distress, recoveries, and on
stories of recovery, there is limited research that allows people in recovery to speak candidly
about their day-to-day experiences of recovery. These day-to-day practices offer important
insight into the concept of lived recoveries, taking an experience-close approach to
understanding living well. However, research often abstracts recovery from the daily
experiences amongst eating-related distress, separating out the practices from the process
within itself. Qualitative approaches in particular, often produce data that operates at a fairly
high level, which may not always reflect activity within its contexts and/or embodied nature
of human experience, the experience-close aspects of living (Lyons & Cromby, 2010). For
example, where Moulding (2016) aimed to explore the lived dimensions of eight recovered
women’s experiences of recovery and gender relations through an in-depth interview,
analysis replicated similar higher level findings that already exist within the personal
recovery literature. Findings such as recovery as a journey, turning points to recovery, and
transforming relationships. What is missing amongst these broader recovery experiences
(master narratives) is the day-to-day nuances of what it means to be “in” or “doing” recovery
situated within and across contexts. Elements of this exist through the findings by Moulding
(2016), where most narratives captured the everyday nature of gendered and often conflicted
discourses and practices. Women’s experiences call for a need to understand recovery within
a cultural context where gendered violence, abuse, and gendered social control impacted
emotional well-being. For some women, the eating disorder involved positive aspects as it
contributed to self-development and a way to reclaim agency and control across gendered
contexts. For others, gendered narratives impacted a person’s sense of shame, guilt, and
responsibility, leading to conflicting experiences of identity and practices of control.

Extending beyond these broader themes into the entanglements of life, inclusive of the
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intricacies, and contradictions is an example where daily practices will allow for a deeper,
richer exploration.

Very few studies have explored the daily practices of recovery within the eating
disorder space, most often taking a generalised approach to personal recovery. Musolino et
al. (2016) notably explored differing perspectives of recovery through the cultural context of
care (situating recovery within a social world) - specifically, how this cultural context shapes
a person’s perspective of recovery and openness to receiving care. While a daily practice
focus was not central to this study, interviews were guided by questions that explored what
types of practices participants engaged in on a daily basis (i.e., how they engaged in
activities, how they ate) and the meanings they attributed to their daily practices (e.g. whether
they considered their activities a ‘problem’, what cultural ‘norms’ helped to support their
eating and activities). Understanding people’s experiences through a lens of care was integral
to understanding how multiple versions of this word can support therapists to broaden their
possibilities and understandings of care. It is through the exploration of daily practices that
this study adds unique insight into the nuances of eating-related distress, specifically through
practices understood to serve a purposeful form of care (Musolino et al., 2016). From this,
exploring a person’s everyday life shows to me that by doing so, key behaviours and
experience-close emotions can be highlighted through an exploration of wider contexts that
go beyond what is traditionally explored.

Outside of the eating disorder field, researchers have engaged with using descriptive
interviews that explore a “day in the life”” approach, most commonly used within addictions
research, for example, exploring Alcoholics Anonymous group practices through “one day at
atime” (Ferrazzi, 2014; Valverde & White-Mair, 1999). This type of methodology, has, to
the best of my knowledge, yet to be applied within eating disorder research specifically. Del

Rio Carral (2014) offers an innovative activity-based methodology that develops in-depth
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qualitative data from day-to-day experiences. This methodology was developed within the
field of health psychology; however, it is proposed to be adaptable to any research related to
human behaviour and social practices. This approach adds value through the way it micro-
contextualises psychological processes to their day-to-day situations and relationships,
allowing for a greater understanding of a person’s social contexts. Del Rio Carral (2014)
suggests that human beings are likely to switch between different life realms in their
everyday life, for example, work, family, social, and/or personal social dimensions, where
social dimensions reflect complex realities. Across each dimension, a person may present
with varying motivation, behaviours, emotion, and identity, all interlinked when
understanding the “who”, and “why” behind a person’s motives and actions. It is within each
of these social contexts that a person embodies specific values, norms, and responsibilities
through activity, giving researchers insight into the commonalities, contradictions, and
overlap between different social dimensions. It is through these daily practices that an
understanding of role and personal identities can be understood. By using an inspired
approach by Del Rio Carral (2014), exploring day-to-day activity will improve

understandings of how psychological processes play out in daily life.

Openings and Conclusions

Personal recovery narratives must take more of a central place in research since an
orientation towards recovery and away from illness deficit is at the heart of a whole paradigm
shift in mental health policy. This involves moving beyond diagnostic and treatment-based
experiences. Similarly, there is a need to understand and articulate recovery in a way that
transcends popular, polished, and “perfect” articulations of recovery. Within this, situating
personal recovery within a person’s social, relational, and cultural contexts is paramount.

Gaining insight into the sociocultural context inclusive of barriers to recovery is the first step
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for reflection on the way in which treatment to date is approached, how clinicians can better
support clients towards recovery, and what changes must be made to bridge the current
research to practice gap. A contextual understanding not only legitimises eating distress but
gives personal agency and ownership as the individual is made expert and able to define
recovery in their own terms (De la Rie et al., 2006).

An analysis of people’s recovery experiences situated within their sociocultural and
relational contexts will importantly fill the contextual gap that has continued to be a
neglected area within research (LaMarre & Rice, 2020). This understanding will further
illustrate sociocultural tensions, alignments, and contradictions to a person’s identity and
values. What is missing is research using a day-to-day experience-based framework,
specifically one that situates practices of recovery within a contextual understanding of
eating-related distress. This missing knowledge is important. These stories allow for a
reconstruction of meaning, across a person’s daily strengths and struggles. For example,
where tackling fear foods may be considered a “strength” or a “win” through a clinical
recovery perspective, for the person recovering it may be more complex than that. This initial
accomplishment may lead to a deeper range of emotions and behaviours. It may be
considered both a strength and struggle, or simply neutral. Regardless of the behaviour, over
time the experience will change based on context. Contrastingly, what might be overlooked
within a clinical perspective may be highlighted when exploring daily practices. For example,
the decision to meet a long-avoided friend, or intentional clothing choices.

A reconstruction and micro-contextualised analysis of recovery not only normalises
the trials and tribulations within the journey but could also depict a more realistic view for
people who may look to others for inspiration. The challenge is to illuminate implicit
meanings of recovery through explicit, micro-contextualised situations. More specifically, the

chronological and detailed description of a person’s day that allows for a deconstruction of
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habits and routines that may be otherwise overlooked, when asking about recovery more
broadly (e.g., “what does recovery look like to you” versus, “talk me through your typical
day, here and now”). Acknowledgement of recovery and eating-related distress situated
within and across contexts is not a new concept, rather, it is one that requires the application
of a conceptualisation through the everyday practices of care (Matoff & Matoff, 2001).
What is needed from here are narratives depicting realistic, lived realities of
recovering amidst eating-related distress that are self-defined and unique to the individual. As
the personal recovery paradigm privileges lived experience over clinical knowledge,
narratives have played a significant role in the development of the recovery concept (Brown,
2008; Lapsley et al., 2002; Spector-Mersel & Knaifel, 2018). Therefore, it makes sense to
apply this method to explore meaning making of eating-related distress recovery among
adults in Aotearoa, New Zealand. Taken together, lived experience perspectives and the
personal recovery model offer a counter narrative to the perspectives that have traditionally
dominated the literature and guided service provision, to date. Ultimately, lived experience
may provide an untapped resource towards actionable strategies that support a shift towards

consumer-oriented practice and service delivery, unique to New Zealand.

The Study in Context

This research project focuses on a perspective where recovery is both a personal and
social experience, as opposed to the end state of treatment, symptom remission, or clinical
outcome. It aims to fill a gap specifically in the space of exploring self-defined recovery
within the day-to-day practices of what this means “in”” or “doing” so, situated within
context, amidst or despite distress. A recovery model that prioritises self-identification of
one’s own eating-related distress and recovery experiences, irrespective of diagnosis or

treatment, can be proposed as the greatest alignment to the recovery model. Yet, the
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considerable lack of such studies makes this research among the first in Aotearoa, New
Zealand to address this from a lens in which self-labelled experiences are emphasised. A
micro-contextualised view of recovery beyond diagnostic classifications elicits richness
around daily activities, practices, and associated thoughts and feelings. Furthermore,
purposeful sampling across diverse identities, cultures, and contexts to fill the gap where
literature to date predominantly reflects a young, white, female demographic. As such, this
study aims to avoid replicating similar samples through diverse sampling across contexts and

self-defined experiences of recovery and eating-related distress.

Research Objectives

In this thesis, | examined individuals’ understandings and constructions of eating-
related distress recovery, deeply situated within sociocultural contexts and relationships. |
aimed to explore the lines between recovered and recovering, either “in” or “from” distress,
as well as the self-defined identification processes and preferred language used.
Reconsidering what people mean by the terms they identify with broadens and deepens
understandings and may help shift perspectives on what constitutes recovery. Situating
recovery within a person’s day-to-day practices provided scope for generating insight into the
subtleties and nuances of eating-related distress and recoveries, often missed from the wider
level analyses. The use of narrative methodology made room to explore day-to-day practices
that emerge through story. With a focus on the sociocultural contexts in which living is done
and recovery is negotiated and navigated, | am most interested in the day-to-day practices,
relationships, and contexts that have helped people navigate a self-defined state of personal
recovery, whether “in” recovery, “doing” recovery, or at a point of “reached” recovery.

Ultimately, | hoped to integrate the knowledge and innerstandings within my

professional practice, viewing eating distress recovery within a more holistic framework that
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focusses on the person at hand and their daily nuances of recovery. By honing in on daily
micro-narratives, it is expected counter narratives may reveal nuances that go beyond broader
master narratives. It is hoped this level of understanding may strengthen clinical practice,
inviting clinicians to explore across contexts that extend beyond treatment parameters with an

increased sense of naive curiosity and intentionality.
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Chapter Three. Methodology and Method

This research aimed to explore the narratives of recovery in adults with lived
experiences of eating-related distress. Specifically, | focused on examining ways of
understanding and constructing recovery through daily practices, deeply situated within
sociocultural contexts and relationships. Drawing on interviews with 15 participants who
self-identified as having experiences of eating-related distress and recovery, the study was
designed to gain insight into subjective meaning-making processes. The study focused on
daily practices enacting recovery. Daily practices include day-to-day activities, routines, and
rituals that enact recovery as a lived reality. Additionally, the interplay between participants’
personal narratives and master narratives were also examined; specifically, what counter
narratives may tell us about these broader, dominant, master narratives on recovery/ing.

This chapter begins with an outline of the theoretical framework of this research.
Firstly, I will locate the current research in the context of qualitative research more generally,
before describing the specific epistemological and theoretical framework upon which this
study is grounded and the rationale for adopting a narrative approach. | will engage in a
discussion on researcher reflexivity, specifically, where I drew inspiration for this current
project. With an awareness for my own background and context, | understand that
assumptions and knowledge will undoubtedly influence this research process; thus, reflexive
practice is crucial for awareness of personal biases. Reflexivity is also at the core of the
theoretical and epistemological underpinnings of this study. As such, | have attempted to
engage reflexively throughout the research process, illustrated in this chapter. Following this,
a detailed description around the process of participant recruitment, data collection,

interviews, and narrative analysis will follow.
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Theoretical Framework

Qualitative research is an umbrella term that encompasses many different
epistemological assumptions, theoretical positions, and methodologies. Qualitative research,
as a whole, seeks to understand meaning and experience, to explore the wide and varied ways
people make sense of their world (Braun & Clarke, 2013; Willig, 2012). As such, qualitative
researchers tend to foreground the contextual and the subjective, honing in on the meaning-
making processes, while situating research findings in broader sociocultural and historical
contexts (Creswell, 2009). This enables collection of diverse, rich, and multiple realities
while also providing context to the participants’ experiences (Miller & Glassner, 1997).
Qualitative research allows for an experience-close understanding of recovery, constructed in
social contexts and interactions, particularly suitable for this research project. As qualitative
research often takes place in lived realities where events, people, and their experiences are
uncontrolled, this may involve unexpected and unique phenomena presenting, for example,
findings or experiences contrary to popular articulation (Rohleder & Lyons, 2015). While
unique and unexpected phenomena can be considered a strength of qualitative research, this
also demands researcher flexibility, open mindedness, and reflexive practice throughout.

This research is grounded in a social constructivist paradigm within a post
structuralist narrative theoretical approach. By using a social constructivist approach, | seek
to explore meaning-making processes, interpreting lived realities (Willig, 2012). How people
made meaning and the way participants speak to their meaning making processes is the
construction of their versions of reality. People construct knowledge between the interactions
during their life, therefore, social interactions are particularly of interest within a social
constructivist approach. It is through this view that the social and psychological world is seen
as socially constructed, where language used may aid in bringing reality into being. It is the

role of the researcher to attune to the constructed nature of social reality and form an
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impression of the world as the participant sees it (Ratner, 2008). As knowledge is understood
as a social and cultural construction, it is important to recognise that as the interviewer |
come with my own assumptions, views, and biases that impact the research process. This
may present across the questions | ask, the leads | follow, and the answers | further explore
both within interview and analysis.

Social constructivism is aligned with the view that reality exists, however, how we
come to know reality is through the multiple socially constructed versions of reality that shift
across contexts. Language as a form of social action shapes, molds, and constructs reality
(Angus & McLeod, 2004; Grant & Giddings, 2002). Within a constructivist paradigm,
knowledge is always interpreted to discern meaning. Holding a critical relativist ontological
perspective, multiple realities do exist, co-constructed in context. There is no one right or
objective truth, reality is always interpreted, and all knowledge is derived from looking at the
world from some perspective, which forms the rationale for exploring meaning making in
this research. Guided by this stance, participants’ accounts informed how they storied
recovery within and across their contexts and relationships.

Language plays a key role in the construction and interpretation of knowledge. By
utilising a narrative approach, the construction of meaning is central within story, aligning
with a social constructivist post structuralist approach. Narratives establish a continuity of
meaning within the lived experiences described. | have paid purposeful attention and effort
with language choice across project design, interview, and analysis. Aiming to be inclusive
and empowering, | was guided by lived experience perspectives within supervision and
service-user perspectives across the literature. By being purposeful with the language I used,
particularly, extending beyond diagnostic categories and recovery metrics, it is hoped a sense
of inclusiveness and empowerment is conveyed; however, | also recognise that this is simply

my hope and ultimately a subjective experience despite my efforts. This includes the self-
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defined language of eating-related distress and recovery, inclusive broad definitions, and
inclusion criteria, as such, contesting the power structure inherent within clinical models and
terms around eating disorders, and clinical recovery.

This research attuned to how power interweaves with constructions of reality. Power
is related to dominant discourses that exist in society and are present in everyday practices
(Angus & McLeod, 2004). Michael Foucault was noteworthy for his elaboration on the
interrelatedness of knowledge and power (Foucalt, 1980). Perhaps, the most relevant part of
Foucault’s perspectives on power is the concept of “modern power”, gradual in the
development and circulation within societies and communities (Kirkegaard, 2022). Power is
described as a major source of social discipline and conformity to the promotion of norms.
As such, the dominant narratives and discourses that prevail within a culture are generally
linked to structures and institutions of power and control. Critical feminist perspectives
acknowledge that the construction of reality is inherently tied to power dynamics. By
emphasising the role of power in shaping knowledge and societal norms, critical perspectives
can thus provide a more nuanced understanding of how certain realities are privileged while
others are marginalised (Phillips, 2023). Thus, is it important to situate an understanding of
recovery, both within and outside dominant narratives and power structures. For example, as
modern society changes and women resist and dismantle patriarchal norms through
liberation, older forms of power are abolished. However, new forms of disciplinary power
exist through the cultural messages that circulate through social media and body expectations
through a post-feminist lens (Bartky, 2020). Women are located within a set of inconsistent
and complex discourses through which disciplinary power positions weight as an important
measure of health, fertility, attractiveness, femininity, and morality, as an example of

disciplinary power that circulates in contemporary culture (Riley et al., 2019).
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Being aware and attuned to the concept of power throughout interviews and analysis
was paramount. An awareness that both the interviewer and interviewee may subconsciously
play into power hierarchies by aligning with master/dominant narratives, as an example. As a
researcher without lived experience of eating-related distress, it is important for me to be
aware of the impact | have as | occupy positions that are arguably less dominant, positioning
myself as an ethnic minority, a young adult, and a female. Participants with lived experiences
hold the power over their own experiences, a position | believe is important when aiming to
elicit their story. Given my marginalisation in areas noted above, | must also note my position
of power within my professional role as a clinical psychology trainee. This role may
inadvertently create a power dynamic that requires careful consideration and mitigation.
Recognising my positioning across different contexts, spaces, and places, also brings to light
the marginalised positioning of this research within an academic context where power
structures also exist. Quantitative largely outweighs qualitative research, similarly, with a

focus on anorexia and outcomes within the field.

An Introduction to Narrative Analysis

Narrative enquiry is a broad form of research that is cross-disciplinary, ontologically
and epistemologically diverse (Murray, 2015; Riessman, 2008). Narrative analysis is a type
of qualitative data analysis underpinning narrative enquiry as a research strategy, focusing on
the interpretation of experiences. Unlike other pattern-based methodologies such as thematic
analysis or discourse analysis, narrative analysis is, at its core, a case-centred approach
(Riessman, 2008). Riessman (2008) describes the sharing of narrative as an organisation of
lived experiences; integrating the stories of one’s life into meaningful plot lines that expands

beyond a mere sequence of events (Murray, 2015; Riessman, 2008). This makes collected
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narratives a rich source of research data where stories are considered the primary means in
which meaning making is constructed.

When considering most people understand their world through dominant sociocultural
understandings (Bamberg & Andrews, 2004), attention must be given to when an individual
rejects the majority view and/or master narrative. Counter-narratives can be defined as “the
stories which people tell and live which offer resistance, either implicitly or explicitly, to
dominant cultural narratives” (Bamberg & Andrews, 2004, p. 1). The two are not
dichotomous; instead, counter-narratives can exist in opposition of dominant narratives, but
also, function alongside them (Bamberg & Andrews, 2004). Many people who oppose
dominant narratives come to do so as a member of an outside, sometimes marginalised,
group. Given the under-representations of diverse experiences among those recovering from
eating-related distress, there are highly prevalent master narratives within this field across the
broader concepts of recovery that continue to dominate cultural understandings of recovery,
predominantly through a clinical framework (Shohet, 2007). This study generates an
opportunity to explore counter-narratives among those with diverse perspectives who may
not identify within the dominant framework (Shohet, 2018); specifically, how daily practices
illustrate personal interpretations of recovery that are shaped, influenced, and rooted within
social, cultural, and political contexts. Counter narratives expressed through daily practices
may also offer an innovative way in which to explore stories that might otherwise be
untellable without a micro level analysis of day-to-day narratives. For example, by probing
into morning routines, practices of self-care, and choices made on a day-to-day basis,
illuminates a different way of asking about and exploring how a person remains well.

From a post-structuralist and post-modernist lens, identity is fluid in that it is formed
and reformed; constructed through the stories one tells others about themselves and the

groups in which they live. An individual’s experiences occur, are understood, and are re-told
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within realms of sociocultural norms and expectations. Within a social constructivist view a
person may have a variety of selves. These different selves are produced through linguistic
exchanges with one another, where identity is constantly in flux as a product of language and
social processes (Burr & Mackay, 1997). The notion of self/identity from social interaction
can be understood as subject positioning (Davies & Harré, 1990). Subject positioning refers
to the process by which identities are produced by socially and culturally available
discourses. People take up subject positions in available discourses which inevitably
influences how they experience the world and themselves from that perspective (Davies and
Harré, 1990). Surrounding any aspect of a person’s life are a multitude of discourses
constructing and producing identity, from the social world. Prevailing discourses or master
narratives, such as femininity for example, may impact how a woman constructs a sense of
self. Some discourses have widespread acceptance while others are rejected, where
discourses are also ever changing in this social landscape. Positions offered, accepted, or
resisted, are important when understanding how people manage social interactions and how
positions are drawn from such discourses (Burr & Mackay, 1997). The discourses that form a
person’s identity have implications for what they do, ultimately tied to daily practices.
Narrative Identity Theory is also drawn upon (McAdams & Adler, 1985), referring to
the internalised and evolving story that a person constructs to make meaning and sense out of
his or her life. Self is considered and constructed as story (Neimeyer & Raskin, 2000). When
constructing life stories, master narratives are heavily drawn upon in constructing a person’s
narrative (McAdams & Adler, 2010; McAdams & McLean, 2013). Identity is thus
constructed out of the master narratives culturally available to and drawn upon in
communication with others. As such, aligned with a post structuralist view, language is the
main site where identities are created, changed, and challenged (Burr & Mackay, 1997).

Narrative identity has relevance for this project, in the way that participants construct
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meaning and narrate their own story of eating-related distress and recovery, in turn, forming
an identity narrative. In this research, identity will be used interchangeably with a sense of
self, to describe the self as a reflection of individual and social processes that the person
experiences situated within and across contexts.

How identity is constructed across both mental and physical health has gained traction
across the literature. Williams et al. (2016) took a relational approach to exploring the
concept of identity among individuals with a lifetime history of AN. Consistent with the
structure of a narrative, identity was formed and reformed through a process of initially being
changed by AN, sharing the self with AN or described as being in a relationship with AN.
Recovery was described as threatening to a participants’ sense of self, for some this meant
losing a part of themselves where a strong sense of identity was formed within distress. To
recover, participants described needing to accept fear of separating from AN to create a new
identity based on their own desires and interests. The rebuilding of self was described as
participants breaking free and re-discovering parts of themselves that had originally been
taken over by AN. Rooted within a social context of change, group memberships (such as
peer support, or recovery communities) may facilitate social positions that are helpful to
recovery (McNamara & Parsons, 2016). As identity within illness has been positioned as a
process worked through to reconstruct a sense of subject and social positioning in recovery,
this framework may guide a contextual analysis of lived recoveries in this research. Within

this view, identity itself can also be considered a narrative (Conti, 2018).

Approach and Rationale for Narrative in this Project
Narrative enquiry is rooted in time, place, and relationships (Clandinin & Connelly,
2000). Spector-Mersel and Knaifel (2018) go so far as to refer to narrative and recovery as

“sister paradigms”, due to the ontological and epistemological similarities (p. 4). Eliciting
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narratives is thought to provide insight into a person’s inner world and their subjective
meaning-making processes (Riessman, 2008). Narrative researchers foreground the specific
social and cultural context within which narratives are produced (Clandinin & Connelly,
2000; Riessman, 2008). Narrative is a form of language use and meaning making that is
embedded in both place and forms of life, across contexts and relationships narratives are
constructed (Angus & McLeod, 2004). Thought of as both a psychological and social
process, narrative construction provides an interface between personal experience, social
structures, and meaning-making processes (Avdi & Georgaca, 2007).

Narrative methodology is particularly suitable for this research for two key reasons.
First, it aligns with the theoretical base of this study with its focus on co-constructing and
understanding multiple realities, embedded within contexts. Second, it allows for a flexible
person-centred approach which values experience-centred narratives that may also empower
participants through the agency and autonomy some may feel, through storytelling (Blum-
Kulka & Snow, 1992; Ingraham, 2017). From a social constructivist perspective, the idea of
narrative operates as a means of bridging the multiple realities of contemporary life through
the way participants speak to their daily practices within their wider story. The post-
structuralist approach within narrative methodology acknowledges how narratives become
possible within existing power structures (Bamberg & Andrews, 2004). As such, exploring
eating-related recovery within its contexts and relationships from stories, is the purpose of
using narrative for this research. The use of narratives allowed for the telling of day-to-day
practices to be co-constructed between the researcher and participant through storytelling and
analysis, allowing a view on both broader narratives as well as the daily micro-narratives and
what those might reveal about the broader narratives.

The basis of my narrative method was a thematic approach to personal narratives,

outlined by Riessman (2008). Within a thematic approach, emphasis is on what is said, the
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told rather than the telling. However, expanding on this to explore language and the construct
of meaning within contexts, a structural analysis was integrated when shifting to the way a

story was told.

Researcher Reflexivity

Qualitative methodologies assume that research is a subjective process and thus
researcher influence is inevitable. Several factors inherent to the researcher will likely
influence a project from conception to completion, from a researcher’s personality, power
and positioning, socio-economic status, life experiences, and political stance (Braun &
Clarke, 2013). Unlike quantitative methodologies (and some qualitative) that attempt to
control for influencing factors and mitigate bias, often, qualitative methodologies embrace
researcher subjectivity and acts to harness this within research. In order to harness researcher
subjectivity, ongoing critique, consideration and reflection is needed (Braun & Clarke, 2013).
This was a particularly interesting point for me to note as a researcher who had previously
conducted health and clinical related research through a quantitative framework. Initially, |
grappled with the complexities and difficulties with changing mindset and paradigm;
however, | can appreciate the space and value for personal interpretation and researcher
subjectivity. | have engaged in thorough reflective practices throughout. This has involved
journaling, discussion, and reflection of decision-making practices within supervision to
justify the reasoning behind each decision | have made to date. From language, inclusion, and
exclusion criteria to the way in which | build rapport and facilitate a sense of trustworthiness
as an outsider to lived research, reflexive practice behind each decision made has been
pivotal to my research to ensure consistency in honouring the tenets behind a personal

recovery orientation.
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To continue this chapter without a reflection of my own standpoint would be
contradictory to my writing. | position myself in this writing from a place of privilege as a
young, female academic. | acknowledge that although I do not have lived experiences of
eating-related distress, my utmost gratitude and goes towards my dear friend A.L.K who has
taught me everything | know to date about recovery beyond the clinical lens. Among this, |
have witnessed the immense support and understanding required from family and friends to
view recovery beyond relapse. Such as the inherent sense of personal “failure” and
“punishment” the “system” conveys for those who take a curvilinear process of recovery.
From these accounts, | began to understand that recovery isn’t linear, one where “recovery”
can be synonymously replaced with “treatment outcome” or “symptom remission”, but
instead, what some may describe as a journey with ups and downs towards a sense of self.

This project was also inspired by my professional work experiences as a practitioner
across youth mental health residential settings, and drug and alcohol addictions treatment
residential programme; namely, Corstorphine Baptist Community Trust, and Odyssey House.
When supporting young people or adults with eating-related difficulties within a context of
trauma, | became aware of the various complexities and contradictions involved, particularly,
when managing “clinical risk™ at odds to the individual’s wishes for autonomy, in recovery.
The accounts of those with lived experience have truly touched me, inspired me, and sparked
in me a desire to explore recovery beyond the limiting categories in which we are taught.
Completing my clinical internship at an eating disorder private practice allowed me to hold
this orientation in my clinical practice, while also noticing the tensions within the system
inclusive of financial barriers and clinical markers.

My academic experiences have also undoubtedly shaped who | am and the lens in
which | view distress and recovery, recognising that my role as a Clinical Psychology

Trainee/Intern Psychologist will continue to influence my research and underpin my
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professional values. | also reflect on my former education, where it wasn’t until my third year
of postgraduate education that | was introduced to the concept of consumer recovery. Until
then, my clinical education was largely within the dominant biomedical paradigm. This was a
pivotal turning point for my research career, changing from a quantitative clinical approach
to a qualitative lived experience perspective. Although this shift is not as easy as stated, |
believe I am joining many others in clinical psychology who are beginning to critique and be
critical of dominant narratives of mental health. | do not see this as a negative; in fact, | feel
privileged to have a foot in the door so to speak, into two realities, where I hope my future
professional career is eclectic in choosing merit from both paradigms. Thus far, this
positioning has been both a privilege and an area of difficulty as | continue to work
holistically within a clinical framework, carving out a space at the intersect of two worlds.
Although I do not draw from a place of lived experience of eating-related distress, |
draw from a place of lived experience of the complexities of embodiment and weight stigma.
As a female acculturated to a western world, | grew up at odds between my two identities:
ticking the “other” box when identifying my Sri Lankan ethnicity. Eventually, | realised that
the western world does not cater for the health complexities and intricacies of those who fit
into an unspecified categorisation, a minority amongst a dominant culture, an outlier on a
graph. Throughout adolescence, | experienced frequent weight stigma from others in society.
People would make assumptions about my eating and exercise practices based upon my
smaller body shape and size, deemed “‘severely underweight” by body mass index
parameters. Embarrassment, shame, humiliation, over-explaining and justification, were
some of the many feelings and reactions this provoked at the time. I reflect on how damaging
such discourses are, for those in smaller bodies and larger bodies alike, when society reflects
assumptions and preconceived notions around body shapes, sizes and eating practices. One

can only imagine the silent impact of such discourses and messages for those struggling
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behind closed doors. Presently, as a young woman living at the intersect as an ethnic minority
within a dominant western society, | am at ease with myself and my body — comfortable and
confident with who I am. I am particularly interested in diverse stories from others within
underrepresented and underserved communities who may struggle with eating-related
distress, particularly stories that are often not told or narrated under popular discourses.
Reflexivity is crucial for this research, with ongoing reflection necessary to attune to
the bidirectional impact of my own beliefs, attitudes and experiences on research, and the
impact of research on my world view. It is crucial the voices and experiences of the
participants inform this research, recognising that the presentation of the results is simply my

interpretation of their experiences.

Method
Ethical Considerations

Informed Consent and Confidentiality

The researcher provided information and numerous opportunities for questions to aid
participants to be informed in their decision-making process regarding participation. Consent
was obtained by participants signing a consent form, sent to them individually and
electronically through a secure link through Qualtrics. Participants were interviewed
individually, and all data was kept confidential to the research team. Interview transcripts
were de-identified using pseudonyms, and audio-recordings were deleted after the transcript
release forms were signed. Participants were made aware of document storage. All electronic
documents were password protected and all physical copies stored in a locked cabinet at

Massey University for five years.
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Management of Distress and Safety

Participants were strongly encouraged to discuss potential participation with their
support networks. This was included as a pre-interview question to ensure participants held
autonomy and choice when deciding whether participation was in their best interests to their
personal well-being. As mental distress can be a sensitive topic of discussion, participants
were told that they may feel some level of distress or discomfort recounting experiences;
however, were also assured that processes were in place to ensure that participant felt safe,
willing, and able to do so. Participants were told that they could pause/take a break at any
time, further, requesting the recorder to be turned off should they wish to discontinue.
Participants were supported to seek additional support from their network and/or relevant
services (contact details were provided to all participants), as needed. At the end of each

interview, | checked in with all participants on how they felt.

Cultural Sensitivity and Diversity

Although this research is not primarily focused among Maori, it extended
participation to all ethnicities given New Zealand’s multicultural context which reflects
growing diversity among Maori, Asian, Pacific, Middle Eastern, Latin American, and African
ethnic groups. As such receiving cultural guidance, advice, and supervision was integral to
the project. Cultural consultation with Dr Pikihuia Pomare involved collaborative
consideration of Maori culture and values and the importance of these when understanding
experiences from a Maori worldview. The guiding principles of Te Tiriti o Waitangi® were
acknowledged throughout the interview and analysis process. Tikanga* Maori principles were

respected throughout each stage of the research process, such as, the opportunity to share

3 The Treaty of Waitangi (Te Tiriti o Waitangi) is New Zealand’s founding document, signed by representatives
of the British Crown and Maori Chiefs.
4 Tikanga is the concept of incorporating Maori customary practices and values
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food/drink at the start of the interview placing a focus on whakawhanaungatanga®. As this
research recruited participants across diverse cultural backgrounds, the researcher took
particular care when interpreting findings making the effort to ask participants for further
meaning and clarification to ensure culturally responsive interpretation. As such, participants

were recognised as experts on their cultural understandings and experiences.

Participant Inclusion and Exclusion Criteria

Criteria for participant inclusion and exclusion required a lot of thought and iterative
discussion within supervision. As | aimed to invite difference by asking about recovery in a
way that had not been done before, doing so involved people self-identifying as doing better
currently than in the past. As such, it was important that inclusion criteria also conveyed an
inclusive approach. Participants were eligible to participate if they were at least 18 years old,
had experiences of eating-related distress (struggled with food/kai®, shape, weight, and/or
exercise), and identified as doing and feeling better now than they have in the past (relative to
their own experiences).

By placing no restrictive definition on the terms recovery or eating-related distress, |
aimed to elicit self-identification of one’s own experience (Garrett, 1997; Musolino et al.,
2016; Patching & Lawler, 2009). This study was not limited to those with a formal diagnosis,
or previous or current psychological treatment, due to the significant exclusions this holds for
people with experiences that may not be recognised at a clinical level, or for those who have
chosen not to seek psychological support and/or recognise their distress within this lens.
Similarly, resisting the idea of any clinical criteria required to meet a diagnosis, the more

general term ‘eating-related distress *was used as a proxy for challenging or problematic

> Whakawhanaugnatanga is the process of establishing relationships
6 “Kai’ in te reo, Maori, means ‘Food’ in English
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relationships with food, weight, shape and/or exercise, self-defined and identified by the
participant. By purposefully excluding the word “recovery” from inclusion criteria, it was
hoped this would remove any connotations of what recovery looks like in research and limit
the self-doubt participants may have when they ask themselves whether they meet “criteria”
to take part, or if their story is what researchers are looking for. By reframing recovery to
encompass those who have seen an improvement in their own distress, identifying as doing
better now than they have in the past, it was hoped participants would not compare recovery
to popular discourse, but instead, focus on personal experiences. It was important for me to
not use a standardised definition of recovery or eating distress, as this would be incongruous
with the theoretical framework and my reflexive stance on recovery. Articulating recovery in
such a way limits the value of all the stories that go untold because they don’t fit the mould,
S0 to speak.

While I was initially wary about interviewing people who may be acutely unwell
(experiencing acute psychological and physical complications related to eating-related
distress), upon reflection, | recognised that the perspectives and experiences of people who
may be clinically deemed acute (yet identify with recovery) are just as important and
valuable as any other. Given ethical considerations around risk and safety, initially, I thought
to screen to assess risk and suitability for participation. However, | realised that in line with
the ethos of this research, participants hold the best knowledge of their needs and
experiences, and therefore, are in the best position as experts to make an informed decision
(in conjunction with their support network, family/whanau’, friends, healthcare professionals)
about whether this research is something they wanted to and could do. This was the process
in which I, the