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Throughout my graduate studies of Marriage and Family Therapy at Iona College, I have acquired a tremendous interest in diverse therapeutic models. Initially, I was eager to develop my own philosophy of therapy and change, yet I was reluctant to choose just one model as the bread and butter of my practice.  Even then, I valued the adoption of an integrative, eclectic approach that is tailored to the needs of each client. However, I soon developed an awareness of the benefits of focusing on one particular school of Marriage and Family Therapy. In the past three years, I searched for models in a way that is similar to how I’ve shopped the perfect dress for an important event. In both instances, I was on a quest for something comfortable, flattering, and representative of my signature style. 
In essence, my main goal of psychotherapy is to invest in the human soul. It is often that such a soul is a diamond in the rough. My perception of humanity as capable of amazing transformation is just that- my perception. Throughout my journey in developing a philosophy of therapy, I’ve considered my life in its’ own unique context, factoring in the ways in which my culture, gender, and ethnicity combine to create the unique framework of ideas and beliefs through which I interpret the world. I’ve learned of the congruence between my philosophy of therapy and my philosophy of life. With a profound reflection on my own worldview, I can say with confidence that Narrative Therapy is my little black dress of systemic therapies. With it, I can’t go wrong, as it speaks to my true nature, personality, and preferences, resonating with my inner-most desires. Like the little black dress, it can look good on just about anyone in search of a makeover. Whether we wear Versace or H& M, all human beings have unique stories to tell that could be revised and rewritten. That which follows is an exploration of the reasons why Narrative Therapy appeals to me, as well as some thought on its’ application to a heterosexual female, anorexic, population that struggles with intimacy. 
To begin with, Narrative Therapy allows me to embrace my penchant for intellectualizing, which has been a part of me since my earliest educational experiences. I like to challenge clients to think outside of the box, because such a strategy has historically helped me solve my own problems in everyday life. As a therapist, I don’t wish to be a mere container of emotions. I like to sometimes be directive in taking conversation to a level that transcends the type that a client would have with a friend. While many school of therapy encourage clients to think of their problems in new ways, a strong emphasis on helping people reframe their circumstances through a deconstruction of the dominant discourse is unique to Narrative Therapy.
 I am particularly drawn to a therapy that challenges the status quo, because I know first hand how difficult it is to step outside the dictates of society.  Narrative therapists provide clients with the means to a profound understanding of their own limitations on far more than just an individual level. They help clients externalize problems by looking through the lens of a sociopolitical and cultural context. Creating conversation that inspires clients to explore the ways that their race, ethnicity, religion, socioeconomic status, and age constrain them is ideal in a society in which many diverse people experience oppression.  As a young woman, I’ve seen how easy it is to become prey to the strong cultural influences that shape our socialization processes. The prevalent messages in our institutions, media, and interpersonal relationships influenced me until I made a conscious effort to disregard society’s notions of how much I should weigh or which scripts I should follow from date number one through date number three. Thus, as a therapist, I am especially motivated to help my clients reflect on the ways in which their notions about gender harm their self concepts and interpersonal relationships. True to the narrative tradition, I’d like to invite them to question the “truths” of the dominant culture and instead speak self- authored alternative stories that empower them.
The notion of inspiring people to challenge problem- saturated stories is a natural extension of my optimistic nature. My glass-is-half-full approach to life never fails to work for me. It helps me to be the decisive element of my moods, and it calms my anxiety in challenging times. Narrative Therapy interventions validate my belief in the law of attraction. Long before Byrne’s (2002) The Secret became dinner conversation, I’ve harbored a strong belief in the power of the Universe. I appreciate a therapy that has the potential to bring an abundance of goodness in peoples’ lives by focusing, in part, on positive thoughts and internal resources. 
Above all, I’d love to help my clients achieve freedom from cultural forces; my brain is seemingly hardwired to put individual self-actualization on a pedestal. With the belief that living an unauthentic life is one of the saddest things for a human being to confront, I am most attracted to Narrative Therapy, as it recognizes individuals, within groups, as separate and unique.  
	Prior to my studies at Iona College, I lacked a strong awareness of my Individualist roots. Quite the contrary, I was more in touch with my penchant for collectivism, as it seemed to be in agreement with both my political views and career choice to enter a helping profession. Throughout my course work, I began to conceptualize the individual as the fundamental unit of humanity. Indeed, I would define any group as a collection of individuals who should first and foremost be recognized for the values they define. However, it is important to note my recognition of the powerful influence of groups on the transformation of an individuals’ values. From my perspective, collective greatness is contingent upon a melting pot of individual greatness, which depends upon an individual’s ability to be his/her true self even if that said self is met with disapproval from his/her  primary support group. 
	That being said, there are certainly instances in which individuals can be great in their choices to make sacrifices that benefit others. Sometimes, as in the case of a mother raising a child or a spouse caring for a sick partner, individual needs are compromised for a greater good. It is my belief that these instances should be the exception and not the rule. Like the flight attendant who informs passengers to put their own life vests on first, I encourage my clients to help themselves before they attempt to seriously help others. 
	An analysis of my experience within my family of origin can explain why my life is an endorsement for an Individualist, Eudaimonistic approach to decision making that is conducive to practicing therapy of a narrative persuasion. Such can illustrate why I cringe at the thought of anything that stifles my individuality. Although I come from a large, close-knit family, a premium was always placed on the “me time” in life. For example, holiday celebrations were often organized around family members work schedules, as siblings were encouraged to have their own hobbies and separate friends. Ultimately, my socialization revealed that I am the only one who could really always be there for me. Perhaps, because my parents, human, and limited by definition, could not provide me with the emotional support and empathy I craved, I learned to self-soothe in a solitary fashion. The coping mechanism that became most privileged in my world typically involved words. 
Ever since childhood, I was curious about the stories of others’ lives. An avid reader from a young age, I became interested in theater, particularly intrigued by the words in the monologues and dialogues of the scripts I read. I’d often collect quotations in notebooks; mostly, I’d collect journals. Soon, the thought of starting a new journal would bring me as immense a pleasure as reading, writing, and reading what I had written. Since the age of eleven, I began journaling as my therapy. I wrote when I was happy, sad, and everywhere in between. I usually did not even know how I felt until I began to write. I wrote the things I could not say, including letters never sent to those who had wronged me. My journals never judged me; autobiographical writing helped my true voice emerge throughout the years. Early on, I had no idea how important my journals would become. I didn’t know that putting a pen to a blank page in a moment of crisis would later calm my anxiety in the same way that I imagined a drug would for an addict. It’s obvious now that writing was and will continue to be both my drug and my cure. The sentiments of Narrative Therapy are a perfect match for my love affair with the written word. Since writing provided such an incredible transformative power in my own life, I am enthusiastic about encouraging others to find the same joy I have experienced. 
In the spirit of a post-modern approach to life and therapy, I believe that humans are the authors of their own lives; I feel they should be actively involved in writing all chapters, including those of their therapeutic experiences. My assumption is that clients aren’t looking to go at it alone, but that they are longing for a collaborative process with a therapist with whom they can construct solutions. Such necessitates a therapist who is really capable of being in the moment with them. Fortunately, my involvement with meditation in yoga and improvisation in the performing arts has facilitated my ability to gracefully exist in the here and now. When it comes to therapy, however, I wish to practice a therapy that transcends the present and includes both the past and future. Notions of both what has come and what will come before me consistently fill the human mind, but they needn’t destroy the reality of the present if they are dealt with in an appropriate fashion.  I like Narrative Therapy because it respects the three tenses, flowing with a coherent beginning, middle, and end. Additionally, the comfort I find in having a logical plan validates my work and makes me believe in the potential success of the model.
Although I have certainly seen success both in and outside of the therapy room that was based on spontaneity and chance, I generally believe that “failing to plan is planning to fail”. When it comes to many aspects of my life including my education, career, time management, finances, dating, and most definitely New Year’s Eve, I see the benefits of having plans. The most important part of having a plan is recognizing that it is just that- a plan. It is not something which is, nor should be, set in stone. As a therapist, I must be flexible with my clients. I do not come to sessions with an agenda, but I do have a conversation topic in mind if clients offer no more than a weekly update. I review notes before sessions so that it doesn’t feel as if I am plunging into the unknown. Just as learning in a math class builds upon previous lessons, I’d like the therapeutic relationships I help create to expand upon the awareness of what came before. Such simple preparation allows my work to feel more meaningful for my clients and myself. 
As a Marriage and Family Therapist, I will work with many clients who come to therapy individually or with their significant others and/or families, because they are seeking intimacy. For the purposes of this paper, intimacy is defined as the female sharing of oneself, her emotions, and her sexuality with a heterosexual partner, including the parts of herself that she deems as unworthy to others. Increased intimacy may be associated with a positive change in core beliefs, and Narrative Therapy promotes such by deconstructing dominant cultural discourses about relationships. Clearly, the dominant culture has a lot to say about love, including notions of its’ importance, strategies to help people find and maintain it, as well as the negative implications for people who are incapable of acquiring it. In addition, dominant discourses paint a picture of relationships that fail to parallel reality, as they are portrayed as conflict–free unions in which both partners read each others’ minds and live as happily ever after as Cinderella and her prince. 
Women who are particularly susceptible to the influence of the media and those around them often start to believe that there is something inherently wrong with them that prevents their meeting a compatible match and falling in love.  As a professional matchmaker and dating coach for the past three years, I have met countless women who’ve blamed themselves for the failures in their love lives. Often, they define themselves by their real and imagined disorders or blame their core personality traits for the maintenance of their relationship problems. Narrative Therapy’s strategy of externalization of the problem may be helpful to these women who look at themselves as the scapegoats for failed intimacy, as it encourages people to look at the factors in their larger cultural context that contribute to the problem. It can teach clients to separate themselves from their behaviors and see that they are more than their disorders and negative personality traits. Women can learn that there is a healthy part of themselves that is capable of intimacy. This new belief can be the foundation for change in their behaviors and interactions. Within Narrative Therapy, such can be accomplished through the use of journaling assignments. A useful externalization strategy can include letter writing.  Clients can write from both the perspective of an unhealthy self and a healthy self, with the healthy self writing a response back to the unhealthy self. For clients who may be more interested in speaking than writing, the same activity can be completed verbally with the use dialogue and role playing in sessions. Thus, externalization strategies can cater to diverse women who have difficulty with intimacy. 
Unquestionably, there are many types of women who have problems with intimacy. A review of the current literature suggests heterosexual, anorexic, females as one population who has serious struggles with intimacy. Anorexia Nervosa, as defined in the DSM-IV from a medical view, is characterized by “a severe loss of weight, refusal to gain weight, and a distorted body image”. From a Narrative Therapy perspective, there isn’t a concern with characterizing the definition of anorexia. Instead, there is a concern with the sense that someone who lives with an eating problem makes of their situation. The intentions of Narrative therapists are to assist in discovering how the situation could otherwise be constructed.  
     Epston, Faria, Lock, and Maisel (2005) illustrated: 
The central notion in their approach is summed up in  
the epigram ‘the person is not the problem, the
problem is the problem’, which can be made more 
sophisticated by subsequently noting that, once the 
problem and the person can be seen as separable, the 
problem is neither the person nor the problem, but the 
person’s relationship with the problem.(322)
	No matter how one looks at it, anorexia has been recognized for almost two hundred years as a serious detriment to a woman’s health. Considering that anorexic women are incredibly disconnected from their own emotional, psychological, and physical needs, it seems likely that they would have difficulty finding and maintaining intimate relationships. It seems that they would benefit greatly from Narrative Therapy. 
	The use of qualitative research in the afore mentioned studies enabled researchers to allow participants to take a personalized, narrative approach to helping them conduct a phenomenological exploration of the impact of anorexia on intimacy in a way that is similar to how a Narrative therapist would promote such exploration in a session. Participants in the treatment for anorexia included female adolescents, adult women, and adult women and their spouses. The sample sizes were typically small; longitudinal studies were utilized.
Data was collected in the form of letters or in-depth interviews and follow-up interviews on audio tapes. Throughout transcription, there was an analysis of the positive and negative attitudes of participants. There was coding for statements that showed a negative impact of anorexia on intimacy. Transcripts were re-read several times by the researchers. Many of the following research findings were published in journals specifically for clinicians who worked with eating-disordered patients.  The findings fit under the following categories:


Emotional Accessibility
Anorexic women have difficulty with accessing and expressing emotions, which leads to relational struggles with their partners. Kenyon’s qualitative study (2007) on eating disorders and marital relationships used a grounded theory approach in which eight heterosexual couples, which included an anorexic wife, were interviewed. A major finding emerged from the data analysis, which was completed with the transcription of audio tapes. Clearly, emotional accessibility within the couples had a large impact on the quality of their relationship.  Many participants weren’t in touch with their emotions and had great difficulty trusting and communicating with their husbands.  In addition, this hindered progression in their recovery.
	Further evidence of anorexics having difficulty accessing emotions comes from Freedman, Leichner, Manley, Sandhi, and Wang’s recent study (2006) in which letters from twenty seven adolescents being followed from the inpatient, day treatment, and outpatient eating disorders program at a children’s hospital were evaluated. Researchers worked to understand the attitudes of adolescents in regard to their anorexia diagnosis. Their mean age was seventeen; the researchers asked them to write two letters to their anorexia-one highlighting the “pros” of the disorder and the other the “cons”. An analysis of their positive and negative attitudes toward the illness revealed a need for therapists to focus on an adolescent’s psychological distress, her sense of having been tricked by the eating disorder, and the attention that she receives from others as crucial to her recovery.
	Findings revealed many statements about the disorder stopping the adolescents from feeling emotions. For example, one teen stated she knew she “had many boyfriends that I knew I liked, but couldn’t feel any emotions—even when we fooled around.” Such can be regarded as one of many participant responses that contribute to the notion of a prevalence of emotional suffocation in anorexia.
Sexuality
It is no secret that people who lack a positive body image are uncomfortable being touched even in a non-sexual way. It almost goes without saying that the majority of those who have poor self esteem due to discomfort with their weight and appearance are female.  With the single-best predictor of risk for developing an eating disorder marked as being a woman, it is clear that eating disorders are a unique challenge to a female’s development of a healthy sexuality. While women’s sexuality is impacted by body dysmorphia, compulsive eating disorder, and bulimia, it is anorexia that has been shown to significantly impede a female’s desire, arousal, and ability to experience pleasure.  
According to Dawn Papps, a clinician at The Renfrew Center in NYC, the ways that anorexic women have sex and climax is very limited. From Dawn’s experience running groups with anorexics, she has learned that their sex is usually clothed, in the dark, quick, shameful, and often marked by the inability to “let go”. The anorexics treated at the Renfrew Center can also be defined as women with the desire to maintain control and please their male partners, despite their own displeasure with their expression of sexuality. A conversation with Dawn validates the research that regards sexual intercourse as disgusting to anorexics.  She provides a description of their formation of perverted triangles including themselves, their partners, and their anorexia that impede their sexual pleasure. Clearly, anorexics do to their partners what they do to their bodies-withhold and hate. D. Papps (personal communication, October 10, 2008).
There may be a myriad of reasons anorexics withhold and hate their bodies that are based upon on socialization in their families of origin. Parents who are overly critical about appearance and food intake, shameful about nudity and touch, or repressed sexually pass on overt and convert messages that encourage such behavior in girls. They model behavior that teaches their daughters to deny their feelings. Such early experiences may leave anorexics with issues that are unresolved and therefore re-created in romantic relationships. They may be unconsciously drawn to partners who take on the role of their parents, fostering a repeat of those old, problematic, dynamics. 
In a study of sexual development of adolescent females diagnosed with anorexia or bulimia, Ruuska, Klitala-Heino, Koivito, and Rantanen (2003) controlled for age (mean 17), age of first period, and history of disordered eating. In agreement with previous research that reveals people with anorexia nervosa are inhibited when expressing themselves sexually, anorexics, as hypothesized, were generally more negative about dating and sexuality. They had less interest (and disgust) in having sex, with less dating experience than their bulimic counterparts. 
In a British longitudinal study, Morgan, Lacey, and Reid (1999) illustrated positive changes in the relationship between sexual drive and weight gain. Sexual interest was determined by a measure of sexual daydreaming in a small sample size. The findings are suggestive of a decrease in sexual disturbances upon recovery of anorexia. 
Intimacy
Recently, Woodside, Lackstorm, and Sheketer-Wolfson (2000) explored intimacy between anorexic and bulimic patients and their spouses throughout the duration of an individual outpatient treatment program. Findings include an increasingly positive view of intimacy as treatment progresses among all those with eating disorders. However, there was not a statistically significant difference in the spouse’s perception. Perhaps, such can be attributed to the anorexics choice of emotionally limited partners who fail to recognize improvements in intimacy. An alternative explanation may be found in the nature of the individual treatment modality. It is likely that the spouses did not feel that their concerns were sufficiently addressed, as they would be in brief or in-depth couple’s counseling. More empathy for their perspectives may lessen the gap in perception of intimacy among both partners. 
 As evidenced by the work of Newton, Boblin, Brown, and Ciliska (2006) a qualitative approach could be helpful in understanding the quality and dynamic of anorexics’ relationships. In this phenomenological approach, the perceptions of intimate experiences among heterosexual anorexic women were examined through the use of in-depth forty-five minute interviews, as well as follow up interviews with eleven women ages eighteen and up. All of these women had received treatment for anorexia or an eating disorder not specified in a well known program that required medical (physical) stability. The research shows that anorexic women define intimacy similarly to the general population in regard to companionship, emotional, and physical closeness, but that eating disorders have a direct connection to their sexuality. There is evidence of a lack of sexual desire and poor body image which affected sexual expression and physical closeness in their relationships.  Honest discussions and true intimacy in these couples are impeded by decisions against self-disclosure of eating disorders.
In addition to being secretive, anorexic women are often known to be afraid of intimacy, likely for the fear of their partner’s discovery of their disorders and true selves. According to Wiederman (2000), for women, fear of intimacy in relationships was significantly correlated to the existence of body image dissatisfaction, dysfunctional investment in appearance, and body dysmorphia. In his study of two hundred twenty eight ethnically diverse men and women (one hundred three men and one hundred twenty five women) at a mid-Atlantic U.S. public university, young women’s body concerns were proven salient in the context of their physical intimacy in relationships.  
These findings were the result of his initial study in which participants completed a questionnaire which focused on previously published measures of body image, self confidence, and self-monitoring behavior. Body image self consciousness during intimate acts was experienced by thirty five percent of the women. Results also indicated that the women who regarded themselves as “good in bed” on the self esteem measure had considerably less worries about their bodily appearance during sex, even when their body size and body dissatisfaction were equivalent to the women who lacked that same sexual esteem.  
Relationship Satisfaction
The literature consistently reveals expected or realized relationship dissatisfaction for both anorexics and their partners.
Bussolotti, Fernanez-Aranda, Sano, Jimene-Murica, Turon, and Vallejo (2002) focused on the relationship between marriage and eating disorders in a broad study of anorexic and bulimic patients. The finding that marriage significantly increases eating disorder symptoms for both groups is in agreement with past research, which reveals the negative relational experiences of anorexic women.
In 1984, British psychiatrist Peter Dally showed that marital relationships often drive anorexia. In a study of 45 couples, 65 % of women developed an eating disorder after marriage. There is evidence that these anorexic women, aged 21-80, choose partners incapable of intimacy. Interviews with husbands revealed that their fragile sense of masculinity and low self esteem contributed to the wives development of anorexia as coping mechanism for marital crisis. (Gura, 2007).
Clearly, all of the previously mentioned findings, including those which portray anorexics developing an increasingly positive view of intimacy as their treatment progresses, reveal many reasons why certain characteristics of anorexia impede intimacy. Likewise, there are various factors that make Narrative Therapy conducive to working with an anorexic population. 
It is important to recognize how the success of Narrative Therapy techniques in groups is ideal for application to anorexia, which can be regarded as a group problem.  There is much evidence for the notion that anorexia isn’t a solitary experience, but as Pipher (1994) puts it, a group activity shaped by “an oppressive, dangerous, sexualized, and media saturated, girl poisoning culture that evaluates women on their appearance”. 
There are many varied discourses, whether religious, moral, medical, psychological, etc., that frame the way women as a group come to think about their body image in a negative fashion. Across all cultural and racial barriers, socialization throughout the life cycle inhibits women’s freedom to enjoy their bodies. There is much about being a woman that can make it difficult to have healthy self esteem. 
From early childhood, girls are exposed to messages about modesty, nudity, and privacy, including gender-specific messages about proper conduct.  Parents teach their daughters about their values and behavioral expectations which often categorize sexuality as taboo and privilege conformity to the ideal, thin, body type. As girls age, they learn quickly of the double standards in a society that rewards men for their expression of sexuality and devalues women, while the media presents women as sex objects. Thus, the dominant culture plays a role in making the maintenance of weight and anorexia of great importance to large groups of women.
Without a doubt, anorexics have an overabundance of cultural myths to debunk.
They often have many cognitive distortions about happiness (“I’ll be happy if I am thin.”), self esteem (“Nothing I do is good enough.”), and their fear of intimacy (“If he gets to know the real me, he won’t love me.”). Their strict control of calorie intake gives them the illusion of control over their bodies and life circumstances. In essence, they use food as a distraction from problems; they believe that they won’t be special if they give up their eating disorder. Since anorexics often have extremely dichotomous thinking and typically define themselves by their anorexia, the power of anorexia must be destroyed.    
Anorexics will need to find alternative explanations for who they are. Writing can facilitate their exploration of different parts of themselves. It will also help them to externalize their problem. As Borden, Epston, Maisel, and Richard (2004) illustrate, sharing first person narratives and letters helps destroy the power of anorexia and create a therapy based on an anti-anorexic perspective. 
	The powerful technique of externalization can also be of added benefit in helping families and therapists help anorexics.
Families, especially, have historically been treated as scapegoats for the development of a daughter’s anorexia.  Minuchin et al. (1978) illustrated a display of enmeshment, cross-generational triangulation, rigidity, overprotection, and conflict avoidance in anorexic families. There is a possibility that externalization will help significant others and the family members who are likely to be blamed feel less responsible for contributing to their loved one’s anorexia. With the support of family members and spouses, anorexics will have a greater chance of recovery. They may have a greater likelihood of developing intimate relationships during and after the process. 
Perhaps, externalization can even strengthen the therapeutic alliance; it seems therapists can use all the help they can get in making their relationship with the client stronger than her relationship with the eating disorder. Therapists who treat eating disorders can get on a client’s side by using externalization. A therapist who acts like a blank slate may not be affective with anorexics, who sometimes desire therapist self disclosure more frequently than other populations. Anorexics tend to need more reassurance and stretching of traditional boundaries from their therapists because of the black and white thinking that creates rigid boundaries in their every day life. Family and behavioral therapies have allowed for a therapist to have a meal with an anorexic as a way to help the client feel that she is fully supported by therapist. While anorexics do need a neutral therapist, as much as anyone else, externalization may foster more openness in helping them feel that they aren’t solely to blame for their disorders. Family members and friends who do not understand the complex and difficult-to-treat nature of disordered eating, may further contribute to anorexics feeling that there is something wrong with them. The common practice of telling anorexics to “just eat” illustrates a lack of empathy for their struggle, misleading them in the notion that there is a simple cure. 
Thus, a profound reflection on my own worldview and philosophy of therapy illustrates how my life and educational experiences, as shaped by my own socio-cultural framework, have contributed to my penchant for Narrative Therapy. As Oprah Winfrey once said, “Your true passion should feel like breathing, it is that natural”. Indeed, I have become very passionate about working “narratively” in my own life and with clients. I have come to believe that my identity has been shaped by the stories I have told and written throughout my life. 
With a strong desire to help women create alternative stories about love and intimacy, I have explored the ways in which Narrative Therapy interventions, namely externalization and deconstruction of dominant discourse, can help individuals develop and maintain intimate relationships.  In my review of current research, I have found that female anorexics are an ideal population for Narrative Therapy, as studies have confirmed that anorexia contributes to poor intimacy in heterosexual relationships by impeding healthy emotional and sexual expression, as well as decreasing relationship satisfaction. The journey that has led me to appreciate narrative interventions and their application to a female, heterosexual anorexic population, has confirmed Narrative Therapy as “my little black dress” of systemic therapies.  As a timeless classic, it will influence my practice of Marriage and Family Therapy now and in the future. 
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