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Brokering Authenticity

Borderline Personality Disorder and the Ethics of Care in
an American Eating Disorder Clinic

by Rebecca J. Lester
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This paper examines the moral work of a controversial psychiatric diagnosis—Borderline Personality
Disorder—in an American eating disorder treatment center in the era of managed mental health
care. Based on fieldwork at this clinic spanning more than 6 years, I consider how clinicians invoke
aspects of Borderline Personality Disorder in everyday conversation, in a practice I call “borderline
talk.” I argue that borderline talk emerges in response to being caught between contradictory models
of the subject entailed in managed care and psychodynamic discourses. Specifically, borderline talk
enables clinicians to endorse a formulation of the subject that, although considered pathological,
provides them with a clear path of ethical action in otherwise ethically ambiguous situations. These
kinds of everyday ethical negotiations percolate throughout the American health care system and
are key mechanisms through which notions of economic expediency become entangled with concepts
of the healthy subject. As clinicians struggle out a course of action between competing ethical
imperatives, they also struggle out the workability—and failures—of various articulations of the

subject within contemporary American cultural ideologies of health and pathology.

Models of and Models for: The Cultural
Work of Diagnosis

Anthropologists and other students of cross-cultural psychi-
atry have long emphasized the “cultural load” of western
psychiatric diagnoses and how such diagnoses can obscure
the complexities of human suffering. Lopez and Guarnaccia
(2000), for example, argue that ataques de nervios among
Puerto Ricans are not the same as panic attacks, because they
enfold culture-specific beliefs about human relationships.
Kleinman and Good (1986) argue that, when viewed against
the backdrop of the Cultural Revolution, Chinese neuras-
thenics should not simply be diagnosed as “depressed” but
as expressing deep cultural as well as individual loss. Scheper-
Hughes (1988) highlights the political meanings of “nervous
hunger” among poor Brazilians, and Biehl (2005) defends
Katarina’s symptoms as complex resistance to an abusive mar-
riage. These and other scholars have taught us that rendering
the range of human experiences through the lexicon of west-
ern psychiatry both truncates and transforms patients’ suf-
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fering by abstracting it from local cultural circumstances (e.g.,
Brown 1995).

Here, I want to pivot this standard analytical gaze just a
bit, to consider less the effect of receiving a diagnosis on the
patient and more the conceptual and moral work of the act
of diagnosing itself for professionals as brokers of mental health
care. I am particularly interested in how this works in the
American managed care context, where diagnoses are the cur-
rency of value (Hopper 2001). My focus, then, is on clinicians
at the eating disorder clinic—social workers, counselors, psy-
chiatrists, medical doctors. I am interested in how the practice
of diagnosing clients unfolds as an ongoing process of ne-
gotiation in the clinic rather than as a discrete, definitive event
and how this process both articulates and transforms clini-
cians’ own understandings of health, illness, and the process
of recovery. I suggest that their clinical decision making ren-
ders visible some of the core cultural contradictions that shape
much of contemporary American political, economic, and
social life.

The Managed Care Revolution

The rise of managed health care in the latter part of the
twentieth century dramatically altered the moral and ethical
landscape of mental health treatment in the United States,
producing new understandings of mental illness and new re-
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gimes of clinical care.' Managed care is first and foremost an
economic model; a system of organizing and rationing health
care services within a capitalist system where market forces
determine both the cost and value of those services. Built on
a rational-choice model of human action with profitability as
the ultimate good, managed care is predicated on the stan-
dardization of a product (health care) across domains, a reg-
ulation of the provision of that product, and a rationing of
the supply of the product in order to maximize economic
profit and minimize loss (Baily 2003; Goldman 1995; Peterson
1998). To do this, managed care organizations (MCOs), such
as Blue Cross, Aetna, United Healthcare, and so forth, con-
tract with hospitals and providers to offer services to sub-
scribers at reduced costs—what Donald (2001) calls “the Wal-
Marting of American psychiatry.”

The managed care approach’ to mental health care strait-
jackets providers into offering manualized treatments stan-
dardized by diagnosis, while simultaneously disincentivizing
forms of psychodynamic practice (old-fashioned talk therapy)
that rely on the largely immeasurable and unreplicable nu-
ances of human interaction. Social scientists, clinicians, and
mental health care consumers alike have decried these
changes, lambasting them as unethical, morally vacuous, and
socially irresponsible (Danzinger and Welfel 2001; Davidson,
Davidson, and Keigher 1999; Kleinke 2001; Rosenberg and
DeMaso 2008; Schneider, Hyer, and Luptak 2000; Sullivan
1999; Zelman and Berenson 1998). The result has been what
Cohen, Marecek, and Gillham (2006, 255) call a “fundamental
clash between psychodynamic culture and the culture of man-
aged care” and what Luhrmann (2000) has characterized as
a moral dilemma at the heart of the American psychiatric
system. The managed care revolution has been wrenching for
many clinicians, who often find themselves torn between an
ethical commitment to provide the best possible care for their
clients and the practical reality that not following the managed
care protocols may mean their clients get no care at all (Gostin

1. Lammers and Geist (1997) identify six ways that managed care has
transformed caring: “(a) It transforms patients from those who suffer
into quasi-consumers with limited choice; (b) it transforms the medical
care facility into a factory; (c) it transforms the patient into a population
member; (d) it shifts cost risks from a third party to the patient and the
provider; (e) it limits the reach of caring; and (f) it transforms providers
into bureaucrats” (p. 45). See also Birenbaum (1997); Dranove (2000);
Mechanic (2007); Morreim (1995a), (1995b); Scott et al. (2000).

2. T use the shorthand terms “managed care model” and “managed
care approach” in this paper to characterize the overarching ideological
and practical contours of managed mental health care in the United
States, specifically, the primacy placed on cost effectiveness, efficiency,
and predictability of outcomes. This is not to suggest that managed care
is entirely monolithic or that all managed care organizations operate in
exactly the same way. Rather, it is to highlight those characteristics that
are largely shared among managed care organizations in the service of
their institutional ends. In this regard, managed mental health care bol-
sters (and is bolstered by) particular formulations of psychiatric practice
(e.g., biomedical psychiatry and cognitive-behavioral approaches) and
sits in contradistinction to other more humanistic or psychodynamic
approaches.
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2000). How, then, do clinicians navigate this minefield of
managed care and still feel ethical about what they do?

In her ethnography of American psychiatrists-in-training,
Luhrmann (2000) asks a similar question. She proposes that
young doctors must learn how to “see” mental illness in two
distinct ways and must become adept at knowing how, when,
and why to apply which set of “lenses” to a given situation.
She characterizes the bifurcation of psychiatry into “biomed-
ical” and “psychodynamic” approaches as a legacy of the Car-
tesian division between body and mind and demonstrates that
this has far-reaching effects for our evaluations of human
suffering and our moral responsibilities of care.’

Luhrmann’s argument is elegant and persuasive. Here, I
want to push this argument further by looking not at how
trainees learn to see mental illness but at practicing clinicians
at an American eating disorders treatment facility and how
they struggle to treat mental illness in a managed care envi-
ronment. I argue that many of the daily ethical challenges
these clinicians face, and the moral reasoning processes
through which they come to feel justified in making the clin-
ical decisions they do, constitute the micropractices that un-
derpin the broader strokes Luhrmann paints. In other words,
I want to look at what happens on the ground when the
philosophical conflicts Luhrmann identifies come up hard
against everyday decisions that may, literally, mean life or
death for a client. And I want to understand how clinicians
themselves make sense of this.

Eating Disorders

Eating disorders clinicians, perhaps more so than any other
mental health specialists, inhabit the ethical worlds of both
biomedical psychiatry and psychotherapy and must become
habituated (in Bourdieu’s 1977 sense) to both in equal mea-
sure. As a result, these clinicians face somewhat different chal-
lenges than those working in community psychiatry (Brodwin
2008; Kirschner and Lachicotte 2001) in that they must be-
come skilled at negotiating multiple systems of care simul-
taneously.

Eating disorders such as anorexia and bulimia are devas-
tating psychiatric illnesses that involve extreme self-punishing
behaviors (see table 1). Anorexia is characterized by self-
starvation to the point of emaciation, coupled with an intense,
overwhelming fear of gaining weight or becoming fat. Ano-

3. The rise of managed care, she argues, walks hand in hand with
ascendance of biomedical psychiatry, which figures the causes (and cures)
of psychiatric distress as dysfunctions of the brain rather than as laments
of the mind. The biomedical approach views mental illness as more or
less comparable to other bodily illnesses, like diabetes or liver disease.
This sits in direct contradistinction to what Luhrmann calls the “psy-
chodynamic” approach, which understands mental illness as something
far more complicated, as entailing the kind of person you are, how you
respond emotionally to the world around you, the idiosyncrasies of your
personal history. In short, Luhrmann notes, “it is your ‘You™ (2000, 6).
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Table 1. Diagnostic criteria for anorexia and bulimia (APA 2000)

Anorexia nervosa

Bulimia nervosa

1. Body weight <85% ideal body weight (IBW) 1.
2. Intense fear of gaining weight or becoming fat, 2.
even though underweight

Recurrent episodes of binge eating
Recurrent compensatory behavior in order to prevent weight
gain: vomiting, laxatives, diuretics, enemas, fasting, or exces-

sive exercise

W

3. Body weight/shape disturbance

. The binge eating and inappropriate compensatory behaviors

both occur, on average, at least twice a week for 3 mo
4. In postmenarcheal females, amenorrhea 4. Self-evaluation is unduly influenced by body shape and weight

rexic women (and they are almost always women®) engage in
seemingly bizarre behaviors and rituals: weighing each piece
of bread in a loaf to ensure that it equals the serving size
listed on the package, and trimming off the crust until it does;
cooking and eating one zucchini per hour—every hour—
between 2 and 6 a.m., and nothing else the rest of the day.
Bulimic women (and increasingly, men; see Parks and Read
1997) have episodes of consuming incredible amounts of food
and then getting rid of it through vomiting, laxatives, exercise,
or fasting. Often, binge foods are those deemed “bad”—salty
foods, fats, sweets. One bulimic woman described a recent
binge to me this way: “an entire pizza, three bags of chips, a
dozen donuts, four gallons of ice cream, a loaf of bread. Then
I chugged three glasses of water, threw up, and started all
over again.” Bulimics might binge and purge up to 10 or 12
hours each day. They may take 10, 15, or 20 laxatives or
exercise for 4 hours each evening. The desperation involved
in bulimia has led women I have met to steal, to lie, to betray
family and friends—anything to get their fix. At the same
time, the shame that accompanies this wanton indulgence of
appetite, and the disgust most feel about the act of purging
itself, fuels a cycle of self-loathing that keeps them caught.
One woman I know actually propped a mirror up on the
toilet seat so she could watch herself throw up, hoping it
would shame her into never doing it again. Her strategy did
not work.

Although anorexia and bulimia are notable for their often
florid behaviors surrounding food, body, and weight, the psy-
chological, emotional, and cognitive dimensions of these ill-
nesses run far deeper. On the whole, women with eating dis-
orders tend to view their bodies with abject disgust, to
experience the weight and shape of their physical existence
as intolerable and excruciating. This is generally coupled with
a self-loathing that seeps into every crevice of self-knowledge
and experience. As one recovering anorexic client described
it to me, “I just miss seeing my bones. I miss that so much!
Just seeing them through my skin. It made me feel safe to be
so near death.” Women with eating disorders often persist in
their behaviors long after they have destroyed relationships,
endangered careers, or interrupted schooling. “I saw what it
was doing to my life,” another client told me. “But the eating

4. The American Psychiatric Association (2000) estimates that 90% of
those who develop anorexia are female.

disorder just felt so good that I didn’t want to give it up. I
couldn’t. I didn’t know who I would be without it.”

Eating disorders, then, clearly entail psychological distur-
bance. But they ravage the body as much as the mind and
carry both immediate and long-term consequences for health
and functioning. In anorexia nervosa’s cycle of self-starvation,
the body is forced to slow down all of its processes to conserve
energy, resulting in abnormally slow heart rate and low blood
pressure. People develop osteoporosis, muscle loss and weak-
ness, and severe dehydration, which can result in kidney fail-
ure. They often experience fainting, fatigue, hair loss, and the
growth of a downy layer of hair called lanugo all over the
body. The recurrent binge-and-purge cycles of bulimia can
affect the entire digestive system as well as other major organs.
Electrolyte and chemical imbalances from frequent vomiting
can cause irregular heartbeats, leading to heart failure and
death. Frequent vomiting can rupture the esophagus. Stomach
acids can stain and decay the teeth. Ulcers and pancreatitis
are common.

Perhaps not surprisingly, eating disorders have the highest
mortality rates of any psychiatric condition (Harris and Bar-
raclough 1998). What may be surprising, however, is that they
are also among the least covered of all psychiatric illnesses in
terms of health insurance. Despite increasing evidence about
the long-term effectiveness of comprehensive treatments for
eating disorders, individuals with these conditions are fre-
quently denied adequate health insurance coverage. Some
health policies even specifically exclude eating disorders
treatment.

The American Psychiatric Association (APA; 2006) issued
practice guidelines for the treatment of anorexia and bulimia:
for anorexia, the recommended treatment is inpatient medical
stabilization and gradual weight gain to within 90% of ideal
body weight, accompanied by intensive individual and group
psychotherapy. First-line recommended treatment for bulimia
is intensive outpatient cognitive-behavioral therapy.

However, a recent study by Fox et al. (2003) found that
only 3% of the 98 health plans they investigated would fully
cover the APA-recommended treatment protocol for anorexia.
A separate report by Striegel-Moore (2000) demonstrated that
the average length of treatment is much lower than the APA’s
recommended standards of care for these disorders. It is es-
timated that, under current policy conditions, approximately
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Table 2. Diagnostic criteria for Borderline Personality Disorder (APA 2000)

N —

. Frantic efforts to avoid real or imagined abandonment (e.g., clinging and controlling behavior)
. A pattern of unstable and intense interpersonal relationships characterized by alternating between extremes of

idealization and devaluation (may idealize caregivers or lovers early on and then switch quickly to devaluing

them as cruel and uncaring)

W

. Identity disturbance: markedly and persistently unstable self-image or sense of self (e.g., sudden and dramatic

shifts in goals, values, vocational aspirations, types of friends)

0N O U

outbursts, often followed by shame and guilt)

Nel

. Impulsivity in at least two areas that are potentially self-damaging (such as substance abuse, binge eating)

. Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior (like cutting)

. Affective instability due to a marked reactivity of mood (e.g., irritability, panic)

. Chronic feelings of emptiness (easily bored, despondent)

. Inappropriate, intense anger, or difficulty controlling anger (may display extreme sarcasm, bitterness, verbal

. Stress-related paranoia or dissociative symptoms (e.g., depersonalization, feeling “unreal”)

one-half of patients with an eating disorder recover, 30 percent
improve somewhat, and 20 percent remain chronically ill.
Those individuals who remain ill often return to treatment
multiple times, utilizing additional medical and psychological
services. They also show increased risk for a range of medical
conditions related to adrenal, cardiac, and reproductive
functioning.

Against this backdrop, eating disorder clinicians struggle
to make ethical decisions about client care (Kaye, Kaplan, and
Zucker 1996; Vandereycken 2003). A survey of eating disorder
specialists around the country, representing nearly every in-
patient eating disorders program in the United States found
the following (National Association of Anorexia Nervosa and
Associated Disorders 1999): (1) Nearly all (96.7%) believe
their patients with anorexia are put in life-threatening situ-
ations because of mandated early discharge; (2) 100% believe
some of their patients suffer relapses as the direct or indirect
consequence of limitations of managed care; (3) 72% say that
managed care routinely orders patients discharged without
considering body weight percentages, contrary to medical
guidelines; (4) The average weight for patients with anorexia
when forced into discharge is 84% of ideal weight, well below
the 95% benchmark recommended by most health profes-
sionals; (5) 18% believe that insurance company policies are
indirectly responsible for the death of at least one of their
patients; and (6) Nearly all (98.1%) believe legislation will be
necessary to alleviate this situation.

It is clear, then, that the vast majority of clinicians view
managed care as the enemy and perhaps almost as harmful
to the client’s health as the eating disorder itself (see also
Robins 2001; Ware et al. 2000). How then do eating disorder
clinicians function within such a system? What kinds of con-
ceptual machinations might be necessary in order for these
professionals to reconcile what they feel bound to do by pro-
fessional ethics and what they are forced to do by economics?

In understanding clinical decision making among eating
disorder practitioners, I have found it necessary to push Luhr-
mann’s distinction between biomedical and psychodynamic
approaches even further, considering these two models as
unfolding contradictory philosophies of authenticity (i.e., they

the stipulate conditions of relationship between inner states
and outward signs) with direct implications for client care.
In this regard, my argument extends Lurhmann’s by exam-
ining how notions of authenticity operationalize (and am-
plify) the different moral commitments of these models in
clinical eating disorder practice. While this is usually a source
of conflict, I will show how, in some extreme cases, debates
about authenticity (perhaps ironically) actually enable clini-
cians to reconcile what seem to be irreconcilable ethical
demands.

The remainder of this paper is divided into four parts. First,
I will introduce the conceptual frame of Borderline Person-
ality Disorder and its formulation of authenticity and pa-
thology. We will then turn to the eating disorder clinic (which
I call Cedar Grove®) for an overview of the local cultures of
recovery generated within. Then, we return to the issue of
authenticity and how it grounds the philosophical contradic-
tions of care raised by Luhrmann in the context of the clinic.
Finally, through a close examination of a recent case at the
clinic, I will demonstrate how “borderline talk” becomes a
way for clinicians at Cedar Grove to reconcile contradictory
imperatives for care and to develop a plan of action that they
may find distasteful but can endorse as ethically sound.

Borderlines, Dementors, and Other
Fearful Things

In the therapy world, borderline patients are considered by
far the most taxing and difficult to work with. Individuals
diagnosed with Borderline Personality Disorder (BPD) are
thought to lack stable, coherent selves, which leads to intense
interpersonal difficulties.® The current Diagnostic and Statis-

5. All names for people and places used in this article are pseudonyms.

6. This understanding of Borderline Personality Disorder is predicated
on a notion of “self” that is highly culturally contingent, namely, that
the healthy self is coherent, bounded, and centralized as the experiential
locus of thought, emotion, and action. Although this concept is arguably
peculiar among human groups (e.g., Ewing 1990; Gaines 1992; Hollan
1992; Shweder and Bourne 1984), it is nevertheless central to contem-
porary western psychiatric practice, and I will use the term “self” in
accordance with this cultural view.
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tical Manual of Mental Disorders (DSM IV-TR; APA 2000)
identifies nine symptoms of BPD, five of which must be
present over time and in a variety of contexts to warrant a
diagnosis (see table 2). In looking at the symptoms associated
with BPD, one might wonder how such florid behaviors come
to be read as evidence of lack of self. It seems that, like a
black hole, the self-void at the center of BPD is thought to
exert a pull on its surroundings and to be detectable precisely
by the chaos that swirls around it. Working with borderlines
in a clinical setting entails crossing this “event horizon” and
plunging into the void. This is thought to be a risky under-
taking for a clinician. Jen, a therapist at Cedar Grove, de-
scribed the experience as “like encountering those Dementors
in Harry Potter. Borderlines suck the life right out of you.”
In fact, a therapist’s own emotional reactions to a client are
thought to be an important diagnostic tool for identifying
“borderlines.” One of Luhrmann’s (2000, 113) psychiatrists
described it as the “meat grinder” sensation—if you [are]
talking to a patient “and it fe[els] like your internal organs
[are] turning into hamburger meat,” she is probably
borderline.

As one of the personality disorders, BPD is recorded on
Axis 1I of the DSM’s five axes. Axis II diagnoses are coded
separately from those listed on Axis I because they are thought
to represent more chronic, characterological difficulties that
persist over the life course, as opposed to the usually more
florid Axis I conditions (e.g., mood disorders like major de-
pression or bipolar disorder, psychotic disorders like schizo-
phrenia, eating disorders, and anxiety disorders). According
to the DSM, BPD occurs about 75% of the time in females
and often emerges in adolescence. It is considered difficult to
treat and involves high risk of suicide. Although therapeutic
interventions can mitigate the intensity of symptoms, “the
tendency toward intense emotions, impulsivity, and intensity
in relationships is often lifelong” (APA 2000, 709).”

BPD and Eating Disorders

Although associated with women in general, BPD is seems to
be overrepresented in women with eating disorders (Diaz-
Marsé, Carrasco, and Saiz 2000; Gartner et al. 1989; Won-
derlich et al. 1990). The predominant hypothesis for this over-
lap is that eating disorders and BPD both, in theory, emerge
from underdeveloped or incomplete selves. From this per-
spective, disordered eating behaviors function to construct a
sort of self-in-relief. Through self-starvation or bingeing and
purging, the literature suggests, women with eating disorders
regulate and define the boundaries of a self that does not
exist, at least not coherently. In this way, disordered eating
can become one way in which borderline features manifest.

7. Borderline Personality Disorder differs from other Axis II disorders
(such as Histrionic Personality Disorder or Dependent Personality Dis-
order) in that it is characterized by instability in mood, social relation-
ships, emotional tone, and behavior. As we will see, this becomes pivotal
in clinical discussions of authenticity and recovery at Cedar Grove.
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Controversies about BPD

Since its inclusion in the DSM in 1980, BPD has been a
lightning rod of controversy, characterized by detractors as a
junk diagnosis, an instrument of misogynistic psychiatric
practice, a caricature of western cultural expectations of fe-
male behavior, and a way of justifying countertransference
toward difficult clients (Akiskal, Chen, and Davis 1985; Shaw
and Proctor 2005; Tyrer 1999). Even those who endorse the
diagnosis as reflecting something “real” in the world have
recognized that its mobilization in practice is often unsyste-
matic and idiosyncratic (Paris 2005). For our purposes here,
I am less interested in whether BPD exists a priori as I am
in how falk about BPD enables a conceptual shift for clinicians
when confronted with certain kinds of ethical dilemmas in
client care. In other words, I leave aside the debate about
whether BPD is “real” and instead examine the very real effects
of the use of this diagnosis in the eating disorder clinic.

Borderline Talk

Specifically, I want explore how BPD—as the presence of a
lack of self—claims explanatory purchase at Cedar Grove in
accounting for clients’ difficulties in treatment. What is no-
table is that the practice I call “borderline talk” involves a
specific figuring of the client’s authenticity (or lack thereof)
in relation to her actions. It is this feature of borderline talk,
I suggest, that enables clinicians to develop a sort of com-
promise formation about what is “really” going on with a
client and therefore to take action they can feel confident is
ethical, even when it contradicts their clinical judgment.

Borderline talk at Cedar Grove is a mode of everyday dis-
course among clinicians that invokes BPD to shorthand clus-
ters of behavioral and interpersonal concerns. It takes a num-
ber of forms. It can be explanatory, accounting for a client’s
behavior (“She’s really borderline. She can’t handle that kind
of feedback from her peers without going into crisis”). It can
be cautionary, as a way of preparing another clinician for an
encounter (“Watch out! She’s in full borderline mode to-
day!”). It can also become a way for therapists to commu-
nicate to each other their personal struggles or even burn out
(like the Dementors comment). Other examples of borderline
talk include comments like, “That drama really shows the
borderline side of her,” “I think her borderline part is getting
in the way of her recovery,” or “Trying to do group therapy
with all these borderlines is like herding cats.”

From what I have observed at the clinic, borderline talk is
not always clearly tied to symptomotology, or at least not
consistently so. While it is certainly not random, borderline
talk does seem to cohere around some clients more than

» «

others and to assume different intensity and serve different
purposes in different circumstances. This would seem to sug-
gest that borderline talk among Cedar Grove clinicians in-
volves a metadiscursive process that goes beyond a simple
diagnostic evaluation of a client. In fact, I propose that bor-
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derline talk articulates at least as much about the therapeutic
process in the clinic itself—and its inherent tensions and con-
tradictions—as it does about any particular client or group
of clients. I have become interested in how the rendering of
a nonself in BPD articulates core, paradoxical formulations
of “authenticity” in the clinic’s own program of recovery—
through which clients (often unsuccessfully) struggle to man-
ifest convincing emergent selves—and how these paradoxes
crystallize broader cultural contradictions about mental illness
and valued “selves” enfolded in contemporary American psy-
chiatric discourse.

The Clinic: Cedar Grove

Cedar Grove is a private eating disorder treatment center
nestled in a quaint suburb of a midsized midwestern town.
Opened in 2001, Cedar Grove offers residential, day treat-
ment, and outpatient programs for individuals with anorexia
or bulimia. Although some men and boys have received treat-
ment at Cedar Grove, the vast majority (98%) of clients are
women and girls, most between the ages of 15 and 40.* Most
clients are white and range from working class to extremely
wealthy. In the seven years since it opened, Cedar Grove has
become one of the premier treatment facilities in the nation,
and clients come from around the country—and even the
world—for care at the facility.

I began conducting fieldwork at Cedar Grove in 2002. Over
the past 6 years, I have attended perhaps 200 treatment team
meetings, dozens of therapist trainings, and several staff re-
treats. I have participated in countless group therapy sessions,
gone on client meal outings, and witnessed multiple inter-
ventions. I have interviewed clients, staff, family members,
therapists, psychiatrists, dietitians, and physicians. In 2006
and 2007, while completing my MSW, I assumed the role of
practicum student at Cedar Grove and performed intakes and
discharges, assisted in developing treatment plans, and com-
municated with insurance companies. Since May of 2007 1
have held the role of therapist at the clinic, maintaining my
own client load for individual psychotherapy and experienc-
ing in a raw, direct way the pressures and contradictions I
had observed as an ethnographer for years and which I de-
scribe here.

Most clients come to Cedar Grove at the insistence of rel-
atives or doctors who fear for their health. When a client is
referred to Cedar Grove, she undergoes a thorough intake
assessment to collect detailed information about her back-
ground, family dynamics, family history of mental illness and
addictions, previous treatments, current stressors, possible co-
morbid conditions, the history of her eating disorder, and her
current reason for seeking treatment. Once the assessment is
done, the intake coordinator recommends a level of care for
the client: residential, day treatment, or intensive outpatient.

8. The youngest client to receive treatment at Cedar Grove was 12.
The oldest was 58.
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Whether a client enters treatment, and at what level, often
depends on whether her insurance will cover the hefty cost,
which ranges from $475 per day for intensive outpatient treat-
ment to $1,100 per day for residential care.’

Given the cost of treatment, the vast majority of clients—
even those who are financially well-off—depend on insurance
benefits to pay for their care, and the trajectories and lengths
of their treatment stays are often directly determined by de-
cisions made by insurance care managers (many of whom
have no specialized education in mental health issues, let alone
eating disorders). Cathy, the utilization review manager at
Cedar Grove, is responsible for obtaining the initial certifi-
cation of insurance benefits for each client and then reviewing
each case as required by the client’s managed care company
(sometimes as often as every 3 days) in order to argue for
the medical necessity of continued care. Decisions about re-
certification rest entirely with the care manager at the man-
aged care organization (MCO).

Cedar Grove’s Philosophy of Eating
Disorders

The therapeutic orientation of Cedar Grove is perhaps best
described as “eclectic psychodynamic.” The program staff has
crafted the program from best-practice research in a range of
therapeutic modalities, including psychodynamic, cognitive-
behavioral, dialectical-behavioral, mindfulness, family ther-
apy, dance movement therapy, art therapy, and internal family
systems therapy. Throughout the week, clients attend groups
using each of these different modalities, and all Cedar Grove
therapists are trained in one or more of these approaches.

Cedar Grove’s philosophy of eating disorders, while eclec-
tic, sits squarely within the psychodynamic paradigm. Cedar
Grove views eating disorders as complex responses to toxic
family environments or other traumatic circumstances. Eating
disorder symptoms are thought to originate as protective cop-
ing mechanisms that “speak” the pain, hurt, rage, confusion,
and other aspects of subjective experience that girls have often
been forced to muffle and keep silent in order to survive.
Over time, the eating disorder comes to eclipse a girl’s sense
of self, so that she fears she cannot exist in the world without
her eating disorder.

A key part of treatment at Cedar Grove is to help a client
understand how and why her eating disorder developed and
what it was (and still is) trying to do for her. Once she is able
to understand how her eating disorder speaks her needs (e.g.,
for empathy, to be taken seriously), she is better able to rec-
ognize how it actually undermines that very process (e.g., her
parents are frustrated with her rather than empathic, she is
viewed as “crazy” rather than as having legitimate com-
plaints). At the same time, it risks her very life. Treatment

9. It is notable that Cedar Grove is less expensive than many other
eating disorders facilities, some of which charge up to $2,500 per day
for residential care.
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then focuses on helping her develop new ways for articulating
these needs and getting them met productively. As a client
increasingly is able to use her own voice (vs. speaking through
the eating disorder), the eating disorder symptoms abate. This
is a lengthy and difficult process, however, and it is expected
that during periods of stress or vulnerability, a client may
reach back to her eating disorder as a familiar coping mech-
anism. She must then work to regain her footing and to
remobilize her new coping skills. Relapse, then, is considered
part and parcel of the healing process and is generally viewed
as an opportunity for continued growth rather than as a fail-
ure of the treatment itself.

The standard managed care view is very different from
Cedar Grove’s. In synergy with biomedical psychiatry and
cognitive-behavioral approaches (which enable controlled
outcomes research and, therefore, lend themselves to cost-
benefit analyses in ways psychodynamic approaches do not),
managed care tends to figure these illnesses as episodic
cognitive-behavioral dysfunctions that are essentially resolved
once the symptoms abate (Wiseman et al 2001). From this
perspective, unlearning an eating disorder rests primarily on
interventions targeting the specific behaviors involved (food
rituals, caloric restriction, purging). The underlying causes
and ongoing functions of an eating disorder are not a focus
of concern, and issues such as “voice” or “sense of self” are
deemed irrelevant. Managed care rests on a rational choice
model that presumes people act out of a desire for self-
preservation. In light of this, the etiology of eating disorders,
and the difficulties clients have in relinquishing their behav-
iors, do not easily compute and are frequently viewed with
skepticism and even dismissal by managed care providers.
When I asked one care provider about why her company
excluded eating disorders, she answered that eating disorders
are “self-inflicted illnesses,” so they should not be covered by
insurance. Another told me that eating disorder clients are “a
nightmare” for his company and his supervisors have told
him to “get them off [his] caseload as quickly as possible.”

Surviving in a Managed Care
Environment: Clinicians as Brokers

A constant, pervasive, and palpable tension permeates Cedar
Grove with regards to the issue of managed care and the
ethical treatment of clients. Clinicians, almost daily, are caught
between providing what they feel is the best care for a client
and getting certification for any care at all. Furthermore, they
are operating in an environment where insurance coverage
could literally be pulled at any time. I have witnessed at least
seven cases where a client who seemed to be making good
progress in treatment was informed that insurance denied
recertification and the client had to leave immediately. Ther-
apists and clients at Cedar Grove work in constant appre-
hension of these sorts of events.

Given this, clinicians at Cedar Grove must continually
strike a balance between contradictory and conflicting im-
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peratives about best ethical practice in treating their clients.
From what I have seen, this usually entails a rather simple (if
sometimes creative) process of “code switching” between the
psychodynamic concepts and discourses used in everyday
practice at the clinic and the more formulaic, objectivist dis-
courses recorded in documents reviewed by the MCO, such
as treatment plans and progress notes. Take, for example, the
case of Bethany, a 16-year-old diabetic girl who had been
bingeing on carbohydrates and then refusing to take her in-
sulin in order to lose weight. After her second episode of
diabetic coma she had been admitted to the Cedar Grove’s
residential program. The insurance company was adamant
that a central treatment goal in this case was for Bethany’s
parents to take control of their daughter and force her to take
the insulin injections at home (a strategy that had failed mis-
erably in the months leading up to the admission). In the
course of family therapy, it was discovered that Bethany’s
father was a serious alcoholic and, although frequently at
home, was a far cry from the kind of responsible adult pres-
ence the insurance company assumed to be in Bethany’s
home. In the Cedar Grove view, one function of Bethany’s
eating disorder seemed to be, at least in part, to give voice
to the destructive aspects of her father’s addiction, which was
a forbidden topic of conversation in the family.

In everyday conversation, Bethany’s therapist would report
things like, “Bethany did a great job yesterday. She finally
named her father’s alcoholism! That’s the first time anyone
in that family has named it. She was able to actually say that
something is wrong in the family and didn’t need her eating
disorder to say it for her.” When she went to write the progress
note for the session, however, the therapist was careful to
frame what had happened in language that the insurance
company could easily identify and link up with stated treat-
ment goals. She wrote, “Client was educated on self-assertion
techniques and was able to employ these tools during family
session.” Certainly, both reflect what happened in the session,
but they communicate very different things about how and
why Bethany was getting better. Therapists must become self-
consciously adept at switching between these modes of dis-
course and representing psychodynamic thinking about the
client’s progress in rational choice language about how that
progress is made visible in observable behavior. To this end,
therapists participate in mandatory quarterly trainings on
how to write useful progress notes and document effectively,
and this code-switching is openly discussed in weekly staff
meetings (e.g., when therapists ask the utilization review man-
ager to dictate what to write on a discharge form to “make
it sound more insurance-y”). I want to be clear that this is
not the same as lying. It is more a question of framing in-
formation in way to make it, as Cathy the insurance manager
describes it, “more digestible” to the managed care companies
(see also Anderson 2000). In this way, therapists learn to
broker client behavior in order to receive continued treatment
coverage.

Nevertheless, there is one arena where this code-switching
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seems exceptionally problematic and where the incommen-
surability between the psychodynamic model and the man-
aged care model of how to understand client behavior is,
perhaps, too profound: client noncompliance while in treat-
ment. Noncompliance can describe a range of things, from
outright refusal of treatment interventions to other kinds of
“acting out” behavior. It is in evaluating noncompliance that
I suggest questions of a client’s authenticity emerge as central
to ethical decision making at the clinic. To what extent is she
genuinely invested in her own care? How can we know? These
questions turn on how we understand the relationship be-
tween a client’s outward behavior and her internal commit-
ments. Before turning to a specific case of client noncom-
pliance and how borderline talk helps clinicians take action,
I want to tease out some of the philosophical issues at stake
in these questions.

Autonomy, Authenticity, and the
Healthy Subject

Both the managed care model and the psychodynamic model
endorse the autonomous subject as the model of health. Both
understand autonomy in the modern liberal political philo-
sophical sense as a form of self-governance, as “acting within
a framework of rules one sets for oneself” and having “a kind
of authority over oneself as well as the power to act on that
authority” (Oshana 2007, 1)."° They differ, however, in how
they formulate authenticity and whether authenticity is con-
sidered an integral component of this autonomy. This may
seem like a minor point, but as we will see, it has very pro-
found consequences for how these models become opera-
tionalized in clinical practice.

In the liberal humanist tradition (and in colloquial usage),
“authenticity” often connotes a sense of being true to one’s
self, of expressing and inhabiting a core existential orientation
to the world. But this is only one interpretation of authen-
ticity, and a very specific one at that. In fact, the philosophical
literature is replete with debates about the term “authenticity”
and its use. Here, I want to build on Oshana’s (2007) distil-
lation of these debates and her distinction between what she
calls procedural and epistemic authenticity as a way of teasing
out the contradictions between the managed care and psy-
chodynamic models that seem most troublesome to eating
disorder clinicians. In brief, procedural authenticity has to do
with the consonance (or not) of one’s actions with one’s stated
moral values. One acts authentically when one behaves in a
certain way. Epistemic authenticity is of a different order; it
has to do with the degree to which one’s internal “radio” is
“tuned” to those values. In this model, correct action (that
is, action consistent with the endorsed values) is incidental
to epistemic authenticity in the sense that it follows from this

10. For historical discussions of the development of the concept of
autonomy, see Dworkin (1988); Lindley (1986); Schneewind (1998); and
Taylor (1991).
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attunement (or, in some cases, can facilitate it), but exists at
the level of the performative rather than at the more fun-
damental level of the existential. Let us look more closely
about how these different formulations of authenticity unfold
in psychodynamic and managed care discourses.

The Psychodynamic Model and Epistemic Authenticity:
A Healthy Self Is a “True” Self

“Psychodynamic” is a somewhat generic term that can include
a number of different schools of thought, but we can rea-
sonably characterize as “psychodynamic” those approaches
that entail the following core set of assumptions about human
behavior, human motivation, and psychiatric distress: (1) Hu-
man behavior is meaningful. This is thought to be true even
when the meaning of the behavior is not readily apparent to
the individual, the clinician, or others; (2) The meanings of
human behavior derive from an interaction between an in-
dividual’s life experiences and current social context; (3) The
meanings of behavior are closely entangled with an individ-
ual’s cognitive and emotional processes, which tend to or-
ganize themselves in functional response to an individual’s
social and interpersonal environments over time; (4) Indi-
viduals themselves may not be aware of the meanings of their
behaviors or the substrates of emotion and cognition that
motivate them and can even be perplexed or distressed by
them; and (5) Therapists and other mental health profes-
sionals are specially trained to help individuals uncover the
meanings of their behaviors (why they do what they do) or
the origins of distress (why they think what they think, or
why they feel what they feel).

What makes approaches with these assumptions “psycho-
dynamic” (vs., e.g., “behaviorist”) is a commitment to an
understanding of human behavior as overdetermined, mean-
ing that there may be several (sometimes contradictory) rea-
sons that a given behavior (e.g., self-harm) assumes moti-
vational meaning within the context of an individual’s life
circumstance. It follows, then, that psychodynamic interven-
tions for a target behavior will work only if and when the
complex motivations for the behavior have been adequately
understood and addressed.

The psychodynamic tradition is firmly situated within com-
mitments to an ideal of the modern liberal subject. One of
the hallmarks of psychodynamic thinking is that it is predi-
cated on an understanding of the healthy subject as developing
along a trajectory from a state of total dependency to in-
creasing individuation and autonomy, grounded in a sense of
self-mastery and self-efficacy. How and when and to what
extent such individuation occurs is a matter of great debate
in psychodynamic circles, but the idea that mental health is
characterized by the development and solidification of the
“self” as a seat of largely independent thought, motivation,
and action is central to all such models. Specifically, the notion
that a healthy self is a “true” self forms the core of the psy-
chodynamic approach. Authenticity, in its epistemic sense,
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then, is viewed as necessary for the achievement of healthy
autonomy.

Managed Care and Procedural Authenticity:
Healthy Is as Healthy Does

The managed care approach to health care rests on propo-
sitions that sit uneasily with those central to the psychody-
namic approach. Specifically, the managed care model is built
on a notion of autonomy as entailing procedural, versus ep-
istemic, authenticity. In this view, authenticity involves the
development of capacities to act in accordance with the values
and ideals one endorses. Here, authenticity refers more to a
consistency of action within a moral system rather than an
expression of intrinsic, essential self. Authenticity in this sense
involves bringing a subject’s actions in line with the ideolog-
ical commitments she espouses. To act authentically means
to behave in a way that is consistent with these values.

As an economic model, managed care does not explicitly
articulate a model of human psychological functioning, or, at
least, it is not self-consciously so. One can argue, however,
that in fact the managed care approach rests entirely on prop-
ositions about why people do what they do, how well we can
predict such behavior, and how economics can be brought
to bear on shaping that behavior. Grounded in a rational
choice model of human behavior, the managed care approach
assumes that patients will make good faith use of treatments
as prescribed in order to maximize health and minimize harm.
Accordingly, this model emphasizes a standardization of the
provision of care, and services are “managed” according to
such assumptions about client participation. This model as-
sumes that individuals can and will freely choose from among
an array of options and will maximize their health benefits
in the service of self-preservation and development.

The managed care approach, like the psychodynamic ap-
proach, then, is predicated on a particular idea of the modern
liberal subject and the centrality of autonomy in healthy (cor-
rect) action. The autonomy advanced in the managed care
approach is one grounded in the capacity to reason and act
in the world, unfettered by maladaptive impulses. In this re-
gard, it elaborates the procedural notion of authenticity by
emphasizing the quality and development of competencies as
indicative of increasing autonomy. Whether such action re-
flects the kinds of authentic commitments (in an epistemic
sense) of the subject is of little relevance to the exercising of
autonomy in this fashion. Rather, authenticity in the managed
care model is gauged as the degree of correspondence between
a client’s behavior and the indicators of health outlined by
the MCO, whether or not such behavior reflects the personal
values or commitments of the client herself.

Procedural and epistemic authenticity are not in and of
themselves incompatible, but they differ in important ways.
Take, for example, the following scenario: I believe in the
value of helping those less fortunate than I. Each year in early
December, I donate bags of old clothes to a local charity. My
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actions are in line with the values with that I identify, making
this action authentic in a procedural sense. But whether it is
authentic in the epistemic sense depends on my actual mo-
tivations for donating the clothes, and the degree to which I
am aware of them. I may genuinely wish to help others and
feel a moral obligation to share my good fortune. This would
lend my act a degree of epistemic authenticity in addition to
procedural authenticity. But perhaps I am motivated instead
by the tax deduction I can take by making large charitable
donations before the end of the year. This changes the context
of the action that, although still procedurally authentic, now
becomes epistemically inauthentic. I may or may not be aware
of this underlying motivation for my charitable act—in fact,
I may have convinced myself that my motivations are entirely
unselfish and that the tax benefits are of no consequence.
Whether this is actually true for me, and whether I know it,
depends on my ability to reflect upon my own actions. The
determination of epistemic authenticity is predicated, then,
on a capacity and desire for critical self-reflection and self-
awareness that risks discovering that one’s motives are not
necessarily what they seem. As we will see below, such tensions
are far more than just obscure philosophical differences—
they lead clinicians and managed care officers to differently
evaluate indicators of pathology and recovery in eating dis-
order clients, and they shape the clinical decisions that follow
from such evaluations.

Authenticity and the Ethics of Care

The two formulations of authenticity in the managed care
and psychodynamic approaches lead to different ethical tra-
jectories of care (table 3). Contrary to managed care’s rational
choice assumption that an individual’s prime directive is self-
preservation, the psychodynamic perspective recognizes that
mental illness often entails self-destructive intention (e.g., su-
icidal gestures, poor self-care, social isolation), the causes of
which are frequently outside an individual’s conscious aware-
ness. Given the understanding of psychiatric distress as em-
bedded within an individual’s life history, psychodynamic ap-
proaches reject the managed care notion of “standardized”
care delivered by clinicians acting as technicians and instead
privilege individualized treatments and emphasize the pri-
macy of the therapist-client relationship in the healing pro-
cess. Similarly, treatment course and length are determined
within the context of that relationship in the psychodynamic
model, not a priori based on the diagnosis alone as in the
managed care model. Psychodynamic treatment involves an
ethos of care predicated on a holistic understanding of the
person as made up of complex moods, experiences, thoughts,
and behaviors that have developed over time in the context
of social relationships with others. From this perspective, a
client’s present difficulties both are contiguous with her past
and hold implications for her future. Her psychiatric distress
is part and parcel of who she is as a person. The managed
care model, in contrast, maintains an ethos of care focused
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Table 3: Managed care versus psychodynamic trajectories of care

Managed care model

Psychodynamic model

Autonomy predicated on procedural authenticity

Successful treatment: development of capacities as action as con-
sistent with positive health outcomes

Rational choice—people act toward self-preservation

Focus of treatment should be on acute symptoms

Autonomy predicated on epistemic authenticity
Successful treatment: development of critical self-reflection and “owning”
one’s actions

Stochastic choice: behavior is overdetermined and complex and may include

self-destructive intention
Acute symptoms manifest chronic difficulties; treatment must attend to
both to prevent relapse

Psychiatric distress is episodic
Psychiatric symptoms are discrete, separate from person
Symptoms abate in response to standardized interventions

Care should be standardized and time limited
Symptom relief indicates the end of the acute episode of distress

Mental health providers function as technicians, delivering inter-
ventions in standardized form
The primary ethical imperative is cost effectiveness

Psychiatric distress if often chronic, with periods of flare-ups

Psychiatric symptoms are embedded in person

Symptoms abate through the discovery of the functions of those symptoms
for the individual and the development of alternative behaviors; this oc-
curs in the context of a long-term therapeutic relationship

Care should be individualized and tailored to each client’s particular needs

Symptom relief indicates treatment is in the process of working, though sev-
eral cycles of abatement and intensification of symptoms are expected in
the process of healing

Mental health providers are specialists; the type and quality of therapeutic
relationships they develop are individualized per client

The primary ethical imperative is client care

on the isolation and treatment of disease as discrete and sep-
arate from the person as a whole. Unlike the psychodynamic
view, the managed care perspective understands psychiatric
distress as episodic rather than endemic, as a “state” the per-
son is in versus a “trait” that endures.

Using a somewhat different theoretical lexicon, we might
say that the managed care model construes authenticity as a
technology of action, whereas the psychodynamic model con-
strues authenticity as a technology of self (Foucault et al 1988).
While these two formulations are perhaps often related, they
are not necessarily so. Depending on one’s theoretical com-
mitments, it is conceivable to maintain that a technology of
action does not necessarily involve a technology of self (e.g.,
a straight behaviorist perspective), though the opposite prop-
osition (that a technology of self does not require a technology
of action) is somewhat more difficult to endorse. Nevertheless,
it remains the case that these two formulations of authenticity,
as well as the implications they have for understanding and
evaluating why people do what they do and whether that
indicates progression towards autonomy and health, come
into direct conflict in the context of eating disorder treatment.

Take, for example, a client named Courtney. Courtney, a
14-year-old white girl from a small midwestern town, was
brought to the clinic by her parents. She did not want treat-
ment for her eating disorder and was extremely angry and
resentful that her parents had forced her into care. For the
first few days, Courtney would not eat and refused to attend
any therapeutic groups. The medical team placed a feeding
tube and Courtney’s parents told her if she did not comply
with the clinic program she would be sent to a medical facility
for refeeding and then returned to the clinic. Courtney ca-
pitulated—sort of. She accepted the feeding tube without pro-
test. She began to eat her meals and snacks. She attended all
therapeutic groups as well as individual therapy. She followed

all the rules. And she talked constantly about how as soon as
she met her weight goal and was discharged, she would go
right back to her eating disorder.

In evaluating Courtney’s situation from the two different
perspectives described above, we come to very different as-
sessments of her recovery and what kinds of clinical decisions
would be in her best interest. From a procedural standpoint,
Courtney was much improved. She was eating. She was gain-
ing weight. She was compliant with the program. Indeed, her
managed care company was very pleased, and set a discharge
date for her within 3 weeks of admission. From an epistemic
standpoint, however, Courtney had made little if any progress
at all; in fact, the therapeutic staff at the clinic felt that her
pseudo-compliance spoke volumes about the severe and en-
trenched nature of her illness and her dire need for more
treatment.

Despite these kinds of fundamental contradictions, how-
ever, managed health care and psychodynamic practice are
intimately entwined in our current health care environment,
as each requires the other for its continued production and
legitimation. Managed care companies rely on providers to
subscribe to their networks and to treat patients according to
their guidelines. Providers rely on managed care companies
for referrals and to pay for client care. Balanced at the nexus
of this uneasy alliance are the treatment professionals who
must translate between these competing models of treatment
while at the same time retaining as their primary ethical com-
mitment the wellbeing of their clients.

So what happens when the strategies for navigating the
contradictory ethical imperatives of the managed care and
psychodynamic frameworks fail? I have suggested that one
place these strategies fail most miserably is client noncom-
pliance while in treatment. I have also suggested that the
practice I call borderline talk emerges in these circumstances
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as clinicians, caught between two models of ethical action,
are confronted with urgent ethical dilemmas about client care.
To see how this happens, and why borderline talk “works,”
let us examine how it plays out in one client’s story, which
is representative of dozens I have followed at Cedar Grove.

Caroline’s Story

Caroline is a 20-year-old white woman who was transferred
to Cedar Grove directly from the hospital where she had been
treated for kidney failure as a result of her bulimia. Before
her hospitalization, Caroline had been bingeing and purging
for up to 10 hours a day. She spent hundreds of dollars a
week on binge food and, for the past year, had even been
prostituting herself to get money for her binges. She is also
a cutter and has scars on both forearms from years of self-
inflicted razor blade cuts. She has a long history of depression
and has frequently felt suicidal, though she has never actually
attempted suicide.

By the time she made it to Cedar Grove, Caroline was
distraught. She had been in the hospital for 2 weeks straight
and her urges to binge and purge were extremely high. She
felt and acted like an addict desperate for a fix. She paced,
she shook, she could not concentrate because of intrusive
thoughts about food. She was a wreck. Eventually, she figured
out a way to purge in secret at the clinic, and began to do
so regularly. She was caught when Ziploc bags full of vomit
were discovered hidden under her bed. Over the next several
weeks, she continued to find new ways to purge but began
to come to staff directly afterwards to tell them what she had
done and to process what had prompted the behavior. She
participated in groups, saw her therapist, and took her med-
ications. Gradually, although she still struggled with strong
urges, Caroline’s episodes of purging began to decrease. She
continued to be invested in treatment and gradually developed
new strategies for modulating her urges. At one point, 3
months into her treatment, she went 17 days without bingeing
or purging, the longest she had gone in over 6 years. She
began, for the first time, to feel optimistic about the possibility
of recovery, even though it still seemed distant.

It was at this point that Caroline’s insurance company de-
termined that she was no longer “acute” and should be dis-
charged from treatment. When Caroline heard the news, she
panicked. “I can’t leave treatment!” she told me, sobbing. “I'm
not ready! If I go out there, I know things will go back to
the way they were. I can’t go back to that life!” The evening
of this decision, Caroline purged for the first time in over 2
weeks. The following day while on a pass she spent the entire
3 hours bingeing and purging. She cut. She became suicidal.
The Cedar Grove staff initiated three insurance appeals on
Caroline’s behalf, all of which were denied. When pressed by
the clinic’s director for an explanation, the insurance case
officer eventually revealed that the company had determined
that Caroline was “borderline,” and because, in his words,
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“you can’t treat borderlines,” they were no longer authorizing
coverage.

Conceptual Dysfunction

Let us pause here to consider in more detail what, precisely,
is being communicated between the care manager and Cedar
Grove in this interaction. The care manager maintains that,
because Caroline’s acute symptoms of bingeing and purging
have abated, she is no longer eligible for care. The cessation
of symptoms marks the end of the present episode of disease.
Whatever difficulties remain, he suggests, are due to an un-
derlying, chronic personality disorder which, in his view, is
outside the scope of the MCO’s treatment purview, primarily
because “you can’t treat borderlines” (i.e., there is little
evidence-based research on which to design standardized
treatment interventions for this condition). Ignoring for the
moment that this is factually untrue (Feigenbaum 2007), what
the care manager seems to be communicating is that he rec-
ognizes that Caroline is not 