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The Lost Years

BY l.M.

My life began in a seemingly ordinary way. But it didn’t remain that way 
for long. i was born the second out of three girls into a strict european 
family where the motto was “yours is not to question why, yours is just 
to do or die.” The rules were strict and nonnegotiable. i was never per-
mitted to show any anger or sadness. Ours was a family ruled by fear, 
with a splash of Catholic guilt to “straighten us out.” i learned early that 
the only way to survive was to follow the rules of authority without 
question, never express anger, and never ever let them see me cry. a 
great part of my early childhood went by in a blur. i never questioned 
them or told them no. They were the adults to be followed without 
argument. They told me that anything that happens under their roof 
stays there. it was a perfect breeding ground for a wide variety of emo-
tional issues.

When i was young, my grandfather abused me. He called it playing 
big girl games. He said it was a way to prove that i loved him and that i 
was his little angel. Over the next several years his “games” continued.

in high school, when i was 14, my grandfather died. i remember this 
day even though most of my life was buried. i was supposed to babysit 
that night and was going to say good-bye to him. He had made com-
ments about my body changing and that he wanted to see it. for the first 
time i said no. i ran away as the car that was picking me up honked. i 
felt relief that i could escape for the night. The next morning i got the 
phone call that my grandfather had been taken to the hospital. He had 
a massive heart attack and didn’t make it. i spent the next several years 
blaming myself for killing him by saying no to him. Shortly after, i had 
my first experience with the school psychologist.

it happened purely by accident. By this time i had started to make 
small scratches on the inside of my left arm. While in driver’s educa-
tion, my teacher asked about the scratches on my arm. from where he 
was sitting, he had a good view. Panic set in. i thought, “What do i tell 
him? i can’t tell him the truth.” i said, “it’s nothing. i was playing in the 
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woods and got scratched.” Before the day was over, i was called to the 
nurse’s office. i figured i would tell her the same thing that i told the 
teacher. She gave me some bullshit story that she wanted to see them to 
make sure that the scratches didn’t get infected. Next thing i know she 
is on the phone with the social worker, saying, “She’s here in the office, 
now—could you come by?” The social worker showed up and asked 
what had happened. She said that some people do this because they are 
being abused at home. She asked me if that was happening. i looked her 
in the eyes and said, “No. i was playing in the woods and got scratched.” 
She called the school psychologist into the room. My panic level was so 
high i felt like i was going to jump out of my skin. The room became 
blurry; i felt fuzzy. They said that they had to tell my parents about this. 
i pleaded with them not to. i choked on my fear and felt like i was going 
to throw up. i got up and tried to bolt. The social worker had moved in 
front of the door to block my exit. i yelled at her. “You bitch. get out 
of my way.” She tried to grab my arm. i recoiled—it felt as though i had 
been burned. They gave me a choice. They would call my parents or i 
could tell them, as long as they called the nurse in the morning to prove 
that i had told them. i got her back later. after school, i stayed late. i 
tried to figure out how to tell my parents in a way that was all fluff and 
no substance. i couldn’t tell them the truth. They wouldn’t do anything, 
and i would be killed. Several years before my older sister told my par-
ents about what our grandfather had been doing. They went into my 
grandparents’ kitchen and closed the door. i heard screaming coming 
from behind the door. i heard my grandfather being hit. after several 
minutes, my parents stormed out of the room right past me. Nothing 
was ever said about the “incident.” My parents continued to let him live 
in their home and never asked if he was still abusing me. He was, and 
they didn’t even bother to do anything to stop it. They handled this 
situation in the same way that they handled everything else. They beat 
the crap out of the guilty party and expected me to be happy about it. 
Why would i even bother trying to tell them the truth about what my 
grandfather did?

i was going out to the bus stop to take the late bus home, but there 
across the street was my mother’s van. i started to panic. Should i pre-
tend that i didn’t see her? Should i just bite the bullet and tell her the 
bullshit story that i had concocted? i decided on the latter. She took 
me to the lake behind the school and asked, “Why would you do that? 
Haven’t your father and i always treated you three the same?” i told her 
that yes they had. i told her that i didn’t know why i had done that. i 
told her that it made me feel better. When i went back to school the 
next day, i hunted down the people that had lied to me. i told them 
exactly how i felt. “You lied to me. You expect me to tell you what is 
going on with me when you can’t even keep your mouth shut for one 
day? You expect me to trust you when you went back on your word? 
Think again.” a few weeks later, i stayed after school, as i had done so 
often, to avoid going home. i walked silently into the social worker’s 
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office. i had just cut my hand with a piece of glass so that i could bleed 
on her newly washed floor. She must have heard something because she 
called out, “Hello . . . anyone there?” i didn’t answer. i just let my hand 
drip blood on her clean floor and walked out.

i wound up spending several hours sitting in the school shrink’s 
office. i looked him straight in the eyes and lied to him, saying, “Noth-
ing is happening at home.” What was he going to do—beat an answer 
out of me? My father and mother already tried that. i didn’t even feel 
the physical pain anymore. i was so numb. There was no one who could 
hurt me any more than i had already been hurt. in my head, i would 
repeat, “You do not exist in my world. You can’t touch me.” i finally 
graduated from high school without having divulged my secret. i lost a 
lot of time. My memory was like Swiss cheese. i was accused of having 
done things or said things that i swore i had never done or said. Truth is, 
i didn’t remember most of my life. There were moments here and there, 
but nothing made sense. i felt as though a stranger was living my life and 
i had no control over what this person did or said.

i went away to college in iowa, relieved that i could leave my family 
and escape several hundred miles away. i was hoping for a new start. 
Maybe i could stop cutting to relieve the pressure inside. Maybe i would 
not be so numb that the sting of a razor’s edge was the only thing that i 
could feel. Maybe i could crawl out of the fog that was always threaten-
ing to consume me. Maybe i wouldn’t have the dark emptiness inside. 
Maybe, just maybe, i would find someone that could understand why i 
felt so crazy inside. This hope didn’t last long—only a few weeks. i was 
back to cutting to feel real. i even went so far as to paint pictures in my 
own blood and hang them on my side of the dorm room. My dorm mate 
was not happy. She reported me to the director of the dorm. i couldn’t 
stop the stranger that was living my life from cutting. i just didn’t let 
anyone see the cuts. at around the same time, i had met a guy. He was 
nice enough at first. i thought that this is what every young woman 
did. i had never dated before this, so i didn’t know what to expect. He 
started pressuring me to have a sexual relationship. i told him i was a 
virgin, but he was confused that i knew how to physically please him. 
He never wanted to touch me because he thought that was “disgusting.” 
This only fed into the core beliefs that i had that my body is disgust-
ing and had only one purpose: to be used. He asked me to dress up in 
revealing clothes, and pretend that i was sleeping so that he could pre-
tend to sneak into the room and have his way with me. He wanted me to 
fight back. Sometimes he would tie me up before sex. i went along with 
it because i didn’t know that i could say “no.” He would say that i was 
his f#$* doll. it all seemed familiar—as though i had done this before. i 
couldn’t remember where or how.

During my sophomore year, i took a developmental psychology class. 
in this class, we were learning about using art to help children express 
their feelings. We also learned what would be considered to be red flags 
when children were in trouble or there was a possibility of abuse at 
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home. i felt as though a train had hit me. i thought, “i have a lot of those 
signs in behavior and in my poetry.” i talked to the professor after class 
to find out ways to make sure that these behaviors were indeed red flags. 
i knew only that my parents used to beat me at home. i also knew that 
my grandfather had sometimes touched me inappropriately. i had no 
idea that this was only the tip of the truth.

My problem with cutting became increasingly worse. The cuts were 
never deep enough to make me feel like i was alive. i lived day to day 
in a fog, where nothing felt real. i called it my “unreal reality.” i also 
started to restrict food and purge when i did eat. in an effort to become 
less attractive to my boyfriend, i had lost 10 pounds in a few weeks. i 
wanted to be invisible. The cutting became so frequent, as did my desire 
to end the miserable existence that i had created. My first trip to a psych 
ward was a result of cutting too deeply. They were able to keep me there 
on 24-hour observation. They went through their standard questions. i 
lied to get out of there by telling them that i wasn’t trying to kill myself. 
i told them i didn’t know why i cut except that it made me feel more 
real. They finally let me out aMa (against medical advice). i had to fol-
low up with the psychiatrist. i agreed to see him once a week. at some 
point, he tried to tell me that i had dissociated myself from my child-
hood experiences. That’s why i could not remember any of it. i told him 
that the reason i couldn’t remember was because there was nothing to 
remember. i had a small problem with food. i had a difficult time with 
remembering where i was sometimes. i forgot what i said sometimes or 
what i had done. i admitted that my parents treated me horribly while 
i was growing up. i also admitted that my grandfather had sometimes 
touched me inappropriately.

i spent the next 3 years in and out of the hospital because of cutting, 
suicide attempts, and my eating disorder. i had a difficult time concen-
trating, but somehow i managed to graduate from college. The worst 
part of it was that i lived every day like i was surrounded by a fog that 
kept trying to consume me. i felt as though i had rocks tied on my feet. 
They were so heavy that i could hardly move. i noticed that i found 
strange things appearing in my room. There were baby blankets, paci-
fiers, and an entire set of art supplies, to name a few. i know that i had 
not purchased them, so how did they get there? i never spoke of these 
things to anyone. How would i explain how they got there? i hid them 
from my boyfriend, and he never found out. i had been with the same 
person for 6 years. How would i tell him about my memory problems?

i had secretly started seeing an older woman. She seemed kind and 
nurturing. She never forced me to be sexual or do things that i didn’t 
want to do. i finally moved out of my boyfriend’s house and moved in 
with the older woman. During the 3-year relationship i had with her, i 
never once was afraid that i would wake up in the middle of the night 
with someone trying to have sex with me. it was quite the opposite. at 
first she was very kind. after several months, i felt like she was smother-
ing me. i was constantly taking care of her and her house. i did all of the 
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cleaning and cooking while working full-time. i became more involved 
with cutting and not eating. it was as though she was sucking all of the 
energy out of me. My weight dropped lower and lower. i stayed in the 
second bedroom with the door closed. i couldn’t stand to be touched. 
every time anyone came near me, i would recoil. i felt as though some-
one had shocked or burned me. i finally had to quit my job at a day care 
center. i couldn’t lift the kids anymore, and my brain was not working 
properly. i could not concentrate at work and decided that it was not 
right to risk the welfare of the children that depended on me to keep 
them safe.

i quit therapy and decided i had nowhere to go. i could stay with this 
woman who sucked the life out of me, or i could go back to live with 
my parents and get treatment for my eating disorder. i knew somewhere 
inside that i would not survive much longer. The way i saw it, i had 
three choices: i could stay where i was at and wait to die, i could end it 
all quickly, or i could ask my parents for help. Some part of me did not 
want to die and fought to keep me alive. Somehow, i made the deci-
sion to ask my parents for help. Somehow, i got into treatment. i don’t 
regret that choice because i am physically and mentally healthier than i 
ever have been before. i am fortunate to have found the right therapist 
and the right treatment. i am convinced that i would not be alive had 
some higher power not intervened. i am choosing healthier relation-
ships. The road is not always easy, and at times i find myself slipping 
into old habits. But, i am not there as long because i have been offered 
more effective ways of coping. i just need to make the decision to take 
the healthier path.
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Introduction

RaNDY a. SaNSONe, MD
JOHN l. leViTT, PHD

The juncture between personality disorders and eating disorders truly 
remains one of the challenging frontiers in the eating disorders field. 
almost all eating disorder clinicians have pondered this perplexing rela-
tionship and grappled with the treatment implications of working with 
patients with both eating and personality psychopathologies. We first 
attempted to globally explore this frontier in a special edition of the 
journal Eating Disorders: The Journal of Treatment and Prevention. it is 
not surprising that this special edition generated even more questions 
for us, which served as the impetus for this edited book on personality 
disorders and eating disorders.

in developing a strategy for this volume, we intentionally sought to 
blend together two disciplines of experts—those anchored in the field 
of personality pathology and those anchored in the field of eating disor-
ders. in doing so, we anticipated an elite volume consisting of a unique 
merger of talented and well-qualified experts in their respective fields. 
We believe that we have achieved this.

in the first chapter of this volume, Martina Jovev and Henry Jackson 
provide a robust introduction to personality conceptualization and the 
intricacies of personality disorder diagnosis. These authors dialogue cat-
egorical versus dimensional models of personality assessment, the dif-
ficulty of assessing maladaptiveness in Diagnostic and Statistical Manual 
of Mental Disorders axis ii disorders, and the role of cultural influences 
on personality. in the second chapter, we review the prevalence of per-
sonality disorders among those with eating disorders and provide a lit-
erature-review-based summary.

Chapters 3 and 4 explore some of the etiological issues related to per-
sonality disorders and eating disorders. given that many axis ii disor-
ders appear to have various degrees of genetic predisposition, the focus 
is on other aspects of etiology. angela favaro and Paolo Santonastaso dis-
cuss the intriguing coexistence of impulsive and compulsive personality 
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traits in patients with eating disorders. We discuss the unfortunate role 
of childhood trauma as a risk factor for certain types of personality dis-
orders, which in turn appear to function as subsequent risk factors for 
particular types of eating disorders.

Chapters 5 and 6 of this volume review patient assessment. Stephanie 
Stepp, Rebecca Schwartz, Marika Solhan, and Timothy Trull provide us 
with a unique overview of the available assessment tools for use in this 
comorbid population. Kelly Vitousek and Roxanna Stumpf deftly tackle 
the challenges of assessing personality functioning in acutely ill patients 
with eating disorders.

Based on the literature analysis in Chapter 2, the next three chapters 
provide the reader with an overview of the personality pathologies most 
commonly encountered in individuals with eating disorders—specifi-
cally, obsessive-compulsive, borderline, and avoidant personality disor-
ders. Parinda Parikh and Katharine Halmi review obsessive-compulsive 
personality disorder, contrasting it with obsessive-compulsive disorder. 
We review borderline and avoidant personality disorders, emphasizing 
the potential adaptive roles of eating disorders in patients with these 
axis ii phenomena.

Justifiably, the largest section of this book is devoted to treatment. 
We wanted to provide the reader with various approaches to clinical 
intervention, and we have attempted to do so. However, with the excep-
tion of the suggested treatment strategies for borderline personality dis-
order, few of which are empirically supported, the clinical literature in 
this area is very sparse. Janice Russell begins this section by reviewing 
a multicomponent treatment strategy for the many patients with eating 
disorders that clinicians encounter with comorbid obsessive-compulsive 
personality traits or disorder. The next two chapters focus on the treat-
ment of comorbid borderline personality disorder. given that there 
are a variety of approaches to this axis ii disorder, we selected two 
approaches, because of space limitations. Specifically, John levitt dis-
cusses the self-regulation approach, a well-rounded model for the treat-
ment of this population. lori Sansone and Randy Sansone discuss an 
eclectic approach to the treatment, which readily accommodates the 
various clinical variations observed in those with borderline personality 
disorder. as for those patients with comorbid avoidant personality dis-
order, because of the absolute dearth of information, Hendrik Hinrich-
sen and glenn Waller literally introduce to the literature a treatment 
strategy. finally, we finish with a discussion of a medication treatment 
strategy for eating disordered individuals with personality disorders.

The final chapter of this volume focuses on treatment outcome—an 
aspect of intervention that all clinicians yearn to know about. Specifi-
cally, what can clinicians realistically expect in terms of treatment out-
come in this population? Kenneth Bruce and Howard Steiger adroitly 
and explicitly address this issue.

as we completed this project, we became poignantly aware that this 
is just the beginning. Patients with both eating disorders and personality 
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disorders are truly an uncharted clinical frontier. each author in this 
volume has been an explorer, trying to tease out a viable clinical path. 
We believe that they, the authors, have done a remarkable job in an 
area with little preexisting data. although they have, we hope, cut an 
approximate path through this frontier, we clinicians remain explorers, 
as well, encountering an ever-changing landscape, trying to do the best 
that we can for our patients.

NOTe

Please address all correspondence to Randy a. Sansone, MD, Syca-
more Primary Care Center, 2115 leiter Road, Miamisburg, OH, 
45342; telephone: 937-384-6850; fax: 937-384-6938; e-mail: 
Randy.sansone@kmcnetwork.org.
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Constructs and 
Conceptualizations

HeNRY J. JaCKSON, PHD, faPS 
MaRTiNa JOVeV, Ma, PHD

The concept of personality disorders (PDs) has existed for some time,	
although PDs have typically been considered as disorders of exclusion—
that is, specifically to the exclusion of psychosis or neurosis (Jackson, 
1998). However, the importance of PDs in clinical practice was dra-
matically emphasized with the inclusion of axis ii in the Diagnostic 
and Statistical Manual of Mental Disorders–Third Edition (DSM–III; 
american Psychiatric association [aPa], 1980). Since the advent of the 
DSM–III, PDs have been separated from the great majority of mental 
disorders and represented as distinct diagnostic categories on a distinct 
diagnostic axis (axis ii). This innovation has forced clinicians to think 
of PDs as (a) coexisting with axis i disorders such as depression or panic 
disorder, (b) predisposing individuals toward developing specific axis i 
disorders, (c) complicating axis i presentations, and/or (d) complicating 
treatment response to axis i disorders (i.e., interfering with or prevent-
ing treatment).

The Diagnostic and Statistical Manual of Mental Disorders–Fourth 
Edition (DSM–IV; aPa, 1994, p. 629) operationalized the criteria 
for the various PDs and defined a PD as “an enduring pattern of inner 
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experience and behavior that deviates markedly from the expectations 
of the individual’s culture, is pervasive and inflexible, has an onset in 
adolescence or adulthood, is stable over time and leads to distress or 
impairment.” This definition explicitly emphasizes notions of conver-
gent validity, inflexibility, temporal stability, pervasiveness, maladap-
tiveness and impairment, and subjective distress.

There are two major nosological systems that include PDs—the DSM 
and the International Classification of Diseases (ICD-10; World Health 
Organization, 1992). The DSM–IV (aPa, 1994) identifies 10 distinct 

TABLE	1.1	 Comparison of the Classification Systems for Personality 
Disorders in the Diagnostic and Statistical Manual of Mental Disorders–Fourth 
Edition (DSM–IV) and International Classification of Diseases  
(10th ed.; iCD–10)

Diagnostic	Criteria

DSM–IV ICD–10

Diagnostic criteria for a personality disorder 
refer to behaviors or traits that are 
characteristic of the person’s recent and 
long-term functioning since early childhood.

Personality disorder describes a constellation 
of behaviors or traits that cause either 
significant impairment in social or 
occupational functioning or subjective 
distress.

Diagnostic criteria include a 
variety of conditions that 
indicate a person’s 
characteristic and enduring 
patterns of inner experience 
(cognition and affect) and 
behavior(s) that differ 
markedly from a culturally 
expected and accepted range.

Classification	of	Personality	Disorder

DSM–IV ICD–10

Cluster a
 Paranoid
 Schizoid
 Schizotypal 

Paranoid
Schizoid

Cluster B
 antisocial
 Borderline
 Histrionic
 Narcissistic

Dissocial
emotionally unstable
Histrionic
Other (Narcissistic)

Cluster C
 avoidant
 Dependant
 Obsessive-compulsive

anxious (avoidant)
Dependant
anankastic
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PDs and assigns them to three PD clusters: Cluster a (odd or eccentric: 
paranoid, schizoid, and schizotypal), Cluster B (dramatic or erratic: 
antisocial, borderline, histrionic, and narcissistic), and Cluster C (anx-
ious or fearful: avoidant, dependent, and obsessive-compulsive). The 
ICD-10 (World Health Organization, 1992) identifies nine specific PDs 
that approximate the DSM system but does not group them into clus-
ters (see Table 1.1). The present chapter focuses on research undertaken 
using the DSM PD rubrics.

Within the DSM system (aPa, 1980, 1987, 1994) there are four 
assumptions about the nature of personality and PDs: (a) that there is 
a point of discontinuity between normal and abnormal personality, (b) 
that this point can be demarcated by satisfying a number of measur-
able criteria that are valid for all cases, (c) that there are qualitatively 
different and mutually exclusive “types” or “categories” of PDs, and (d) 
that the diagnostic criteria for any specific PD are polythetic, meaning 
that an individual needs to meet a specified number of stipulated criteria 
to attain a specific PD diagnosis but not necessarily all of the criteria or a 
specific combination of the stipulated criteria.

Practice	Point
With the DSM classification system, a person with a specific PD, say, 
borderline personality disorder (BPD), may have a dissimilar presenta-
tion from a second person also diagnosed with BPD, because each person 
may have been accorded a different “constellation” of BPD criteria (i.e., a 
person needs to meet only any five out of nine BPD criteria to achieve a 
full diagnosis of BPD).

CHalleNgeS TO THe DSM PD CONCePTS

There are a number of challenges or issues pertaining to the DSM PD 
categories, including the reliability of the DSM PD categories, the valid-
ity of the PD construct, the role of maladaptiveness in the conceptualiza-
tion and diagnosis of PDs, the distinctness of criteria between different 
PD categories, and the development of measures to assess PDs.

The Reliability of the DSM PD Categories 
and the Validity of the PD Construct

Since the inception of the DSM–III (aPa, 1980), the status of PDs as 
mental disorders has been questioned on two major grounds (e.g., livesley, 
Jackson, & Schroeder, 1992; Schroeder & livesley, 1991). The first issue 
is the reliability of axis ii diagnostic categories, and the second is a more 
fundamental concern about the validity of PDs as a distinct construct.

Despite operationalized diagnostic criteria, the categorical nature of 
the DSM PDs (aPa, 1980, 1987, 1994) has been criticized for poor 
reliability among clinicians when used in unstructured interviews and 
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only fair reliability across structured interviews (Perry, 1992). it has 
been proposed that the low reliability of the PD diagnoses and their 
associated co-occurrence with other PDs is due to the artificial nature 
of the PD categories. although many individuals display evidence of 
personality dysfunction, only a few actually meet full diagnosable cri-
teria and receive a categorical diagnosis. as such, the categorical judg-
ments of the DSM system may result in a loss of information that may 
be vital to treatment planning (Kass, Skodol, Charles, Spitzer, & Wil-
liams, 1985) as well as compromise the reliability and validity of the PD 
diagnosis (Widiger, 1992).

Validity of PDs

in addition, the DSM system of categorizing PDs is challenging because 
of problems with multiple PD diagnoses and PD overlap. empirical 
studies suggest that the average number of PD diagnoses per patient 
with PD appears to be closer to four rather than one (de girolamo & 
Reich, 1993). furthermore, the degree of similarity observed between 
the factor structures across personality disordered and non–personality 
disordered individuals provides evidence that particular dimensions of 
PDs are organized in a similar way in the two populations (livesley 
et al., 1992; Schroeder & livesley, 1991).

Such research indicates that there may not be a clear demarcation 
between one PD and the next. Thus, individual categories may fail to 
adequately capture the concept of a PD, resulting in a substantial over-
lap between the types of PDs, as well as a substantial number of mul-
tiple diagnoses (Skodol, Rosnick, Kellman, Oldham, & Hyler, 1988). 
although on their own these studies do not oppose the categorical 
model, they do suggest that such a model may not adequately capture 
individual personality dysfunction with only one PD type and that the 
categorical system may force distinctions that may not otherwise exist 
(Widiger, 1993).

a second line of criticism has questioned if PD categories repre-
sent diagnosable forms of abnormality. Widiger, Sanderson, and War-
ner (1986) suggested that the categorical diagnoses in the DSM do not 
appear to identify distinct classes of individuals and that these categories 
do not define discrete disorders. in support of this viewpoint, livesley 
et al. (1992) found that the dimensions of PDs are organized in a similar 
way in “normal” and personality disordered populations (livesley et al., 
1992; Schroeder & livesley, 1991).

Practice	Point
There may not be clear distinctions between normal and abnormal per-
sonality. Thus, clinicians may not agree on the presence or absence of a 
PD. in addition, individuals may meet the criteria for more than one PD, 
and there may be overlap between the various PDs.
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The Role of Maladaptiveness in the DSM

at the core of a DSM PD diagnosis is the concept of disordered func-
tioning, which reflects the need for clinicians to assess the impact of 
personality styles on day-to-day life. The DSM–IV states that personal-
ity traits are diagnosed as a PD only when they are “inflexible, maladap-
tive, persisting and cause significant functional impairment or subjective 
distress” (aPa, 1994, p. 630). The delineation of personality traits as 
being adaptive or maladaptive is essential, as it provides a large part of 
the justification for defining PDs as mental disorders.

Despite its importance, maladaptiveness has an ambiguous role in the 
DSM diagnostic system. first, it is not specifically included in all the cri-
teria sets for individual PD diagnoses. for example, some of the individual 
criteria sets refer to social dysfunction, such as BPD (“a pattern of unsta-
ble and intense interpersonal relationships characterized by alternating 
between extremes of idealization and devaluation”; aPa, 1994, p. 654). 
Yet other criteria sets include features that may not be directly consid-
ered as dysfunctional, as in avoidant PD (“unusually reluctant to take 
personal risks or to engage in any new activities because they may prove 
embarrassing”; aPa, 1994, p. 665). Consequently, the primary diagnos-
tic emphasis is often given to the number of traits satisfied rather than to 
determining if a set of traits results in significant maladaptiveness.

Second, the maladaptiveness criterion as stated in the DSM–IV 
offers little help in delineating PDs from normal personality traits. The 
DSM–IV even suggests that some personality traits may be adaptive in 
certain environments—“paranoid traits may be adaptive, particularly in 
threatening environments” (aPa, 1994, p. 637). at the same time, the 
DSM noted, “Only when traits are inflexible, maladaptive, persisting 
and cause significant functional impairment or subjective distress do 
they constitute PDs” (aPa, 1994, p. 630). However, the DSM does not 
provide specific criteria as a basis on which to judge particular descrip-
tors as maladaptive. in reality, personality traits may be considered to be 
(a) inherently maladaptive, (b) maladaptive only above a certain level, 
and/or (c) maladaptive only in certain contexts. as such, at least part 
of the reason for the low reliability of the DSM diagnoses may be the 
inherent lack of an operationalized definition of maladaptiveness.

Practice	Point
Despite its importance in the conceptualization of PDs in the DSM, mal-
adaptiveness is not specifically included in all of the criteria for individual 
PD diagnoses, and the DSM offers little help in separating PDs from 
normal personality traits.

The Distinctiveness of Criteria From Different PD Categories

There appear to be high rates of co-occurrence and overlap among the 
PDs, which could be a consequence of confounding the components 
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of personality style and disordered functioning in the current descrip-
tors of PDs (Parker, 1997; Svanborg, gustavsson, Mattila-evenden, & 
asberg, 1999). for example, overlap among individual PD categories 
will be found if they share certain behavioral features of disordered 
functioning (e.g., avoidance of social situations). in addition, criteria 
from two or more different PDs might lead to the same behavioral out-
comes but may be attributed to different cognitive processes or inten-
tions. for example, a person with BPD and a person with antisocial PD 
may both be unemployed (a behavioral outcome), but the individual 
with antisocial PD evinces “repeated failure to sustain consistent work 
behavior or honor financial obligations” (p. 650), whereas the unem-
ployment for the person with BPD is “due to interpersonal problems, 
identity or impulsivity” (p. 654). The two criteria have different conno-
tations. in the case of the person with antisocial PD, there is an implicit 
notion that the unemployment is due to active choice by the person, 
whereas in the case of the person with BPD, there is clearly the idea that 
the outcome is a consequence of the person’s psychopathology. Con-
sequently, the observed co-occurrence between PD categories is not 
because they share a common personality style but rather because they 
share a dysfunctional behavioral component.

Practice	Point
There are several problems with the current conceptualization of mal-
adaptiveness in the PD literature:

 1. The current diagnostic criteria may not adequately capture	 the 
impairment and maladaptiveness associated with the PDs.

 2. The current tools used for diagnosing PDs do not adequately capture 
the maladaptive criteria needed for a PD diagnosis.

 3. The clinician’s opinion may or may not reflect the true level of mal-
adaptiveness experienced by those persons who have the traits sug-
gested in the diagnostic criteria.

 4. lack of dysfunction may be associated with the social desirability of 
certain personality traits, such as being a perfectionist, which may 
be considered by the respondent, clinician, or society to be more 
socially desirable than being socially aloof.

DiMeNSiONal MODelS Of PDS

There are several reasons for supporting the categorical conceptualiza-
tion of PDs. it is a familiar system that has facilitated the conceptual-
ization and communication regarding PDs. in addition, the increased 
focus on PDs has led to better clinical decisions and selection of more 
appropriate treatment. Nevertheless, there is limited empirical support 
for the grouping of PDs into clusters (Bell & Jackson, 1992) or for a 
clear distinction between one PD and another (Widiger et al., 1986). 
as a result, a number of researchers have proposed dimensional models of 
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personality and PDs (e.g., Cloninger, 1987; Cloninger, Svrakic, & Przy-
beck, 1993; Costa & McCrae, 1992). according to this model, normal 
and abnormal persons share the same basic interpersonal styles, but 
individuals suffering from PDs can be conceptualized as a small subset 
of individuals who fall at the extreme end of personality dimensions.

in terms of dimensional models, there is a growing literature that 
attempts to explain PDs in terms of the Neuroticism extraversion 
Openess Personality inventory (NeO Pi) (Costa & McCrae, 1992) five-
factor model. in this model, schizoid PD is defined in terms of low 
extraversion (i.e., introversion), whereas avoidant PD is defined in terms 
of low extraversion (i.e., introversion) and high neuroticism. Similarly, 
obsessive-compulsive PD is defined in terms of high conscientiousness. 
although this approach may place PDs on a continuum with “normal” 
personality, the richness of the PD descriptions or diagnostics are not 
readily captured by the five-factor model. This may be resolved if the 
30 facet scales are used instead of the five factors to map onto the 10 
PDs of the DSM–IV. However, extensive mapping at the facet level is 
yet to occur.

To date, dimensional models have not been used in the formal diag-
nosis of personality pathology, and there is limited agreement among 
the dimensional theorists concerning the number and content of traits 
necessary to describe personality. This lack of agreement has contrib-
uted to the development and publication of many instruments to mea-
sure personality dimensions. Unfortunately, there are not many studies 
analyzing the convergent validity of these inventories.

BleNDeD MODelS

One way of overcoming the problems associated with the categorical 
PD models would be to dimensionalize the DSM model. However, there 
are clear difficulties with this option. first is the difficulty of dimen-
sionalizing the 79 PD criteria found in the DSM (i.e., of turning yes–no 
criteria into dimensional criteria), and second is the question of what it 
means to have to rate each patient on 79 criteria. What sense would one 
make of such a complicated profile?

Nonetheless, Oldham and Skodol (2000) created a system dimen-
sionalizing the DSM PDs. in this system, both categorical and dimen-
sional representations of the DSM PDs have stronger relationships to 
impairment and functioning in the domains of employment, social rela-
tionships with parents and friends, and global social adjustment than do 
the other dimensional models tested (Skodol et al., 2005). This suggests 
that the dimensional rating of traditional categorical criteria may be a 
good compromise in the ongoing debate regarding the use of categories 
versus dimensions.
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Consider the following case illustration. a 26-year-old unmarried 
woman with BPD presents for long-term therapy, following a recent 
suicide attempt. The suicide attempt was precipitated by a relation-
ship breakup. She has been referred to the Psychology Service by the 
hospital’s accident and emergency Department. She reports a history 
of self-harming behavior, affective instability, feelings of emptiness and 
boredom, sexual promiscuity, binge drinking (to modulate her moods), 
intense anger, and unstable relationships. Currently, she does not meet 
the criteria for an axis i disorder, although she has been treated for 
major depression in the past. She completes the NeO (Costa & McCrae, 
1992) for dimensional personality assessment. Results reveal high neu-
roticism scores, and this is found to be true on the constituent facets 
of the Neuroticism scale. However, she scores high on several facets 
of Openness, namely, openness to ideas, feelings, and aesthetics, and 
two facets of agreeableness, namely, altruism and tender-mindedness. 
These can be viewed as assets and indicate strengths that the clinician 
can engage and use in therapy to explore new ways of dealing with the 
self-damaging behaviors and cognitions.

Practice	Point
The dimensional model represents PDs on a continuum between nor-
mal and pathological behavior. it is less arbitrary and more informative, 
and it avoids multiple diagnoses and heterogeneous categories. further-
more, it allows assessment and comparison of personality disordered and 
non–personality disordered individuals. However, there is no consensus 
among dimensional theorists, and a blended model may be most useful.

OTHeR iSSUeS iN PDS

Temporal Stability of PDs

The appropriateness of diagnosing PDs in adolescents has often been 
debated (Bleiberg, 1994; Vito, ladame, & Orlandini, 1999), both 
because of the fluid nature of personality in this age group and because 
of a concern about the impact of being labeled with a PD at such an 
early age. Both the DSM–IV and the iCD–10 diagnostic systems caution 
against PD diagnosis in adolescents and set arbitrary cutoff ages below 
which diagnosis is not recommended. Nevertheless, there is emerging 
evidence that PDs can be reliably diagnosed in adolescents, are valid, 
and have serious psychosocial consequences (e.g., Bernstein et al., 1993; 
grilo et al., 1998).

Reviews of the stability of PDs in adult clinical populations (e.g., 
grilo & Mcglashan, 1999; grilo, Mcglashan, & Skodol, 2000) and 
community samples (e.g., Johnson et al., 1997) suggest that when using 
assessments based on interviews, most PDs have only moderate stability 
in adults, even when dimensional approaches are employed (Johnson 
et al., 1997). in contrast, moderate to high levels of stability have been 

RT53243.indb   10 5/31/06   5:02:21 PM



Personality Disorder Constructs and Conceptualizations 11

found across the DSM clusters. for example, high levels of stability 
were found for Cluster B disorders in the Children in the Community 
Study (Bernstein et al., 1993; Johnson et al., 2000). This is consistent 
with the finding of no sudden increase in normal trait stability in the 
transition from the second decade to the third decade of life (Roberts 
& DelVecchio, 2000).

in clinical samples, the Yale adolescent follow-Up Study found low 
stability of categorical PDs over 2 years in adolescent inpatients (Matta-
nah, Becker, levy, edell, & Mcglashan, 1995) and low to moderate sta-
bility for dimensional PD ratings (grilo, Becker, edell, & Mcglashan, 
2001), but participants’ mean age was less than 18 years at follow-up 
and there was a low rate of participant retention in the follow-up period. 
in contrast, Chanen et al. (2004) found that the 2-year stability of the 
global category of PD in an older adolescent sample is high, whereas the 
stability of dimensionally rated PDs appears to be similar to that found 
in young adults in a variety of settings, especially for some Cluster a 
and Cluster B PDs.

On balance, the literature on the stability of normal personality sug-
gests no sudden change between the second and third decades of life. 
Studies in community and inpatient samples of adolescents do not sug-
gest dramatic differences in patterns of stability to those in adults. it 
appears that enough stability occurs to justify diagnosis and treatment 
of PDs in adolescents presenting to clinical services.

Practice	Point
The PD construct is just as stable in adolescents as it is in adults, thus 
justifying intervention in adolescents presenting to clinical services for 
personality-based problems.

The Role of Culture

Culture may exert manifold influences on personality and PDs. first, 
culture may play a role in the shaping of personality and PDs, thus 
increasing their ultimate incidence and prevalence in a community. 
Paris (1998) labeled this the “cohort effect.” The only empirical data 
in this regard are for antisocial PD, which has doubled in the United 
States since World War ii (Kessler et al., 1994). a number of major 
authorities in the area (e.g., Millon & Davis, 1996; Paris, 1998) have 
argued that BPD has also increased in frequency in U.S. society since 
the 1950s because of rapid technological changes, the breakdown of the 
family unit, and the unavailability of potentially reparative figures such 
as extended family members who now need to work. another factor 
leading to the increase in PDs may be parental psychopathology (e.g., 
substance use, depression), which may have increased over time. add to 
this mix the role of pernicious role models in the entertainment industry 
and the disrepute of formerly respected reparative organizations such as 
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the church. The preceding examples illustrate how PD rates may change 
over time within a single nation because of sociological changes.

Do specific PDs differ among cultures or nations? One reason to 
suspect cross-cultural differences is that certain personality traits 
that underpin PDs may be greatly admired and encouraged in certain 
nations. Paris (1998) argued that traditional societies are more likely 
to favor dependency traits as this ensures greater cohesion within the 
social group and binds them together in terms of mutual obligations; in 
such societies, there is less tolerance of deviancy. On the other hand, 
Western societies may reward narcissism and individuality, placing less 
importance on dependency.

There are few data to support cross-cultural differences in the preva-
lence rates of PDs (Paris, 1998). However, Paris (1998) noted the rates 
of antisocial PD are lower in Japan and Taiwan compared to South Korea 
and argued that this is because family cohesion and loyalty is stronger and 
more strongly encouraged in Japan and Taiwan. Obsessive-compulsive PD 
demonstrated the highest prevalence of all PDs in a national epidemio-
logical study in australia (Jackson & Burgess, 2004) and was associated 
with the lowest levels of disability (Jackson & Burgess, 2004; Skodol 
et al., 2002). Researchers might speculate that the high conscientious-
ness underpinning obsessive-compulsive PD might be advantageous in 
a Western society such as australia.

in contrast, in war-torn countries (e.g., parts of africa) where popu-
lations have been consistently ravaged and brutalized for many genera-
tions, the rates of antisocial PD may be higher than in other safer and 
secure countries. individuals with this disorder are more likely to (a) 
have lost family members such as parents, (b) have experienced loss of 
nuclear and extended family cohesion, (c) have survived conflict, and (d) 
assume leadership positions in a lawless society—in some cases, to be 
in charge of genocidal activities and/or to model and reward others for 
antisocial behaviors (e.g., disregarding the rights of others, lying, steal-
ing, cheating, lacking empathy, seeking sensation, engaging in brutality 
and sadism). Of course, there could be a genetic–adaptive component to 
this, whereby those with antisocial PD characteristics are more likely to 
survive over others and pass on their genes to offspring.

There may also be differences across cultures in the recognition and 
detection of PDs, as well as the labeling of them as abnormal. in some 
cases, it may be that exuberant sexual displays, a focus on the self, and 
the desire to be the center of attention are not labeled as histrionic 
but seen as normal (e.g., in Western countries). as Paris (1998) stated, 
“When personality profiles correspond to social expectations, certain 
traits may not be considered pathological unless they seriously interfere 
with functioning” (p. 289). an individual may be deviant on a particular 
personality dimension but may find an “ecological niche” (Parker, 1997) 
and not necessarily demonstrate disordered functioning. for instance, a 
person with histrionic PD may function well at work but not in personal 
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relationships, whereas a person with dependent PD may function well 
at home but less well at work.

a final point pertains to whether certain subcultures within a single 
society “promote,” “encourage,” or “attract” people with certain specific 
PDs. for example, being narcissistic and histrionic might be career-
enhancing attributes within the entertainment industry. Can one 
persevere and succeed as an actor or actress without having the charac-
teristics of narcissism or histrionicity? The ecological niche argument is 
that people with such characteristics might be well suited to acting but 
would not be so well suited to working in another occupation.

Practice	Point
Rapid change and social disintegration may lead to higher rates of PDs 
over time. Particular cultures and subcultures may favor certain person-
ality traits. individuals may find an ecological niche where their deviant 
personality traits are supported or even encouraged.

Axis I and Axis II Comorbidity

One of the major threads of research activity stimulated by the DSM 
has been the relationship between axis i and axis ii disorders. an 
extensive literature examining axis i–axis ii comorbidity is now avail-
able, and this is soundly reviewed by Bank and Silk (2001). However, 
continuing to focus on a specific PD at the global level (e.g., obsessive-
compulsive PD) may be too gross a level to further our understanding 
of the relationship of personality to axis i disorders such as depression 
or anorexia nervosa. The relationship is more likely to exist at a lower 
level, that is, at a trait or combinatorial trait level.

There are at least five possible ways of thinking about the relation-
ships between axis i and axis ii conditions. One model is that a given 
personality trait, for instance perfectionism, is a risk factor for an axis i 
disorder such as depression and takes temporal precedence over it. 
Using these same examples, a second model is that both perfectionism 
and depression have independent origins—that is, their own distinct 
and unique etiologies—and emerge independently and potentially con-
temporaneously of each another. a third model is that, like the sec-
ond model, perfectionism and depression have independent, or at least 
somewhat independent, origins but have a pathoplastic effect on each 
other—that is, they become mutually intertwined and difficult to dis-
entangle from each other. This model could be relatively silent with 
regard to the origins of both perfectionism and depression but is clearly 
relevant to course, as the argument might be that the combination of 
depression and perfectionism exacerbates the dysfunctionality of the 
person and diverts their potential developmental trajectory if the per-
son is young. a fourth model is that both depression and PD have a 
common underlying predisposition—for example, a latent trait called 
perfectionism. a fifth model is that a latent trait independently gives 
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rise to both depression and PD, although this latent trait is yet to be 
identified and labeled.

Practice	Point
The relationship between PD and an axis i disorder(s) may not be 
straightforward. There may be at least five possible models of the rela-
tionship between them.

Comorbidity Between PDs and Eating Disorders

Highly variable rates of comorbidity, ranging from 21% to 97%, have 
been reported for the presence of any PD in patients with a range of eat-
ing disorder diagnoses (Skodol et al., 1993; Vitousek & Manke, 1994). 
Conversely, high prevalence rates for eating disorders have been reported 
for patients with PDs (Dolan, evans, & Norton, 1994). The majority of 
studies in the area of eating disorders and PDs have been undertaken in 
bulimia nervosa, where borderline PD has been found to be the most 
common PD, with a prevalence rate of about 31% (Cassin & von Ranson, 
2005), although prevalence rates range from 2% to higher than 50% 
(Skodol et al., 1993). although research examining personality traits in 
patients with bulimia has often found these patients to be extroverted, 
histrionic, and affectively unstable, traits associated with anorexia ner-
vosa such as perfectionism, shyness, and compliance have also emerged 
in studies (Cassin & von Ranson, 2005; Vitousek & Manke, 1994). The 
most frequent PD among individuals with anorexia nervosa is avoidant 
PD, at about 53%, followed by dependent (37%), obsessive-compulsive 
(33%), and borderline (29%) PDs (Cassin & von Ranson, 2005).

interpreting comorbidity between eating disorders and PDs is 
complex partly because of the extensive comorbidity of anorexic and 
bulimic subtypes with one another and in part because of the multiple 
possible meanings and causes of comorbidity (see lilienfeld, Waldman, 
& israel, 1994). Moreover, although certain personality traits are associ-
ated with specific eating disordered behavior, many of these traits are 
the polar opposites (for instance, extroversion and shyness). interest-
ingly, PD (global category) is more likely to be diagnosed in patients 
who have a lifetime history of DSM–IV anorexia nervosa, binge eat-
ing/purging type, or who have concurrent symptoms of both disorders 
rather than patients with either bulimia or anorexia nervosa, restricting 
type. in addition, the PD diagnosis is equally likely to be in Cluster B 
or Cluster C (Herzog, Keller, lavori, Kenny, & Sacks, 1992). in other 
words, these individuals are more likely to show severe and widespread 
pathology and to be more impaired than patients with either anorexia, 
restricting type, alone, or bulimia, alone.

Westen and Harnden-fischer (2001) offered several possible rea-
sons for the comorbidity between eating disorders and PDs. first, the 
comorbidity between eating disorders and PDs could reflect random 
co-occurrence, such that patients have a random chance of having the 
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two disorders. However, the low probability of such high rates of co-
occurrence between these disorders, which have relatively low base 
rates in the general population, suggests that the possibility of random 
co-occurrence is unlikely.

Second, the comorbidity between eating disorders and PDs could reflect 
symptomatic expressions of personality pathology. a third similar expla-
nation for the comorbidity between eating disorders and PDs suggests that 
there might be a common pathology underlying multiple phenotypically 
distinct disorders—that is, a common genetic or environmental diathesis 
might underlie both eating disorders and PDs. Both of these hypotheses 
have some limited empirical support (Skodol et al., 1993).

One possible explanation for the substantial inconsistency across 
studies, as well as the comorbidity between eating disorder categories, is 
that eating disorder categories may be linked to heterogeneous person-
ality factors (Sohlberg & Strober, 1994)—that is, more than one type 
of personality structure may generate or contribute to the symptoms of 
each eating disorder.

Some evidence for this possibility comes from the studies separat-
ing bulimic individuals into “multi-impulsive” versus “uni-impulsive” 
subtypes (lacey & evans, 1986). Multi-impulsive persons with buli-
mia display several impulsive behaviors (e.g., stealing, substance abuse) 
in addition to binge eating, whereas uni-impulsive patients have binge 
eating as their only symptom or behavior that could be described as 
impulsive. Studies have shown that multi-impulsive bulimic individuals 
have significantly greater rates of BPD and mood disorders than uni-
impulsive bulimic individuals (fichter, Quadflieg, & Rief, 1994). Thus, 
these two groups may represent very different kinds of patients, even 
though the eating disorder symptoms of patients with multi-impulsive 
bulimia with comorbid BPD do not typically differ from those of their 
uni-impulsive counterparts without comorbid BPD.

Westen and Harnden-fischer (2001) argued that classifying patients 
with eating disorders by eating symptoms alone groups together patients 
with anorexic symptoms who are high functioning and self-critical with 
those who are highly disturbed, constricted, and avoidant. it also groups 
together patients with bulimic symptoms who are high functioning and 
self-critical with those who are highly disturbed, impulsive, and emo-
tionally dysregulated. These authors conclude that axis i symptoms are 
a useful component, but only one component, in the accurate diagnosis 
of eating disorders.

To summarize, the general classification of anorexia and bulimia ner-
vosa as axis i disorders only may not readily differentiate between sub-
types that differ in personality, etiology, or function of symptoms. The 
grouping together of heterogeneous subgroups, such as patients who 
are highly impulsive with those who are not impulsive or those who 
are even highly constricted, could not only produce inconsistent find-
ings across studies but also conceal clinically relevant information about 
etiology, prognosis, or treatment response.
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SUMMaRY aND CONClUSiON

Our current conceptualization of PDs has been limited by incorporat-
ing aspects of both personality and disorder, which hail from two con-
trasting clinical views. Traditionally, personality has been understood 
in terms of traits that are quantifiable dimensions, and variations of 
personality are considered to be a matter of degree rather than type. 
in contrast, mental disorders are understood to be distinct pathological 
entities following the standard medical model. individuals are generally 
considered to either have or not have a particular disorder. although 
degrees of severity and subthreshold forms are acknowledged, a dis-
order is understood as a categorical entity. Consistent with this view, 
the DSM makes categorical diagnoses by defining a cutoff point on a 
symptom checklist above which a disorder is judged to be present. in 
the case of PDs, these two views collide. if a PD is considered to be 
a mental disorder, it makes sense to use the assumptions embedded 
in the DSM–IV and consider PDs as discrete categories. if a PD is a 
form of personality, however, a dimensional view seems more appropri-
ate. Nevertheless, the DSM does not provide a coherent theory of PDs. 
Therefore, multiple PD diagnoses and the problematic overlap between 
the categories are just some of the challenges to the DSM model of PDs. 
There is not a clear distinction between normal and abnormal personal-
ity, thus leading to difficulties diagnosing PDs on the basis of arbitrary 
cutoff scores.

Despite the inclusion of the general maladaptiveness criterion into 
the DSM system, the current diagnostic criteria and the tools used for 
diagnosing PDs do not offer specific criteria for assessing maladaptive-
ness or adequately capture impairment and distress associated with 
PDs. The confusion arises with the use of general maladaptiveness or 
dysfunction in the DSM system as a basis for considering PDs as mental 
disorders, while at the same time failing to offer a specific definition or 
a set of criteria for assessing dysfunction. as a consequence of having an 
inadequate definition, the focus in the PD literature has been on mal-
adaptive behaviors, such as acts of impulsivity. The assessment of PDs 
is thus open to a clinician’s interpretation that may be influenced by the 
social desirability of certain personality traits (e.g., perfectionism).

The current system for diagnosing PDs tends to focus on the behavioral 
manifestations of the disorder, such as impulsive acts, despite research 
indicating that behaviors are less stable over time than are personality 
traits. This has led to mistaken reservations about the validity of the PD 
construct on the basis of the temporal instability of behavioral expres-
sions of the disorder. This has been particularly relevant when diagnos-
ing PDs in adolescence. However, patterns of stability and psychosocial 
dysfunction in adolescence are very similar to those in adults, justifying 
diagnosis and intervention in adolescents presenting to clinical services. 
One example of an attempt to broaden the current conceptualization of 
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PDs is Millon and Davis’s (1996) proposal for assessment of four levels of 
data (behavioral, phenomenological, intrapsychic, and biophysical) and 
across two domains of personality (structural and functional), although 
such a multilayered measure of personality is not yet available.

The functional impairment associated with PDs has been well docu-
mented in the literature (Jackson & Burgess, 2000; Skodol et al., 2002), 
yet we still tend to use limited measures of functioning, such as the 
global assessment of functioning scores, instead of examining specific 
domains of functioning (e.g., intimate relationships, family, work). This 
leads to the issue of culture in diagnosing PDs. Certain cultures and sub-
cultures may favor certain personality traits. in fact, certain traits may 
be seen as being socially desirable. in turn, individuals may find an “eco-
logical niche” in which their deviant personality traits may be favored.

although debate continues regarding the assignment of PDs onto a 
separate axis from most other psychiatric disorders, there is every indi-
cation that PDs and axis ii will continue in the next revision of the 
DSM. generally high rates of comorbidity or co-occurrence between 
axis i and axis ii disorders have contributed to this debate. The effects 
of state variables such as mood, anxiety, or psychosis can influence trait 
characteristics and thus PD diagnosis, whereas some symptoms can 
appear in the criteria set for both axis i and axis ii disorders. if we 
take the example of eating disorders, classification on axis i without 
consideration of the underlying personality pathology may not readily 
differentiate between subtypes of the disorder in question and could 
also conceal clinically relevant information about etiology, prognosis, 
and treatment response.

NOTe

Please address all correspondence to Martina Jovev, Ma, PhD, 
 ORYgeN Youth Health, Parkville Centre, 35 Parkville, 3010, Vic-
toria, australia; telephone: +61 3 9342 2864; fax: +61 3 9387 3003; 
e-mail: Martina.Jovev@mh.org.au.

RefeReNCeS

american Psychiatric association. (1980). Diagnostic and statistical manual of 
mental disorders (3rd ed.). Washington, DC: author.

american Psychiatric association. (1987). Diagnostic and statistical manual of 
mental disorders (Rev. 3rd ed.). Washington, DC: author.

american Psychiatric association. (1994). Diagnostic and statistical manual of 
mental disorders (4th ed.). Washington, DC: author.

Bank, P. a., & Silk, K. R. (2001). axis i and axis ii interactions. Current Opin-
ion in Psychiatry, 14(2), 137–142.

RT53243.indb   17 5/31/06   5:02:22 PM



1� Personality Disorders and Eating Disorders

Bell, R. C., & Jackson, H. J. (1992). The structure of personality disorders in 
DSM–III. Acta Psychiatrica Scandinavica, 85(4), 279–287.

Bernstein, D. P., Cohen, P., Velez, C. N., Schwab-Stone, M., Siever, l. J., & 
Shinsato, l. (1993). Prevalence and stability of the DSM–III–R personal-
ity disorders in a community-based survey of adolescents. American Jour-
nal of Psychiatry, 150(8), 1237–1243.

Bleiberg, e. (1994). Borderline disorders in children and adolescents: The con-
cept, the diagnosis, and the controversies. Bulletin of the Menninger Clinic, 
58(2), 169–196.

Cassin, S. e., & von Ranson, K. M. (2005). Personality and eating disorders: a 
decade in review. Clinical Psychology Review, 25(7), 895–916.

Chanen, a. M., Jackson, H. J., Mcgorry, P. D., allot, K. a., Clarkson, V., & 
Yuen, H. P. (2004). Two-year stability of personality disorder in older 
adolescent outpatients. Journal of Personality Disorders, 18(6), 526–541.

Cloninger, C. R. (1987). a systematic method for clinical description and 
classification of personality variants. Archives of General Psychiatry, 44, 
573–588.

Cloninger, C. R., Svrakic, D. M., & Przybeck, T. R. (1993). a psychobiologi-
cal model of temperament and character. Archives of General Psychiatry, 
50(12), 975–990.

Costa, P. T., & McCrae, R. R. (1992). Revised NEO Personality Inventory 
(NEO–PI–R) and NEO Five Factor Inventory (NEO–FFI) [professional 
manual]. Odessa, fl: Psychological assessment Resources.

de girolamo, g., & Reich, J. H. (1993). Personality disorders. geneva: World 
Health Organization.

Dolan, B., evans, C., & Norton, K. (1994). Disordered eating behavior and 
attitudes in female and male patients with personality disorders. Journal 
of Personality Disorders, 8(1), 17–27.

fichter, M. M., Quadflieg, N., & Rief, W. (1994). Course of multi-impulsive 
bulimia. Psychological Medicine, 24(3), 591–604.

grilo, C. M., Becker, D. f., edell, W. S., & Mcglashan, T. H. (2001). Stability 
and change of DSM–III–R personality disorder dimensions in adolescents 
followed up 2 years after psychiatric hospitalization. Comprehensive Psy-
chiatry, 42(5), 364–368.

grilo, C. M., & Mcglashan, T. H. (1999). Stability and course of personality 
disorders. Current Opinion in Psychiatry, 12(2), 157–162.

grilo, C. M., Mcglashan, T. H., Quinlan, D. M., Walker, M. l., greenfeld, 
D., & edell, W. S. (1998). frequency of personality disorders in two age 
cohorts of psychiatric inpatients. American Journal of Psychiatry, 155(1), 
140–142.

grilo, C. M., Mcglashan, T. H., & Skodol, a. e. (2000). Stability and course 
of personality disorders: The need to consider comorbidities and continu-
ities between axis i psychiatric disorders and axis ii personality disor-
ders [Special issue: The Twelfth annual New York State Office of Mental 
Health Research Conference]. Psychiatric Quarterly, 71(4), 291–307.

Herzog, D. B., Keller, M. B., lavori, P. W., Kenny, g. M., & Sacks, N. R. (1992). 
The prevalence of personality disorders in 210 women with eating disor-
ders. Journal of Clinical Psychiatry, 53(5), 147–152.

RT53243.indb   18 5/31/06   5:02:23 PM



Personality Disorder Constructs and Conceptualizations 1�

Jackson, H. J. (1998). The assessment of personality disorder: Selected issues 
and directions. in C. Perris & P. D. Mcgorry (eds.), Cognitive psychotherapy 
of psychotic and personality disorders: Handbook of theory and practice (pp. 
293–314). Chichester, UK: John Wiley and Sons.

Jackson, H. J., & Burgess, P. M. (2000). Personality disorders in the community: 
a report from the australian National Survey of Mental Health and Well-
being. Social Psychiatry and Psychiatric Epidemiology, 35(12), 531–538.

Jackson, H. J., & Burgess, P. M. (2004). Personality disorders in community: 
Results from the australian National Survey of Mental Health and Well-
Being, Part iii; Relationships between specific types of personality dis-
order, axis i mental disorders and physical conditions with disability 
and health consultations. Social Psychiatry and Psychiatric Epidemiology, 
39(10), 765–776.

Johnson, J. g., Cohen, P., Kasen, S., Skodol, a. e., Hamagami, f., & Brook, J. 
S. (2000). age-related change in personality disorder trait levels between 
early adolescence and adulthood: a community-based longitudinal inves-
tigation. Acta Psychiatrica Scandinavica, 102(4), 265–275.

Johnson, J. g., Williams, J. B. W., goetz, R. R., Rabkin, J. g., lipsitz, J. D., & 
Remien, R. H. (1997). Stability and change in personality disorder symp-
tomatology: findings from a longitudinal study of HiV+ and HiV– men. 
Journal of Abnormal Psychology, 106(1), 154–158.

Kass, f., Skodol, a. e., Charles, e., Spitzer, R., & Williams, a. a. (1985). Scaled 
ratings of DSM–III personality disorders. American Journal of Psychiatry, 
142(5), 627–630.

Kessler, R. C., Mcgonagle, K. a., Zhao, S., Nelson, C. B., Hughes, M., esh-
leman, S., Wittchen, H. U., & Kendler, K. S. (1994). lifetime and 12-
month prevalence of DSM–III–R psychiatric disorders in the United 
States: Results from the National Comorbidity Study. Archives of General 
Psychiatry, 51(1), 8–19.

lacey, J. H., & evans, C. D. (1986). The impulsivist: a multi-impulsive per-
sonality disorder. British Journal of Addiction, 81(5), 641–649.

lilienfeld, S. O., Waldman, i. D., & israel, a. C. (1994). a critical examination 
of the use of the term and concept of comorbidity in psychopathology 
research. Clinical Psychology: Science and Practice, 1(1), 71–83.

livesley, W. J., Jackson, D. N., & Schroeder, M. l. (1992). factorial structure 
of traits delineating personality disorders in clinical and general popula-
tion samples. Journal of Abnormal Psychology, 101(3), 432–440.

Mattanah, J. J. f., Becker, D. f., levy, K. N., edell, W. S., & Mcglashan, T. H. 
(1995). Diagnostic stability in adolescents followed up 2 years after hos-
pitalization. American Journal of Psychiatry, 152(6), 889–894.

Millon, T., & Davis, R. D. (1996). Disorders of personality: DSM–iV and beyond 
(2nd ed.). New York: John Wiley and Sons.

Oldham, J. M., & Skodol, a. e. (2000). Charting the future of axis ii. Journal 
of Personality Disorders, 14(1), 17–29.

Paris, J. (1998). Personality disorders in sociocultural perspective. Journal of 
Personality Disorders, 12(4), 289–301.

Parker, g. (1997). Special feature: The etiology of personality disorders; a 
review and consideration of research models. Journal of Personality Dis-
orders, 11(4), 345–369.

Perry, J. C. (1992). Problems and considerations in the valid assessment of per-
sonality disorders. American Journal of Psychiatry, 149(12), 1645–1653.

RT53243.indb   19 5/31/06   5:02:23 PM



20 Personality Disorders and Eating Disorders

Roberts, B. W., & DelVecchio, W. f. (2000). The rank-order consistency of 
personality traits from childhood to old age: a quantitative review of lon-
gitudinal studies. Psychological Bulletin, 126(1), 3–25.

Schroeder, M. l., & livesley, W. J. (1991). an evaluation of DSM–III–R per-
sonality disorders. Acta Psychiatrica Scandinavica, 84(6), 512–519.

Skodol, a. e., gunderson, J. g., Mcglashan, T. H., Dyck, i. R., Stout, R. l., 
Bender, D. S., et al. (2002). functional impairment in patients with 
schizotypal, borderline, avoidant, or obsessive-compulsive personality 
disorder. American Journal of Psychiatry, 159(2), 276–283.

Skodol, a. e., Oldham, J. M., Bender, D. S., Dyck, i. R., Stout, R. l., Morey, 
l. C.,  et al. (2005). Dimensional representations of DSM–IV personality 
disorders: Relationships to functional impairment. American Journal of 
Psychiatry, 162(10), 1919–1925.

Skodol, a. e., Oldham, J. M., Hyler, S. e., Kellman, H. D., Doidge, N., & Davies, 
M. (1993). Comorbidity of DSM–III–R eating disorders and personality 
disorders. International Journal of Eating Disorders, 14(4), 403–416.

Skodol, a. e., Rosnick, l., Kellman, D., Oldham, J. M., & Hyler, S. (1988). 
Validating structured DSM–III–R personality disorder assessments with 
longitudinal data. American Journal of Psychiatry, 145(10), 1297–1299.

Sohlberg, S., & Strober, M. (1994). Personality in anorexia nervosa: an update 
and a theoretical integration. Acta Psychiatrica Scandinavica, 89(Suppl. 
378), 16.

Svanborg, P., gustavsson, P. J., Mattila-evenden, M., & asberg, M. (1999). 
assessment of maladaptiveness: a core issue in the diagnosing of person-
ality disorders. Journal of Personality Disorders, 13(3), 241–256.

Vito, e. D., ladame, f., & Orlandini, a. (1999). adolescence and personality 
disorders: Current perspectives on a controversial problem. in J. Derk-
sen, C. Maffei, & H. groen (eds.), Treatment of personality disorders (pp. 
77–95). New York: Kluwer academic/Plenum.

Vitousek, K., & Manke, f. (1994). Personality variables and disorders in anorexia 
nervosa and bulimia nervosa [Special issue: Personality and Psychopathol-
ogy]. Journal of Abnormal Psychology, 103(1), 137–147.

Westen, D., & Harnden-fischer, J. (2001). Personality profiles in eating disor-
ders: Rethinking the distinction between axis i and axis ii. American 
Journal of Psychiatry, 158(4), 547–562.

Widiger, T. a. (1992). Categorical versus dimensional classification: impli-
cations from and for research. Journal of Personality Disorders, 6(4), 
287–300.

Widiger, T. a. (1993). The DSM–III–R categorical personality disorder diagno-
ses: a critique and an alternative. Psychological Inquiry, 4(2), 75–90.

Widiger, T. a., Sanderson, C., & Warner, l. (1986). The MMPi, prototypal 
typology, and borderline personality disorder. Journal of Personality 
Assessment, 50(4), 540–553.

World Health Organization. (1992). International classification of diseases (10th 
ed.). geneva: author.

RT53243.indb   20 5/31/06   5:02:23 PM



S e c t i o n

II

Epidemiology

RT53243.indb   21 5/31/06   5:02:23 PM



RT53243.indb   22 5/31/06   5:02:23 PM



2�

c H A P t e R

2
The Prevalence  
of Personality 

Disorders in Those 
With Eating Disorders

RaNDY a. SaNSONe, MD
JOHN l. leViTT, PHD
lORi a. SaNSONe, MD

every experienced clinician in the field of eating disorders has encoun-
tered a multisymptomatic and challenging patient who manifests long-
standing symptoms related to personality pathology. However, the 
genuine prevalence of axis ii disorders among those with eating dis-
orders remains somewhat elusive. This is due, in part, to small sample 
sizes in empirical studies, the intensifying effects of axis i pathology 
(i.e., the eating disorder) on axis ii symptoms, the difficulties inher-
ent in personality disorder diagnosis, and the effects of biased sampling 
(e.g., using tertiary-care samples with correspondingly higher levels of 
comorbid individuals).

although the precise prevalence of axis ii disorders among patients 
with eating disorders remains unknown, personality disorders and eating 
disorders seem to exhibit recurrent patterns of association (Dennis & 
Sansone, 1997). for example, restricting anorexia nervosa is often asso-
ciated with obsessive-compulsive personality features and/or disorder, 
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whereas eating disorders characterized by impulsivity (e.g., anorexia 
nervosa, binge eating/purging type; purging type bulimia nervosa) are 
often associated with impulsive personality features and/or disorders 
such as borderline personality.

given these potential associations, why is axis ii assessment impor-
tant in the evaluation of patients with eating disorders? The presence 
of a comorbid personality disorder appears to have mediating effects on 
the overall eating disorder treatment process and prognosis. for exam-
ple, the presence of a personality disorder often requires extensive and 
adjunctive treatment(s), which will be described in the ensuing chap-
ters.	in addition, some studies indicate that the prognosis of individuals 
with eating disorders with comorbid axis ii diagnoses is less favorable 
(Masjuan, aranda, & Raich, 2003; Steinhausen, 2002). However, these 
less favorable outcomes may relate more to general psychiatric symp-
toms (Steiger & Stotland, 1996) rather than eating disorder symptom-
atology, per se (grilo et al., 2003).

in this chapter, we summarize the available studies on the prevalence 
of personality pathology among those with eating disorders. We caution 
clinicians that this summary still remains but an approximation (i.e., 
estimate) of prevalence.

THe DefiNiTiON aND ClaSSifiCaTiON 
Of PeRSONaliTY DiSORDeRS

according to the Diagnostic and Statistical Manual of Mental Disorders–
Fourth Edition (DSM–IV; american Psychiatric association, 1994), the 
general definition of a personality disorder is “an enduring pattern of 
inner experience and behavior that deviates markedly from the expecta-
tions of the individual’s culture” (p. 633). Personality disorder symptoms 
typically manifest in the domains of cognition, affectivity, interpersonal 
functioning, and impulse control. in keeping with other DSM disorders, 
the individual must experience significant personal distress or impair-
ment in social, occupational, or other areas of functioning.

in addition, the DSM–IV broadly classifies personality disorders into 
three primary subtypes or clusters. Cluster a refers to those personal-
ity disorders that are characterized by odd or eccentric features (e.g., 
schizotypal personality disorder). Cluster B refers to personality disor-
ders that are characterized by dramatic or erratic features (e.g., border-
line personality disorder). Cluster C refers to personality disorders that 
are characterized by anxious or inhibited features (e.g., avoidant and 
obsessive-compulsive personality disorders).

RT53243.indb   24 5/31/06   5:02:24 PM



The Prevalence of Personality Disorders 2�

SUMMaRY Of THe eMPiRiCal liTeRaTURe

in a previous paper, we summarized the empirical data on the preva-
lence of personality disorders among those with eating disorders (San-
sone & levitt, 2005). in our efforts to obtain studies, we searched both 
the PubMed and the PsyciNfO databases, entering a variety of search 
terms, including the individual personality disorders noted in DSM–IV 
as well as the various eating disorders under study (i.e., anorexia ner-
vosa, bulimia nervosa, binge eating disorder, and their subtypes).

in presenting these data, we must caution the reader about some of 
the potential limitations of our findings. first, at the outset, we may 
have missed data or articles that were presented at professional meet-
ings or not elicited by our selected search terms. Second, we excluded 
those articles that (a) consisted of only male participants (we believed 
that these data would not be representative of the general eating disor-
der population) with the exception of males suffering from binge eating 
disorder; (b) did not explicitly identify DSM–IV personality disorders 
(i.e., ones that analyzed personality pathology as a single conglomerate 
variable or in terms of personality clusters, or as personality dimensions, 
traits, or factors); (c) did not clearly distinguish between the diagnostic 
types (i.e., anorexia versus bulimia) or subtypes (i.e., restricting type 
versus binge eating/purging type of anorexia nervosa) of eating disor-
ders; (d) reported results only as scores on personality disorder scales, 
rather than as axis ii diagnoses; and (e) were available only in a foreign 
language (e.g., Japanese). We also elected to exclude articles that were 
too expensive to obtain, which included two dissertation theses.

Third, we included studies that reported on recovered individu-
als because personality is supposedly a relatively stable phenomenon. 
fourth, we did not exclude any articles because of the method of par-
ticipant recruitment (e.g., recruitment through advertisements) or type 
of study population (e.g., treatment-seeking versus not, clinical versus 
nonclinical). fifth, in the rare event that the reported subsample tallies 
did not match with corresponding percentages, we relied on the num-
bers (one article). Sixth, at the outset, we decided to track Cluster a 
personality disorders (odd or eccentric cluster) as a single entity because 
of their anticipated infrequency among those with anorexia and bulimia 
nervosa (Dennis & Sansone, 1997). Seventh, for small descriptive case 
studies, we did not include participants when the investigators simul-
taneously assigned several personality disorders to a given individual. 
eighth, in some studies, investigators using a consistent assessment mea-
sure may have given a single individual the diagnosis of several personal-
ity disorders; we included these data if tallies were identified for each 
individual personality disorder. finally, to capture the largest sample of 
individuals, we included those studies that examined clinical samples of 
individuals with other forms of psychiatric comorbidity (e.g., bulimic 
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2� Personality Disorders and Eating Disorders

individuals with substance abuse versus those without substance abuse) 
and combined all participants into one single sample.

Before we present our findings, we wish to emphasize that these data 
and the corresponding conclusions offer only general impressions or 
trends with regard to the association of specific personality disorders 
with various subtypes of eating disorders. Because of the varying meth-
odologies, assessment tools, and study populations, it is not possible to 
firmly conclude that these summaries are genuinely reflective of eating 
disorder populations, in general. However, given the absence of large-
scale studies or infallible personality disorder assessments, these data 
represent our current state of empirical knowledge.

Personality Disorders in Anorexia Nervosa

Anorexia nervosa, restricting type. in keeping with our general clinical 
experience, the findings presented in Table 2.1 and figure 2.1 indicate 
that the most frequent personality disorder among individuals with the 
restricting type of anorexia nervosa is obsessive-compulsive personality 
disorder (about 22%), closely followed by avoidant personality disorder 
(about 19%). around 11% of those with restricting type anorexia nervosa 
suffer from borderline or dependent personality disorders, and approxi-
mately 5% evidence Cluster a personality disorders. Overall, Cluster C 
personality disorders appear predominant among these individuals.

Practice	Point
in restricting type anorexia nervosa, obsessive-compulsive personality 
disorder appears to be the most common axis ii disorder, closely fol-
lowed by avoidant personality disorder.

30

25
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10
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0
Anti Av Bor Dep His Nar OC Clus A

%

Figure	2.1	 The prevalence of personality disorders in anorexia nervosa, 
restricting type. 
Note: anti = antisocial, av = avoidant, Bor = borderline, Dep = dependent, His = 
histrionic, Nar = narcissistic, OC = obsessive-compulsive, Clus a = Cluster a.
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2� Personality Disorders and Eating Disorders

Anorexia nervosa, binge eating/purging type. in those patients suffering 
from the binge eating/purging type of anorexia nervosa, the most fre-
quent axis ii disorder is borderline personality disorder, with a preva-
lence rate of around 25% (see Table 2.2, figure 2.2). Roughly 15% suffer 
from avoidant or dependent personality disorders, and 10% suffer from 
histrionic personality disorder. Note that among anorexic individuals 
with binge eating/purging symptoms, both Cluster B and Cluster C 
personality disorders are predominant.

Practice	Point
in the binge eating/purging type of anorexia nervosa, borderline person-
ality disorder appears to be the most common axis ii disorder.

Personality Disorders in Bulimia Nervosa

The majority of studies in the area of eating and personality disorders 
have been undertaken in those with bulimia nervosa (i.e., these studies 
comprise the largest number of participants). This observation probably 
reflects the traditional predominance of individuals with bulimia ner-
vosa in most treatment settings. in addition, the majority of participants 
in these studies suffered from the purging type of the disorder.

The prevalence of personality disorders in bulimia nervosa is illus-
trated in Table 2.3 and figure 2.3. among those with this eating 
disorder, borderline personality disorder is the most frequent axis ii 
disorder, with a prevalence rate of more than 28%. This is followed by 
dependent, histrionic, and avoidant personality disorders, with preva-
lence rates around 20%. Based on these findings for axis ii disorders, 
the cluster profile for participants in reported studies is predominantly 
Cluster B, followed to a lesser degree by Cluster C.

30
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%

Figure	2.2	 The prevalence of personality disorders in anorexia nervosa, 
binge eating/purging type.
Note: anti = antisocial, av = avoidant, Bor = borderline, Dep = dependent, His = 
histrionic, Nar = narcissistic, OC = obsessive-compulsive, Clus a = Cluster a.
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Practice	Point
in bulimia nervosa purging type, borderline personality disorder appears 
to be the most common axis ii disorder.

Personality Disorders in Binge Eating Disorder

among individuals suffering from binge eating disorder (see Table 2.4, 
figure 2.4), the available empirical data indicate that obsessive- 
 compulsive personality disorder is most common, closely followed by 
Cluster a disorders (both groupings with prevalence rates of around 
15%). The next most common personality disorders are avoidant and 
borderline personalities, with prevalence rates around 12%. These 
data indicate that a broad array of Cluster a, Cluster B, and Cluster C 
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%

Figure	2.4	 The prevalence of personality disorders in binge eating disorder.
Note: anti = antisocial, av = avoidant, Bor = borderline, Dep = dependent, His = 
histrionic, Nar = narcissistic, OC = obsessive-compulsive, Clus a = Cluster a.
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Figure	2.3	 The prevalence of personality disorders in bulimia nervosa.
Note: anti = antisocial, av = avoidant, Bor = borderline, Dep = dependent, His = 
histrionic, Nar = narcissistic, OC = obsessive-compulsive, Clus a = Cluster a.
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 personality disorders are encountered in those with binge eating dis-
order, illustrating the heterogeneity in axis ii disorders among this 
subgroup. it is unknown if the observed axis ii heterogeneity reflects 
etiological heterogeneity, as well.

Practice	Point
among individuals with binge eating disorder, there does not appear to 
be any distinct axis ii pattern.

CliNiCal iMPliCaTiONS

The preceding findings appear to support general clinical experience. 
The predominant axis ii disorder in restricting anorexia nervosa is obses-
sive-compulsive personality disorder, which is a common clinical obser-
vation. This particular eating disorder–personality disorder association 
appears intuitively logical, given the high levels of continual restraint and 
self-monitoring required to maintain this type of eating pathology. an 
obsessive overdrive seems necessary for one to sustain the psychological 
stamina required to gradually and consistently starve oneself.

likewise, in both the binge eating/purging type anorexia nervosa and 
purging type bulimia nervosa, borderline personality appears to be the 
most common personality disorder. for these eating disorders, there are 
obviously higher levels of impulsivity as exemplified in the behaviors of 
binge eating and purging. However, we caution clinicians that impulsive 
eating pathology alone is not a definite indication of borderline person-
ality pathology. Borderline personality disorder typically encompasses a 
host of adjunctive self-regulation difficulties (e.g., substance and alcohol 
abuse or addiction, the abuse of prescription medications, promiscuity, 
difficulty regulating finances) as well as long-standing self-harm behav-
ior (e.g., cutting, burning, hitting oneself; suicide attempts; abusive 
relationships; high-risk behaviors).

in comparing the four eating disorder diagnoses using a prevalence 
cutoff of 20% for personality disorders, we find that none emerge in 
binge eating disorder. This observation may indicate that higher levels 
of personality pathology are found in anorexia and bulimia nervosa, 
compared with binge eating disorder. if so, it may be that the use of 
pathological counterregulatory behaviors is associated with a height-
ened likelihood of comorbid axis ii psychopathology.

another way to view these data is to sum the percentages of the indi-
vidual personality disorders for each eating disorder diagnosis. Because 
more than one personality disorder might be assigned to a given indi-
vidual, these summed percentages could exceed 100%. Despite the lim-
itations with this approach, it provides a global sense of the extent of 
personality psychopathology within an eating disorder diagnostic cat-
egory. for restricting anorexia nervosa, the sum of axis ii percentages 
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is 70.7; for the binge eating/purging type of anorexia nervosa, 84.8; for 
bulimia nervosa, 121.2; and for binge eating disorder, 73.1. This analy-
sis suggests that personality pathology is most commonly diagnosed in 
bulimia nervosa. This finding warrants further research, as it may be 
tempered by the mean age of the diagnostic groups, rather than reflect-
ing genuine rates of personality pathology.

The broad cluster splay for binge eating disorder is particularly inter-
esting, especially the presence of Cluster a personality disorders. This 
may relate to the association of binge eating disorder with a variety of 
axis i disorders. Perhaps, in some cases, these peculiar findings relate 
to the substantially different clinical characteristics of this subgroup 
of eating disorders (e.g., presentation at 30 or 40 years of age, up to 
40% males). for example, from a purely speculative point of view, the 
male loading might account for a large portion of this Cluster a loading. 
given the higher expectations for males to function independently in 
this culture, it could be that those who suffer from Cluster a disorders 
use food to treat their internal distress secondary to social and occupa-
tional demands. Regardless, future personality studies in binge eating 
disorder may need to be sensitive to gender patterns.

We wish to emphasize that the preceding relationships between eat-
ing and personality pathology are reflective of general trends, only. The 
genuine prevalence of personality disorder pathology among those with 
eating disorders remains unknown. accurate determination of preva-
lence rates is compromised by the fact that there are specific factors 
that may affect personality assessment in eating disorder populations. 
for example, actively ill patients are more likely to evidence higher 
scores on personality disorder measures. in addition, age may confound 
certain personality disorder assessments (e.g., patients with restricting 
anorexia nervosa tend to be younger and are less likely to endorse bor-
derline personality items that assess promiscuity, suicide attempts, and 
interpersonal chaos). finally, few of these studies are controlled, so we 
do not know how patient personality disorder rates compare with com-
munity prevalence rates when using a specific methodology for person-
ality assessment.

CONClUSiONS

for the majority of eating disorder diagnoses, there appear to be spe-
cific personality disorder trends. given the preceding findings, those 
with restricting type anorexia nervosa need to be clinically screened 
for obsessive-compulsive personality as well as avoidant personality fea-
tures/disorder, whereas those with binge eating/purging behavior (in 
either anorexia or bulimia nervosa) need to be clinically screened for 
borderline personality disorder. following confirmation, the presence 
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of these comorbid personality disorders needs to be factored into the 
treatment context as well as the prognosis.

NOTe

Please address all correspondence to Randy a. Sansone, MD, Syca-
more Primary Care Center, 2115 leiter Road, Miamisburg, OH, 
45342; telephone: 937-384-6850; fax: 937-384-6938; e-mail: 
Randy.sansone@kmcnetwork.org.
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Despite the predominance of a categorical approach when dealing with 
axis ii issues in eating disorders (eDs), a dimensional approach to the 
study of personality disorders is particularly interesting and fruitful. a 
categorical approach is often recommended for a variety of reasons. in 
particular, it facilitates scientific communication and is more in tune 
with the medical tradition. However, the variation within diagnostic 
categories, the presence of symptoms that are characteristic of more 
than one category, and the influence of axis i disorders on the clinical 
manifestations of personality disorders (Rø et al., 2005; Sansone, lev-
itt, & Sansone, 2006) are good reasons to consider the use of a dimen-
sional approach in the study and clinical assessment of axis ii features 
in these patients.

a spectrum approach appears to be a more suitable alternative for 
quantitative models that reflect the etiology of multifactorial diseases such 
as psychiatric disturbances. Quantitative models more easily explain the 
effects of multiple genes and multiple risk factors. However, spectrum 
models have important implications in the clinical field. They provide 
accurate diagnostic information to successfully individualize the treat-
ment, as many patients with eDs do not respond satisfactorily to standard 
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treatments. To clarify, although the presence of specific traits does not 
necessarily indicate the presence of a full-syndrome personality disorder, 
it often provides important information to the therapist to improve the 
patient’s outcome and identify the possible targets of the treatment.

impulsivity and compulsivity are two dimensions that appear to 
have specific and important clinical and prognostic implications in eDs. 
although the diagnostic criteria for eDs include no mention of the 
terms impulsivity and compulsivity, both terms appear in the Diagnostic 
and Statistical Manual of Mental Disorders–Fourth Edition (DSM–IV) 
(american Psychiatric association, 1994) under the diagnostic criteria 
for several axis i and ii disorders. Both characteristics, however, are 
“core” features that appear to have roles as risk factors for the develop-
ment of eDs and to influence their clinical course. The aim of the present 
chapter is to briefly describe the relevance of impulsivity and compulsiv-
ity in the development, clinical course, and treatment of eDs.

iMPUlSiViTY aND COMPUlSiViTY: DefiNiTiONS

The concept of impulsivity is important in clinical psychiatry and psy-
chology as well as in everyday life. Usually, impulsivity is defined as the 
tendency to respond quickly and without reflection, and/or to engage in 
rapid, error-prone information processing without planning before the 
action (Plutchik & Van Praag, 1995). However, from a psychiatric point 
of view, impulsivity is often defined as the presence of impulsive behav-
ior (e.g., kleptomania, pyromania, addictions, perversions, binge eating) 
or emotions that lead to impulsive reactions such as fear or anger, which 
are difficult to resist and may be harmful to oneself or others (Bech & 
Mak, 1995). The impulsive behavior is usually ego-syntonic and has 
the goal of obtaining some immediate gratification or pleasure in the 
absence of an adequate regard for the consequences of actions, either for 
oneself or for others (Moeller, Barratt, Dougherty, Schmitz, & Swann, 
2001). in the literature, psychiatrists and psychologists tend to consider 
impulsivity as a trait rather than a state feature.

Practice	Point
impulsive behavior is usually ego-syntonic and has the goal of obtaining 
some immediate gratification or pleasure in the absence of an adequate 
regard for the consequences of actions.

Buss (1988) interpreted impulsivity in an evolutionary framework, 
which is an interesting perspective. He pointed out that traits such as 
impulsivity do not usually occur in isolation but occur with other traits 
that can inhibit or amplify one another. for example, the combination 
of impulsivity and sociability creates extraversion, whereas impul-
sivity and aggressiveness may lead to antisocial behavior (Plutchik & 
Van Praag, 1995). following this hypothesis, impulsive self-injurious 
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behavior (SiB) such as skin cutting or burning might be explained by 
a combination of impulsivity, the need for self-punishment, and/or a 
conflictual relationship with one’s own body. The presence of an eD 
is associated with an overwhelming disturbance of one’s relationship 
with the body and usually increases a sense of ineffectiveness and low 
self-esteem. as a matter of fact, the combination of an eD with impul-
sive traits could explain why there is a significant association between 
impulsive SiB and eDs (favaro, ferrara, & Santonastaso, 2004).

Compulsivity can also be conceptualized both as a personality trait 
and as the presence of compulsive behaviors. Compulsions are usu-
ally classified into ideational and motor compulsions. This latter cat-
egory includes aggressive (e.g., coprolalia, compulsive self-mutilation), 
physiological (e.g., eating or smoking in a compulsive way), and bodily 
movement compulsions (e.g., touching, tics, compulsive exercising). 
The compulsive behavior is usually ego-dystonic and has the goal of 
preventing or reducing anxiety or distress—not to provide pleasure or 
gratification (american Psychiatric association, 1994). The compulsion 
may be performed to reduce the distress associated with an obsession 
and, in some cases, may consist of stereotypic acts performed without a 
specific goal. in any case, attempts to resist the compulsion are followed 
by a sense of mounting anxiety and tension that is usually relieved by 
performing the compulsion (american Psychiatric association, 1994).

Practice	Point
Compulsive behavior is usually ego-dystonic and has the goal of preventing 
or reducing anxiety or distress—not to provide pleasure or gratification.

THe RelaTiONSHiP BeTWeeN iMPUlSiViTY 
aND COMPUlSiViTY

although impulsive and compulsive behaviors may, at first, seem to be 
extreme opposites on a continuum of control (impulsivity = inadequate 
or poor control; compulsivity = excessive overcontrol and inhibition), it 
seems unlikely that both types of behaviors belong to a simple, unidimen-
sional spectrum (Skodol & Oldham, 1996). as in eDs, in many psychiat-
ric disorders, impulsive traits do not exclude the presence of compulsive 
symptoms and vice versa. Many compulsive features, such as indecisive-
ness, extreme perfectionism, and overconscientiousness, are present in 
more than 40% of patients with borderline personality disorders (Zanarini 
& Weinberg, 1996), whereas patients with obsessive-compulsive (OC) 
disorders with comorbid psychiatric disorders have shown a significantly 
increased rate of suicide attempts (Hollander & Wong, 1995). Most 
likely, the interactions between several biological and psychological sys-
tems, including gender, affect regulation, cognitive functioning, stage of 
illness, and adaptive efforts, explain the variety of presentations of these 
psychopathological traits (Skodol & Oldham, 1996).
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iMPUlSiViTY aND COMPUlSiViTY 
iN THe RiSK Of DeVelOPiNg eDS

from a theoretical point of view, impulsivity could be considered a risk 
factor for developing an eD, especially bulimia nervosa. as reported in 
a review by Stice (2002), impulsivity clinically seems to play a small 
but significant role in increasing the risk of developing bulimic symp-
toms. However, the measurement of impulsivity remains a problematic 
question. Typically, impulsivity is measured by the use of self-report 
questionnaires or the assessment of the presence of behaviors that are 
supposedly impulsive in nature (fahy & eisler, 1993). a more thorough 
assessment of impulsivity, however, should include an evaluation of the 
extent to which such behaviors are committed without forethought or 
conscious judgment, whether behaviors are characterized by acting on 
the spur of the moment, the inability to focus on a specific task, and the 
lack of adequate planning (Moeller et al., 2001).

Some authors include temperamental traits, such as sensation seek-
ing and risk taking, in the definition of impulsivity (eysenck & eysenck, 
1977). However, the typical temperamental characteristics of patients 
with bulimia nervosa and anorexia nervosa binge eating/purging type 
(i.e., high novelty seeking and high harm avoidance) do not completely 
coincide with the definition of temperamental impulsivity that is 
described by Cloninger (1996) (i.e., high novelty seeking, low harm 
avoidance, and low persistence). Yet high novelty seeking is hypoth-
esized to be a risk factor for bulimic symptoms, but no longitudinal 
studies to date have explored this point.

few studies have investigated if certain specific impulsive behaviors 
are risk factors for eDs. There is some evidence for substance use in pre-
dicting an increased risk for developing bulimic symptoms (Killen et al., 
1996; Stice, 2002). in addition, some studies have found elevated rates 
of substance or alcohol abuse among the first-degree relatives of patients 
with bulimia nervosa (Kaye et al., 1996; lilenfeld et al., 1998).

Compulsivity is also considered a risk factor for eDs, in terms of both 
personality traits (perfectionism) and OC spectrum symptoms and dis-
orders. for example, Bellodi et al. (2001) found a significant coaggrega-
tion of eD and OC spectrum disorders in a family study. a study by 
lilenfeld et al. (1998) found that eDs and OC disorders were indepen-
dently transmitted in families. in addition, the rate of OC disorders was 
elevated among relatives of eD probands who had OC disorder. On the 
contrary, rates of OC personality disorders were elevated in relatives of 
anorexia nervosa probands, irrespective of the presence of OC personal-
ity disorder in the probands. This finding suggests that OC personality 
disorder and anorexia nervosa could represent a continuum of pheno-
typic expressions of a similar genotype. in support of these findings, per-
fectionism and obsessions related to symmetry and exactness are traits 
that are present in many patients with eDs and seem to persist after 
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recovery (Kaye et al., 1998; Srinivasagam et al., 1995). for this reason, 
the role of perfectionism and other OC personality traits as a part of the 
eD phenotype has been examined in the recent literature (anderluh, 
Tchanturia, Rabe-Hesketh, & Treasure, 2003; Bulik et al., 2003).

from a theoretical point of view, perfectionism seems to be an obvi-
ous risk factor for eDs. Perfectionism may promote the relentless pur-
suit of the thin ideal (Bruch, 1973) and may foster the rigid dieting that 
can induce and maintain the binge–purge cycle (Stice, 2002) and the 
anorectic starvation process. However, longitudinal studies that include 
an assessment of perfectionism do not find a significant effect of this 
variable on the risk of developing eDs (Jacobi, Hayward, de Zwann, 
Kraemer, & agras, 2004; Stice, 2002). Other studies have found that 
perfectionism is a retrospective risk factor (fairburn, Welch, Doll, Davies, 
& O’Connor, 1997) and a putative maintenance factor (Santonastaso, 
friederici, & favaro, 1999).

Practice	Point
impulsivity and compulsivity may be risk factors for the development 
of eDs.

iMPUlSiViTY aND COMPUlSiViTY 
aS TRaNSDiagNOSTiC CHaRaCTeRiSTiCS Of eDS

impulsive behaviors appear to be a transdiagnostic characteristic in 
patients with eDs. although clinically associated with the presence of 
binge eating, impulsive behavior is not uncommon among various eD 
subtypes, including restricting anorexia nervosa (favaro & Santonas-
taso, 2000; Vandereycken & Van Houdenhove, 1996). Several studies 
have examined the relationships between eDs and specific impulsive 
behaviors such as impulsive SiB (favaro & Santonastaso, 1998, 2000; 
favazza, De Rosear, & Conterio, 1989; Paul, Schroeter, Dahme, & Nut-
zinger, 2002), attempted suicide (Bulik, Sullivan, & Joyce, 1999; favaro 
& Santonastaso, 1997), substance and alcohol abuse (Welch & fairburn, 
1996), stealing (Krahn, Nairn, gosnell, & Drewnowski, 1991; Van-
dereycken & Van Houdenhove, 1996), and compulsive buying (lejoy-
eux, ades, Tassain, & Solomon, 1996). Others have studied individuals 
who exhibit a variety of impulsive behaviors and hypothesized the exis-
tence of a subgroup of patients with eDs with a multi-impulsive syn-
drome (lacey, 1993; lacey & evans, 1986; Nagata, Kawarada, Kiriike, 
& iketani, 2000). The latter group of patients is characterized by a fail-
ure to control impulsive eating behavior (e.g., a purging form of buli-
mia nervosa) as well as the co-occurrence of various non-eD impulsive 
behaviors such as alcohol abuse, illicit drug use, deliberate SiB, suicide 
attempts, sexual disinhibition, and shoplifting.

it is a common clinical experience to observe that pathological impul-
sive behaviors tend to develop more often after the onset of the eD. The 
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presence of an eD, especially those characterized by bulimic symptoms, 
seems to have a disinhibiting effect on other types of behavior, such as 
stealing, skin cutting, or hetero-aggressive acts. it appears that the eD 
has the power to activate a latent tendency toward impulsive behaviors 
in some vulnerable patients, as hypothesized by Buss (1988).

Practice	Point
The eD may have the functional ability to activate a latent tendency 
toward impulsive behaviors in some vulnerable patients.

Thus, for example, for a correct diagnosis of borderline personality 
disorder, it is essential to distinguish between the intensifying effects of 
the eD (Rø et al., 2005; Sansone et al., 2006) and the stable traits of a 
personality disorder. The diagnostic question becomes even more prob-
lematic because many patients have not yet reached the recommended 
age for the diagnosis of a personality disorder. in addition, the typical 
onset of an eD during adolescence could suggest that these disturbances 
could have a role in the development of personality disorders (Halmi, 
2003) or, more simply, that they are an expression of difficulties in per-
sonality and identity formation. Our clinical observations indicate that 
the presence of impulsive or multi-impulsive features in patients with 
eDs is not necessarily an indication of the presence of a personality 
disorder, because some impulsive behaviors improve or disappear with 
the remission of the eD. This suggests that the early treatment of an eD 
could be an important way to prevent the consolidation of personality 
difficulties (favaro et al., 2004).

Practice	Point
early treatment of an eD could be an important way to prevent the con-
solidation of personality dysfunction.

in addition to impulsive features, eDs are characterized by both com-
pulsive traits and behaviors. for example, many of the behaviors used to 
control body weight are compulsive in nature. in a dimensional study 
on the different types of SiB in bulimia nervosa, self-induced vomiting 
loaded on the compulsive dimension (favaro & Santonastaso, 1998). 
additional examples of typical compulsive behaviors in patients with 
eDs are eating in a compulsive way, exercising excessively to control 
weight, checking the body, and counting calories. although some com-
pulsive traits, such as perfectionism and the need for order and sym-
metry, tend to remain after remission from the eD (and are probably 
also present before the onset of the eD), many obsessive thoughts and 
compulsive behaviors tend to develop at the same time as the eD and 
to improve with its remission. This was observed in the study in Min-
nesota by Keys and colleagues (1950), in which starvation in an experi-
mental setting induced the onset of obsessive and compulsive symptoms 
among participants, who were all male.

in a continuum from compulsivity to impulsivity, anorexia nervosa is 
usually near the compulsive end and bulimia nervosa near the impulsive 
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end. Reviewing studies on the frequency of personality disorder in eDs, 
Sansone et al. (2006) found that borderline personality disorder is the 
most frequent diagnosis in bulimia nervosa and that OC personality dis-
order is the most frequent diagnosis in anorexia nervosa. However, it is 
noteworthy that borderline personality disorder is not rare in restricting 
anorexia nervosa (more than 10%) and that OC personality disorder is 
not rare in bulimia nervosa (more than 10%). it is more clinically appro-
priate to consider both dimensions as transdiagnostic issues in eDs. 
The following two clinical vignettes are examples of the importance 
of impulsivity and compulsivity in both anorexia nervosa and bulimia 
nervosa.

Anorexia	Nervosa	and	Impulsivity:	A	Clinical	Vignette

ann was a 23-year-old student at the college of medicine. ann’s 
family persuaded her to seek consultation for her eD. However, it 
was very difficult for ann to accept the fact that she needed help.

Her problems started one year earlier, at the age of 21. During a 
time of intense stress due to her studies, ann began to lose weight. 
She initially weighed 58 kg (BMi = 21.6) and started a brief period 
of dieting to get down to about 52 kg (BMi = 19.3). She reported 
that, with no intention to lose weight, she was unable to cope with 
her studies and started to lose both her appetite and weight. in 1 
year, her weight fell to 32 kg (BMi = 11.9). ann’s relatives became 
very alarmed about her health, and she finally realized that her ill-
ness was very severe. ann accepted the help of her family (and of a 
doctor, a family friend) and tried to eat more. in our initial meeting, 
her weight had partially improved (BMi = 14.5), but she was very 
depressed and would frequently burst into tears.

ann reported that after the onset of her illness, she started to 
have various types of impulsive behaviors, such as stealing (e.g., 
cosmetics, hair accessories), skin cutting, burning, punching, and 
scratching. She also reported some subjective loss of control over 
food during the night. She started cognitive-behavioral treatment 
and experienced a rapid improvement in her psychopathological 
status and her impulsive behaviors. although the therapeutic rela-
tionship with the therapist was good, ann was not able to remain 
in consistent treatment and abandoned the cognitive-behavioral 
therapy. She continued to periodically come to psychiatric visits. 
after some attempts to persuade ann to be more consistent with 
treatment visits, the therapist agreed to continue with sporadic vis-
its. ann continued to improve until reaching a full remission of eD 
and impulsive behaviors.

Comment: The impulsive temperament of this patient is evident not 
only in the various impulsive behaviors that she described prior to 
the onset of anorexia nervosa but also in her inability to continue 
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the treatment on a consistent basis. She considered her illness (and, 
as a consequence, the proposed treatment) to be a loss of control 
over her behavior and food intake. Thus, in her mind, discontinuing 
the treatment meant recovering control over her body and her life. 
Despite this, the patient gained some beneficial effects from the 
treatment and from the therapeutic relationship.

Bulimia	Nervosa	and	Compulsivity:	A	Clinical	Vignette

Mary was a 22-year-old woman with severe bulimia nervosa. after 
her mother’s death when she was a child, a member of her family 
sexually abused Mary for years. at the first assessment, her BMi was 
18.8. The frequency of binge eating and self-induced vomiting was 
more than once a day. The typical description of her eating symp-
toms was as follows: eating something that she considered excessive 
to maintain her weight (but never more than what other people 
usually eat), then deliberately eating a large amount of other food 
(because this was a necessary condition for self-inducing vomiting), 
and finally vomiting. She described her eD as an irresistible need 
for vomiting that occurred every time the thought of gaining weight 
crossed her mind. Despite the importance she gave to the aesthetic 
aspects of her body (she regularly went to the gym and to the beauti-
cian), after vomiting, she always engaged in behaviors such as skin 
picking and scratching her face.

Comment: Despite the history of sexual abuse, which is usually 
associated with impulsive behaviors, the main psychopathological 
characteristic of this patient was the need for control. Vomiting and 
skin picking were probably methods to improve the absence or defi-
ciency of body sensations and, again, to try to improve the sense of self 
and the sense of ownership of a violated body. The eD and the skin 
picking improved significantly with cognitive-behavioral therapy and 
treatment with sertraline. However, the patient discontinued the drug 
because of sexual side effects, and because she transferred to another 
city for work, she was not able to continue cognitive-behavioral treat-
ment. Mary relapsed after a period of complete remission of about 
6 months.

SiB aND eDS

another example of the importance of considering impulsivity and com-
pulsivity in a transdiagnostic way in eDs can be drawn from our studies 
on SiB. SiBs or moderate or superficial self-mutilation include behav-
iors such as skin cutting, scratching, picking, or burning; hair pulling; 
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severe nail biting; and other forms of superficial self-injury. according 
to favazza and Simeon (1995), SiBs can be divided into impulsive and 
compulsive categories according to their clinical characteristics. Com-
pulsive SiBs are usually habitual, repetitive, and “automatic.” They are 
not associated with conscious intent or an affective experience (favazza, 
1998) and have the typical characteristics of compulsions (i.e., a mount-
ing tension when the individual attempts to resist them and a relief 
of anxiety when the behavior is performed). They usually have ego- 
 dystonic overtones and the goal is not to provide gratification but only to 
prevent or reduce anxiety and distress. Hair pulling, skin picking, and 
severe nail biting are examples of this type of SiB.

impulsive SiBs, on the contrary, are usually episodic, involve little 
resistance, and provide some form of gratification that is beyond the 
relief of tension or anxiety. individuals who perform these types of SiBs 
report that the behavior helps in the control of negative emotions, such 
as depression, loneliness, or depersonalization, and also satisfies other 
needs, such as self-punishment and the manipulation of others (favazza, 
1998). The most common SiBs of the impulsive type are skin cutting, 
scratching, and burning.

Practice	Point
impulsivity and compulsivity have quite different features and functions 
in regard to SiB.

To better understand the specific relationship between the phenom-
enon of SiB and eDs, we investigated from a dimensional point of view 
the relationship between self-destructive behavior and both anorexia 
nervosa and bulimia nervosa (favaro & Santonastaso, 1998, 2000). in 
the first study of 125 consecutive patients with bulimia nervosa, 90 
(72%) reported at least one form of SiB (favaro & Santonastaso, 1998). 
The principal component analysis allowed us to examine the group-
ing of different kinds of behavior into one or more dimensions and to 
study the position of every patient on the dimensions that emerged. The 
analysis showed a two-factor solution: hair pulling, severe nail biting, 
and self-induced vomiting loaded on a factor that we called “compul-
sive SiB,” whereas skin cutting or burning, suicide attempts, substance 
or alcohol abuse, and laxative or diuretic abuse loaded on another fac-
tor that we called “impulsive SiB.” These findings have two important 
implications. first, they support the classification of SiB proposed by 
favazza and Simeon (1995). Second, they show that purging behavior 
belongs to the same dimensions as all the other types of SiB; however, 
the dimensions were not correlated (favaro & Santonastaso, 1998).

in a later study, performed on a larger sample of 250 patients with 
bulimia nervosa, we performed a confirmative factors analysis, which 
substantially confirmed the presence of the two factors: impulsive and 
compulsive (favaro & Santonastaso, 2002). We then performed a sec-
ond study, sampling a consecutive group of 236 patients with anorexia 
nervosa (155 restricting type and 81 binge eating/purging type) (favaro 
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& Santonastaso, 2000). in this subsequent study, we found that the 
frequency of SiB in anorexia nervosa is similar to that in bulimia ner-
vosa (favaro & Santonastaso, 2000). except for suicide attempts and 
substance or alcohol abuse, which were more prevalent among bulim-
ics, there were not significant between-group differences with the other 
types of SiB. The study of the dimensionality of SiB in anorexia nervosa 
showed similarities and differences in comparison to our study in buli-
mia nervosa (favaro & Santonastaso, 1998). The principal components 
analysis identified three factors: impulsive SiB (suicide attempts, skin 
cutting and burning), compulsive SiB (severe nail biting, hair pulling), 
and purging behavior (self-induced vomiting, laxative or diuretic abuse). 
The distinction between impulsive and compulsive SiB proposed by 
favazza and Simeon (1995) appears to be confirmed in anorexia ner-
vosa, as well. But the most important difference is that in anorexia 
nervosa, purging behavior forms a third different dimension. Weight 
control in anorexia nervosa can be considered the core feature of the 
pathology and, probably for this reason, all behaviors with this aim have 
a different significance and dimensionality. in bulimia nervosa, purg-
ing behavior is a compensation for loss of control over food intake and 
might often be a form of self-punishment. On the other hand, purg-
ing behavior in anorexia nervosa is not always associated with binging 
(e.g., in 44% of cases with recurrent purging in our sample) and may be 
considered a means of maintaining and increasing control over food and 
body, even when the patient is not really losing control.

from these studies, we conclude that predictors of the impulsive and 
compulsive dimensions of SiB are similar in anorexia and bulimia ner-
vosa. The presence of compulsive SiB is predicted by a shorter dura-
tion of illness and a more accentuated lack of interoceptive awareness 
in bulimia nervosa; in anorexia nervosa, it is predicted by a younger age 
and higher obsessionality. Childhood sexual abuse predicts impulsive 
SiB in both syndromes (favaro & Santonastaso, 1998, 2000), support-
ing the findings reported in the literature (Dohm et al., 2002; fullerton, 
Wonderlich, & gosnell, 1995; van der Kolk, Perry, & Herman, 1991). 
furthermore, higher depression in bulimia nervosa and higher anxiety 
scores in anorexia nervosa predict impulsive SiB.

Practice	Point
Predictors of the impulsive and compulsive dimensions of SiB are similar 
in anorexia and bulimia nervosa.

finally, in a representative female community sample (favaro et al., 
2004), we again confirmed the dimensional distinction between impul-
sive and compulsive SiBs and the significant association between some 
SiBs and eDs. in conclusion, our studies in this field appear to show that 
impulsive and compulsive dimensions are essential features of eDs and 
have a serious impact on their clinical presentation as well as important 
implications in the definition of the therapeutic approach.
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iMPUlSiViTY aND COMPUlSiViTY 
iN THe TReaTMeNT Of eDS

The impulsive and compulsive characteristics of a patient with an eD 
are important features to be considered for the individualization of the 
treatment approach, even when a full-criteria diagnosis is not present. 
Patients with impulsive features are, for example, more likely to drop 
out of treatment, and therefore strategies to minimize this risk should 
be used. impulsive patients with low self-efficacy and high ineffective-
ness are at most risk for dropping out, because they often consider the 
treatment a source of frustration and another manifestation of their fail-
ure. an extensive explanation of what we realistically expect from our 
patients and the communication of a feeling of empathy about the way 
they feel with themselves are essential before starting any treatment 
program. it is also useful to verbalize the possibility that they could 
impulsively abandon the treatment or skip some treatment sessions. in 
this way, the patient is more prepared to face this possibility and, in the 
case of dropping out, finds it is easier to come back to treatment, know-
ing that the therapist will not make the patient feel guilty.

impulsive acts (such as dropping out from treatment), and impulsive 
SiB in particular, are hard for the therapist of a patient with an eD to 
deal with. feelings of anger, frustration, and denial are common, and 
it is difficult to be empathic without being sympathetic. The main foci 
of treatment should be to increase the patient’s ability to verbalize and 
express emotions and to address the difficulty in maintaining a stable 
sense of self (Suyemoto, 1998). it is important to talk about the impul-
sive act but also to avoid this type of behavior becoming the only focus 
of one or more treatment sessions.

The therapist may perceive impulsive SiB or other impulsive behav-
iors as deliberately hostile or manipulative. for this reason, it is impor-
tant to avoid either a complete denial or neglect of the acting out 
or reactions of anger, shock, excessive attention, or monopolization. 
 Several strategies can improve the expression of emotions. These strate-
gies are as follows: (a) increasing the patient’s ability to cope with and 
accept feelings of anger or sexual-related feelings, (b) increasing verbal 
and other symbolic expressions of the patient’s feelings, and (c) develop-
ing insight into the meaning and function of the acting out (Suyemoto, 
1998). The patient usually considers the impulsive self-injurious act as 
a method of coping, and it is used despite the fact that it often produces 
feelings of shame, guilt, and isolation. for this reason, it is important 
not to discourage self-injury or to emphasize the negative individual 
and social consequences of the behavior, because they are well-known 
to the impulsive patient. On the contrary, it is important to help the 
patient find other useful ways of coping by creating an atmosphere of 
support and a sense of stability. To improve the stability of the sense of 
self, the therapist must create a positive relational experience within 
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the therapeutic relationship. The discussion of psychoeducational issues 
with the patients and their relatives can also be helpful.

The patient with high levels of compulsivity is also a difficult patient. 
Rigidity and inflexibility make any attempt to induce a modification 
of behaviors and cognitions more difficult. in patients with eDs, espe-
cially in the first stages of the illness, many compulsive symptoms or 
behaviors are ego-syntonic (e.g., body checks, calorie counting, weight 
control, excessive exercise). The patient does not regard the reduction 
of ego-syntonic behaviors as a goal of treatment, whereas the therapist 
and patient’s relatives usually do. The first phases of treatment should 
address the improvement of the patient’s contemplative abilities and 
focus on some (sometimes few) shared objectives to improve the self-
efficacy and self-esteem of the patient. Patients with higher levels of 
self-esteem are more flexible and can be encouraged to face new aspects 
of their illness. The ego-dystonic nature of compulsive behavior is the 
essential premise for dealing with the behavior in the treatment set-
ting. in the absence of that, the therapist should try to help the patient 
increase his or her awareness of the illness and motivation to change 
and to assist the family in the containment of the behavior without 
being controlling or repressing, which would produce an increase in the 
anxiety in the patient. The presence of ego-dystonic symptoms, such as 
some types of compulsive SiB and obsessive preoccupations, can rep-
resent a protective factor against dropping out (favaro & Santonastaso, 
1998; Halmi et al., 2005) and probably have an important impact in 
determining treatment-seeking behavior (favaro et al., 2004). Com-
pulsive behavior and compulsive SiB in eDs are usually addressed using 
behavioral or cognitive-behavioral techniques. finally, the therapist 
should consider the use of antiobsessive pharmacological treatments.

Pharmacotherapy of impulsive and compulsive behaviors and SiBs in 
eDs may be necessary in patients with severe symptoms or as a measure 
to facilitate the effects of psychotherapy (Simeon & Hollander, 2001). 
Unfortunately, no medication for the treatment of SiB has yet been 
approved in europe or the United States. in addition, no double-blind 
controlled study of medications for the treatment of these problems is 
available in the literature. Some direction can be derived from the clini-
cal experience of expert therapists and from a few uncontrolled stud-
ies. These studies seem to indicate that Selective Serotonin Reuptake 
inhibitors (SSRis) are effective in decreasing impulsive behaviors and, 
probably, impulsive SiB (Simeon & Hollander, 2001). Mood stabilizers 
may also be helpful in impulsive patients. in patients with high levels 
of compulsivity and in those with compulsive SiB, SSRis and clomip-
ramine (anafranil) are the first-line choices of pharmacological treat-
ment. However, any indication is tentative because no study to date has 
evaluated the long-term effectiveness of these drugs and their effective-
ness in impulsive and compulsive symptoms of patients with eDs.
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Practice	Point
The consideration of impulsivity and compulsivity dimensions are very 
important in developing a treatment plan for the patient with an eD and 
may substantially enhance treatment efficacy.

CONClUSiON

impulsivity and compulsivity are two important psychopathological 
dimensions that seem to affect the risk of developing an eD, the clinical 
characteristics of patients with eDs, and the treatment approach to this 
type of patient. an extensive assessment of impulsive and compulsive 
symptoms is necessary in patients with eDs, with a particular attention 
to SiB. further research is needed to better understand how to indi-
vidualize the treatment approach in patients with eDs with impulsive 
and/or compulsive symptoms.
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in this chapter, we explore the nature of the relationships between 
childhood trauma, personality disorders, and eating disorders. in the 
past, these types of provocative discussions have been characterized 
by a variety of perspectives. in this chapter, we specifically focus on 
exploring and identifying the possible sequential relationships of these 
experiences in some individuals. in an effort to unravel these associa-
tions, we begin by reviewing the empirical literature in this area over 
the past 10 years.

THe liTeRaTURe SeaRCH

in preparing this chapter, we undertook a literature search using the 
 PsyciNfO database. We entered a variety of search terms, including 
childhood trauma, sexual abuse, physical abuse, emotional abuse, personality 
disorders, borderline personality, avoidant personality, obsessive-compulsive 
personality, and antisocial personality. We elected these particular per-
sonality disorders because they were more likely to be associated with 
eating disorders or have a large database. To have as much consistency 
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in axis ii diagnosis as possible, we included only articles published in 
1994 or later (i.e., criteria from the Diagnostic and Statistical Manual 
of Mental Disorders–Fourth Edition [DSM–IV]) (american Psychiatric 
association, 1994). We excluded studies written in foreign languages 
as well as dissertations and remote journals involving a fee to obtain, 
unless the abstract contained sufficient information to include findings. 
it is surprising that we did not encounter a single empirical study that 
addressed all three areas of inquiry—childhood trauma, personality dis-
orders, and eating disorders.

liMiTaTiONS Of THe SeaRCH

Before we present the summary of our results, we must note several 
caveats. first, we may have missed papers in the literature in which 
none of the designated search terms appeared in the abstract or subject 
area as well as papers presented as abstracts or at meetings. Second, 
studies published around the year 1994 may have used personality dis-
order criteria from a previous version of the DSM. We also emphasize 
the following factors to consider.

Subject Factors

it is important to recognize that childhood trauma is based on subject 
recollection, which is prone to a variety of psychological compromises. 
at the outset, many patients lack meaningful recall of events before 
the ages of 3 or 4. in response to trauma, there may also be a variety of 
psychological maneuvers by the victim that impair recall, such as sup-
pression, repression, dissociation, and denial.

in addition, the actual recollection of an event may be distorted or 
misinterpreted in a variety of ways. for example, a male patient ada-
mantly denied any history of abuse, yet casually informed us that his 
father would beat him with a belt buckle around the head and shoul-
ders. The patient nonchalantly explained that his father was only 
trying to help him behave because the patient suffered from attention- 
 deficit/hyperactivity disorder: “i needed that type of discipline from 
my father.” in further support of this interpretive dilemma, Bailey and 
Shriver (1999) acknowledged the importance of subjectivity in labeling 
a childhood experience as sexual abuse. On a rare occasion, in our clini-
cal experience, some individuals with borderline personality disorder 
(BPD) may misconstrue or even offer false historical information to 
engage others. finally, the difficulties with interpretation may relate to 
how a society perceives a phenomenon. for example, in some studies, 
the upper age range of reported abuse is age 18—is this voluntary par-
ticipation or victimization?
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Because of the preceding psychological and social factors, it is dif-
ficult to assess not only the presence of childhood abuse but also its 
specific characteristics (e.g., duration, relationship of the perpetrator 
to the victim, level of external parental support, type of sexual impo-
sition)—all of which may affect the eventual evolution of subsequent 
psychopathology including personality disorders.

Axis II Assessment Factors

among patients with eating disorders, we are also faced with the dif-
ficulties in assessing and confirming diagnoses of personality disorders 
(see Vitousek & Stumpf, 2005). for example, personality disorder 
symptoms tend to be artificially elevated among young patients, in indi-
viduals in biological crisis such as starvation, and when severe axis i 
disorders are present, such as depression. in addition, individual axis ii 
measures appear to capture slightly different clinical populations. This 
may be explained, in part, in several ways: (a) the constructs for these 
measures vary, (b) self-report measures tend to be overinclusive, and (c) 
the results of semistructured interviews may be dependent on extensive 
investigator training and inter-rater reliability.

There is also a contemporary tendency in many studies to assess 
broad personality traits or factors, rather than bonafide DSM disorders. 
although some of these dimensional approaches are reported to cor-
relate with specific DSM axis ii disorders, for the most part, we do not 
know what level of accuracy these measures actually demonstrate.

finally, it is difficult to compare personality disorder studies from 
different DSM eras because of the ever-changing axis ii palette. Spe-
cifically, the DSM has, over time, designated as many as 15 and as few as 
10 personality disorders (excluding personality disorder, not otherwise 
specified). Therefore, a disorder may have existed in a previous version 
(e.g., passive-aggressive personality disorder) but may no longer be in 
current diagnostic vogue, thereby crippling the ability to compare data.

Other Limitations

as with any review of studies, there are various types of samples and 
control groups, varying measures for personality assessment, and vary-
ing gender ratios. Therefore, we present this review as an examination 
of trends or impressions, rather than as absolute conclusions. Despite 
this cautious framing, we believe that there are a number of valid gen-
eral conclusions that may be drawn from the existing data.
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CHilDHOOD TRaUMa 
aND PeRSONaliTY DiSORDeRS

a number of studies have examined correlations between specific types 
of childhood trauma and various personality disorders in adulthood. 
These populations include community or nonclinical as well as patient 
samples. We included nonclinical studies in this review because there 
may be meaningful clinical differences between community popula-
tions versus treatment-seeking populations (Sansone, Wiederman, & 
Sansone, 2000).

Nonclinical Samples

J. J. Johnson, Smailes, Cohen, Brown, and Bernstein (2000) initially 
assessed 738 children between the ages of 1 and 10 years and then reas-
sessed them as adolescents and young adults. They found that childhood 
emotional, physical, and supervisory neglect (i.e., inadequate parental 
monitoring) as well as verbal abuse were associated with an increased risk 
for personality disorders in adulthood. J. J. Johnson et al. also analyzed 
specific types of neglect in terms of the resulting type of personality 
dysfunction. Supervisory neglect was associated with Cluster B person-
ality disorders (i.e., dramatic, emotional, or erratic cluster) including 
BPD. emotional neglect was associated with symptoms in Cluster a 
(i.e., odd or eccentric cluster) as well as avoidant and paranoid personal-
ity disorders. Physical neglect was associated with Cluster a symptoms 
and schizotypal personality disorder. Verbal abuse was associated with 
a threefold risk of having borderline, narcissistic, obsessive-compulsive, 
and paranoid personality disorders (J. g. Johnson et al., 2001).

Outpatient Samples

in a sample of 182 outpatients with various personality disorders, Bierer 
et al. (2003) found that global trauma severity was predictive of Clus-
ter B diagnoses, particularly borderline and antisocial personality disor-
ders. emotional abuse in men predicted for BPD; sexual and physical 
abuse predicted for antisocial personality disorder; and sexual, physical, 
and emotional abuse predicted for paranoid personality disorder.

in the Collaborative longitudinal Personality Disorders Study (Bat-
tle et al., 2004), investigators found that emotional and verbal abuse 
and caretaker and noncaretaker sexual abuse were associated with BPD, 
noncaretaker sexual abuse was associated with obsessive-compulsive 
personality disorder, and verbal and caretaker sexual abuse was associ-
ated with antisocial personality disorder.
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Combined Inpatient and Outpatient Samples

Hogue (1999) examined both adult inpatients and outpatients and found 
that high levels of overall family dysfunction were associated with high 
levels of personality pathology. Paternal psychological maladjustment 
and sexual abuse were most strongly associated with BPD, maternal 
emotional abuse and neglect were associated with avoidant personal-
ity disorder, maternal emotional abuse was associated with paranoid 
personality, paternal emotional abuse was associated with schizotypal 
personality disorder, and maternal emotional abuse was associated with 
dependent personality. Sexual abuse was associated with antisocial per-
sonality disorder.

Substance Abuse Populations

Alcohol abuse. at least three studies have examined the relationship 
between childhood trauma and subsequent personality pathology 
among individuals who abuse alcohol. Windle, Windle, Scheidt, and 
Miller (1995) found that the combination of physical and sexual abuse 
was associated with high rates of antisocial personality disorder in both 
men and women. among inpatients, lisek (1996) found that in men, 
childhood abuse was related to antisocial and narcissistic personality 
disorders, whereas in women it was related to dependent personality 
disorder and BPD. glutting (1996) found that among alcoholic men, 
childhood abuse correlated with antisocial behavior. These studies sug-
gest, among alcoholic individuals, a relationship between childhood 
trauma and Cluster B disorders.

Mixed substance abuse. There are three studies in mixed substance 
abuse populations. in the first, ellason, Ross, Sainton, and Mayran 
(1996) examined inpatients and found that, compared to those without 
histories of physical and/or sexual abuse, those with such histories had 
higher rates of BPD. Ruggiero (1996) found that among male veter-
ans, sexual abuse was related to schizoid personality disorder; physical 
and emotional abuse had diffuse relationships with most of the axis ii 
disorders under study (i.e., paranoid, schizoid, schizotypal, antisocial, 
and borderline personalities); physical neglect had a diffuse relationship 
with schizoid personality disorder; and emotional neglect had a dif-
fuse relationship with avoidant personality disorder. Bernstein, Stein, 
and Handelsman (1998) found that physical neglect and abuse were 
related to antisocial personality traits, emotional abuse contributed to 
personality traits in all clusters, and emotional neglect was associated 
with schizoid personality disorder. it is surprising that in this last study, 
sexual abuse was unrelated to any personality disorder.
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Dissociative Identity Disorder

among inpatients with dissociative identity disorder, ellason, Ross, and 
fuchs (1996) found that 90%, 92%, and 96% reported physical, sexual, 
and combination abuse, respectively. Clusters B and C were the most 
common forms of personality pathology, with borderline and avoidant 
personality disorders being most frequent.

Juvenile Delinquents and Incarcerated Offenders

in juvenile delinquents, Barylnik (2003) found that high rates of physi-
cal abuse and neglect contributed to adult antisocial features. Campbell, 
Porter, and Santor (2004) found among incarcerated male and female 
adolescents that histories of childhood physical abuse were associated 
with antisocial personality traits.

Court‑Documented Childhood Abuse

Horwitz, Widom, Mclaughlin, and White (2001) examined court 
records for documented cases of childhood abuse and undertook a fol-
low-up assessment of these individuals some 20 years later. Compared 
with controls, abused and neglected men and women were more likely 
to have antisocial personality disorder.

Avoidant Personality Disorder

Rettew et al. (2003) found that neither physical abuse nor emotional 
abuse were related to avoidant personality disorder.

Eating Disorders

Steiger, Jabalpurwala, and Champagne (1996) found among bulimic 
individuals a correlation between childhood abuse and personality 
pathology, with BPD being most evident. grilo and Masheb (2002) 
found that among outpatients with binge eating disorder, more than 
80% reported some form of childhood maltreatment (i.e., emotional, 
physical, and/or sexual abuse; emotional and/or physical neglect); emo-
tional abuse was associated with Cluster C personality disorders, spe-
cifically avoidant personality disorder, but other forms of abuse did not 
contribute to personality disorders in this sample.

Practice	Point
in the overwhelming majority of studies, childhood abuse is correlated 
with some type of personality pathology. However, the type of abuse and 
corresponding personality disturbance appear to be highly variable.
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CHilDHOOD TRaUMa 
aND BORDeRliNe PeRSONaliTY

in the preceding studies, investigators examined various personality 
dysfunctions and disorders in individuals with histories of childhood 
trauma. in reviewing the literature, however, we found that the major-
ity of empirical studies have examined specific correlations between 
childhood trauma and those who presently evidence BPD. in summariz-
ing the research literature up through the mid-1990s, Pfeifer-Tarkowski 
(1997) concluded that there appears to be a relationship between child-
hood sexual abuse and borderline-like symptoms in adulthood.

Nonclinical Studies

Screening more than 5,000 participants 18 years of age, Trull 
(2001) found a relationship between childhood abuse and BPD 
psychopathology.

Inpatient Studies

atlas (1995) examined hospitalized adolescent females and found that 
those with early histories of physical and/or sexual abuse were signifi-
cantly more likely to be diagnosed with BPD. Oldham, Skodol, gallaher, 
and Kroll (1996) found that among applicants to a long-term, inpatient 
treatment facility, three quarters of the patients with BPD had histories 
of some type of abuse, whereas only a third of patients without BPD 
did. C. S. Johnson (1999) examined inpatients with BPD and found 
that emotional and sexual abuse were significantly associated with the 
disorder, but only among females (i.e., gender differences). Renneberg, 
Weibb, Unger, fiedler, and Brunner (2003) found that 87% of female 
inpatients with BPD reported traumatic childhood experiences (i.e., 
sexual and physical abuse). finally, in an israeli study of suicidal ado-
lescents (Horesh, Sever, & apter, 2003), compared to those suffering 
from major depression, those with BPD reported more sexual abuse. To 
summarize the preceding studies, there is a high frequency of reported 
childhood abuse among patients with BPD.

There may also be tempering characteristics of trauma in relation-
ship to BPD. for example, Zanarini et al. (2002) found that among 
inpatients with BPD, the severity of childhood sexual abuse was related 
to the overall severity of BPD symptoms. Sansone, gaither, and Songer 
(2002) found that with the exception of witnessing violence, the number 
of types of abuse (e.g., suffering sexual, physical, and emotional abuse; 
witnessing violence) correlated with the number of diagnostic confir-
mations on several measures of BPD. in other words, severity and more 
types of abuse may be more likely to lead to the borderline disorder.
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Borderline Personality in Comparison 
With Other Personality Disorders

Several studies have compared childhood abuse histories between indi-
viduals with BPD and those with other personality disorders. These 
studies follow.

Outpatient studies. Compared with other axis ii disorders, several 
studies indicate that those with BPD have a greater frequency of child-
hood sexual abuse (Norden, Klein, Donaldson, Pepper, & Klein, 1995; 
Paris, Zweig-frank, & guzder, 1994) as well as physical abuse (golier 
et al., 2003; Paris et al., 1994).

Inpatient studies. in a Canadian study, laporte and guttman (1996) 
examined the discharge diagnoses of 751 females with axis ii disorders 
and found that the BPD subsample reported more abuses (in this study, 
verbal, physical, and sexual abuse) as well as combinations of abuses 
from multiple perpetrators. Zanarini, Williams, et al. (1997) found that 
among a mixed sample of inpatients with personality disorders, those 
with BPD reported significantly more emotional and physical abuse by 
a caretaker, as well as sexual abuse by a noncaretaker. in another mixed 
axis ii inpatient sample, Zanarini, Dubo, lewis, and Williams (1997) 
found that more than 90% of the BPD subsample reported childhood 
abuse and neglect, 80% reported emotional or verbal abuse, and 60% 
reported physical and sexual abuse. Significant between-group differ-
ences (more frequent in the BPD subsample) were physical, noncare-
taker sexual, and any sexual abuse; emotional withdrawal of caretakers; 
and the lack of a genuine relationship with caretakers.

Special populations. Compared with other axis ii disorders, child-
hood sexual abuse has been associated with BPD among outpatients 
with major depression (Zlotnick, Mattia, & Zimmerman, 2001) and 
male forensic patients (Timmerman & emmelkamp, 2001). in a sample 
of outpatients with post-traumatic stress disorder (Heffernan & Cloitre, 
2000), BPD was associated with maternal physical and verbal abuse as 
well as earlier age of onset.

Practice	Point
in empirical studies, BPD is associated with various forms of abuse, not 
just sexual abuse. gender and type of trauma, earlier age of onset, greater 
severity, multiple perpetrators, and multiple forms of abuse may heighten 
the risk for the subsequent development of BPD.

PeRSONaliTY PaTHOlOgY aMONg aDUlT 
ViCTiMS Of CHilDHOOD SexUal aBUSe

Up to this point, we have reviewed studies on the relationship between 
childhood trauma and personality pathology in various study popula-
tions. Yet there is one other group of studies that relate to this topic—
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those that explore the current axis ii status of adults who were victims 
of childhood sexual abuse. The following studies relate to axis ii 
pathology in adults who were either seeking or receiving treatment for 
childhood sexual abuse.

Outpatient Studies

BPD. Several studies indicate that among adults with sexual abuse his-
tories, borderline personality features are more common than other 
personality features (Pope, 1998; Ross-gower, Waller, Tyson, & elliott, 
1998; Schmidt, 2002). in contrast, Hammond (2000) found that the 
frequency of childhood sexual abuse was unrelated to BPD but the 
severity of sexual abuse was a significant predictor of BPD, and the num-
ber of perpetrators approached significance as a predictor of BPD.

Mclean and gallop (2003) explored the relationship between BPD 
and the timing of childhood sexual abuse, specifically early onset ver-
sus late onset. Those with early-onset abuse had a significantly higher 
prevalence of BPD diagnoses, and paternal incest was a significant pre-
dictor for BPD.

Other personality disorders. Other personality disorders have been 
identified among sexual abuse victims, as well. Pope (1998) confirmed 
avoidant personality disorder, and D. M. Johnson, Sheahan, and Chard 
(2003) found, in comparison with BPD, higher frequencies of avoidant, 
antisocial, and dependent personalities.

Combined Inpatient and Outpatient Samples

among female inpatients and outpatients with histories of childhood 
sexual abuse, Shea, Zlotnick, and Weisberg (1999) found that the most 
frequent personality disorder was paranoid, followed by borderline, and 
then schizotypal personality disorders.

Practice	Point
among adults with histories of childhood sexual abuse, several axis ii 
disorders have been reported, including borderline, avoidant, antisocial, 
dependent, paranoid, and schizotypal personality disorders. Borderline per-
sonality is not the invariable axis ii outcome of childhood sexual abuse.

aBUSe faCTORS THaT MaY iNTeNSifY 
THe liKeliHOOD Of aN axiS ii DiagNOSiS

One clinical issue to consider is the possibility that the type of abuse 
is less relevant than a particular characteristic related to the abuse. for 
example, perhaps childhood sexual abuse, alone, is less of a predictor 
for axis ii psychopathology than the age of onset or some characteristic 
of this type of abuse, such as a malignant threat (e.g., “if you tell, i’ll 
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kill your mother!”). Several studies have explored possible modifying 
characteristics—nearly all in relationship to BPD.

empirically confirmed factors that may increase the likelihood of a 
Cluster B or BPD diagnosis include (a) sexual abuse by a parent (Silk, 
lee, Hill, & lohr, 1995), (b) long duration or high frequency of sexual 
abuse (Paris et al., 1994; Silk et al., 1995), (c) sexual abuse involving 
penetration (Silk et al., 1995), (d) greater severity of sexual abuse (Paris 
et al., 1994; Sheahan, 2001), (e) early age of abuse onset (Heffernan & 
Cloitre, 2000; Kozel, 2001), (f) long duration of physical abuse (Paris 
et al., 1994), and (g) parental factors such as high control, deficient 
care, and personality dysfunction (Carter, Joyce, Mulder, & luty, 2001; 
Paris et al., 1994).

Practice	Point
Rather than the type of abuse, some characteristics of the abuse—such 
as age of onset, severity or duration, and/or parental psychopathology—
may be augmenting factors that intensify the likelihood of an axis ii 
outcome.

STUDieS THaT RefUTe a RelaTiONSHiP 
BeTWeeN CHilDHOOD SexUal aBUSe 

aND axiS ii PSYCHOPaTHOlOgY

Not all studies confirm relationships between childhood sexual abuse 
and adult personality pathology. again, most of these studies are in 
the area of BPD. for example, Service (1995) compared women out-
patients with and without histories of childhood sexual abuse and 
found no between-group differences in the prevalence of BPD. Using 
a path-analytic model, Warren (1996) could not confirm a statistical 
association between sexual abuse and BPD. fossati, Madeddu, and Maf-
fei (1999) undertook a meta-analysis of the published literature (21 
studies between the years of 1980 and 1995) and observed a moderate 
pooled effect size (r = .279) for the relationship between childhood 
sexual abuse and BPD; although findings did not support childhood 
sexual abuse as a major risk factor for BPD, the authors acknowledged, 
“Childhood sexual abuse could be related to specific BPD psychopatho-
logical features” (p. 276).

Other personality disorders have been examined, as well. in a sub-
stance abuse sample, Bernstein and colleagues (1998) were unable to 
correlate childhood sexual abuse with any personality disorder. Carter 
et al. (2001) found that childhood sexual abuse was not predictive of 
any specific personality pathology.

Practice	Point
Childhood sexual abuse does not invariably predict for personality 
pathology.
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alTeRNaTiVe NONTRaUMaTiC PaTHWaYS TO BPD

although there appears to be a connection between childhood trauma 
and BPD, the most commonly studied axis ii disorder, there occasion-
ally are individuals with BPD without such histories. although the 
apparent absence of trauma may relate to the psychological mechanisms 
of repression, suppression, denial, misinterpretation, and dissociation 
(i.e., these individuals simply do not recall the traumata), there may be 
alternative explanations, as well. for example, graybar and Boutilier 
(2002) discussed the contributory roles to BPD of core emotionality, 
preexisting temperament, underlying chronic affective disorders, and 
neurological factors (e.g., attention-deficit/hyperactivity disorder, learn-
ing disabilities, abnormalities on neuropsychological testing). However, 
these intriguing possibilities have not been confirmed by research.

Practice	Point
Not all patients with BPD appear to have childhood trauma histories. 
Therefore, there may be nontraumatic pathways to this disorder.

CliNiCal iMPliCaTiONS

although there are a handful of studies that do not support the contribu-
tion of childhood abuse to adult personality pathology, and an existing 
meta-analysis that also softens support for the contribution of child-
hood abuse to adult personality pathology, the overwhelming major-
ity of individual studies in this area suggest some relationship between 
maltreatment in childhood and adult personality dysfunction. Some 
even suggest specific associations between the type of abuse and	 the 
resulting personality pathology. These specific relationships between 
childhood abuse and adult personality pathology, however, have yet to 
be empirically reproduced.

given that maltreatment in childhood is a fairly common experience, 
it is unlikely that the presence of abuse alone predicts very keenly for any 
specific personality pathology. This suggests that there may be distinct 
augmenting factors that heighten this risk (e.g., duration and severity of 
abuse, relationship of the perpetrator to the victim). in other words, early 
developmental trauma in the presence of particular augmenting factors is 
likely to contribute nonspecifically to adult personality pathology. This rela-
tionship may be stronger in women than men (MacMillan et al., 2001). 
Conversely, high levels of certain types of personality dysfunction are 
frequently, but not invariably, associated with childhood trauma.

Practice	Point
early developmental trauma, in combination with augmenting factors, 
may contribute to nonspecific adult personality pathology.
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if there are augmenting factors (i.e., factors that do not directly relate 
to the characteristics of abuse) that intensify the initiation of personal-
ity dysfunction, what might they be? Perhaps the answer resides within 
the general context of early traumata. for example, Zanarini and fran-
kenburg (1997) emphasized the role of a vulnerable temperament (i.e., 
genetic predisposition conferred by parents) as well as specific trig-
gering events that appear to unleash symptoms. as another example, 
lewis (1997) underscored the role of multiple negative and victimizing 
life experiences.

Numerous authors have identified possible augmenting factors that 
relate to the parenting experience and family environment. Yatsko 
(1996) described unempathic parenting styles. Warren (1996) 
described perceived low parental support and family dysfunction, and 
Paris and Zweig-frank (1997) described the importance of separation 
from or loss of parents in early life as well as abnormal parental bonding. 
Hogue (1999) emphasized the overall levels of family dysfunction, and 
Zanarini, Williams, et al. (1997) emphasized the role of male caretak-
ers and emotional denial as well as inconsistent treatment by female 
caretakers. laporte and guttman (1996) discussed the role of adop-
tion. Norden et al. (1995) described poor parental relationships. Col-
lectively, these preceding findings suggest one consistent theme in the 
early lives of individuals with personality disorders—unstable parental 
and familial environments (i.e., multiple possible deficits).

To summarize, these data suggest that genetic predisposition, cou-
pled with unstable or nonsupportive family environments that are high-
lighted to some degree by various forms of childhood abuse, may lead 
to some types of personality dysfunction or disorders. according to 
research findings, these potential disorders commonly include antiso-
cial, borderline, avoidant, paranoid, and perhaps schizotypal personality 
disorders. These identified risk factors, however, may not consistently 
predict for all or even a specific type of personality disorder.

Practice	Point
genetic predisposition and unstable family environments characterized 
by childhood abuse may lead to some types of personality dysfunction 
or disorders.

Relationship of Abuse, Personality 
Disorders, and Eating Disorders

How does all of this relate to eating disorders? as noted by de groot 
and Rodin (1999) and everill and Waller (1995), childhood sexual abuse 
is a risk factor for eating disorders, despite statistical analyses suggesting 
the lack of such an association (everill & Waller, 1995). This conclusion 
is likely to include other forms of childhood abuse, as well. This child-
hood abuse–eating disorder relationship may be mediated by personal-
ity dysfunction. at the outset of life’s journey, one’s endowment with 
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low-adaptive genetics and exposure to an unstable family environment 
highlighted by abuse appears to establish the risk for personality disor-
der. The consolidated personality disorder, in turn, may enhance the risk for 
an eating disorder (see figure 4.1).

How does personality dysfunction heighten the risk for an eating 
disorder? This relationship can be easily illustrated using the exam-
ple of purging type bulimia nervosa. if an individual has a heightened 
level of impulsivity or poor self-regulation, as is the case in BPD, there 
seems to be an increased risk for poor regulation of food intake. Poor 
food regulation might lead to weight gain. Weight gain would heighten 
the risk for the subsequent development of impulsive counterregula-
tory behaviors (e.g., purging, abusing laxatives) to lose weight. These 
weight-management behaviors might eventually evolve and function as 
auxiliary self-harm behaviors (i.e., dual functional roles of weight man-
agement and self-harm behavior) in the individual with BPD, resulting 
in the mutual reinforcement of their existence.

This childhood trauma–personality dysfunction–eating disorder sequence 
may be particularly applicable to those eating disorders that are charac-
terized by impulsivity (i.e., anorexia nervosa, binge eating/purging type; 
bulimia nervosa/purging type; binge eating disorder). it is not surpris-
ing that according to research data, slightly more than one quarter of 
these individuals suffer from BPD (Sansone, levitt, & Sansone, 2005), 
which is much higher than the prevalence observed in restricting type 
anorexia nervosa.

in contrast, individuals with restricting anorexia nervosa are often-
times characterized by obsessive-compulsive personality traits (Sansone 
et al., 2005). in our review of the present literature, there was little con-
sistent evidence to link childhood trauma with obsessive-compulsive 
personality disorder.

This sequencing model may apply to other eating disorder scenar-
ios, as well. first, it may relate to those individuals who briefly begin 
their eating disorder experience with restricting anorexia nervosa and 
promptly shift to a more impulse-ridden eating disorder such as bulimia 
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Figure	4.1	 Risk-factor model for the relationships between childhood trauma, 
personality disorders, and eating disorders.
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nervosa. Second, among those restricting individuals whose axis ii 
pathology is predominantly avoidant personality disorder, there may 
still be a trauma substrate. in this case, the subsequent eating disor-
der may function as an adaptation (i.e., the development of a culturally 
ideal body or shape) to counter the social void.

Practice	Point
Childhood trauma is a risk factor for several types of personality disor-
ders. Personality disorders (depending on the type), in turn, may be risk 
factors for eating disorders.

CONClUSiON

Childhood trauma appears to be a meaningful risk factor for the subse-
quent development of several types of personality dysfunctions or disor-
ders, particularly in the presence of predisposing genetics and impaired 
family functioning. Some resulting personality disorders, particularly 
BPD, may subsequently function as risk factors for eating disorders. 
in addition, there may also be some relationship between childhood 
trauma, avoidant personality disorder, and restricting anorexia nervosa. 
Not all traumatized individuals develop personality disorders, and not 
all individuals with personality disorders develop eating disorders. fur-
ther research is needed to explore the various protective and augment-
ing factors for this pathway. Through further investigation, we may be 
able to develop better preventive strategies as well as more effective 
therapies for this distressed and traumatized subgroup of patients with 
eating disorders.

NOTe
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The assessment of personality disorders (PDs) can be a challenging task 
for clinicians. Not only must the clinician comprehensively evaluate the 
patient for the presence of the many symptoms of the individual PDs 
that are presented in the Diagnostic and Statistical Manual of Mental 
Disorders–Text Revision (DSM–IV–TR) (american Psychiatric asso-
ciation [aPa], 2000) but the clinician must also determine whether 
the symptoms are characteristic of the patient’s long-term functioning, 
reflect the patient’s functioning across a variety of personal and social 
contexts, and cause clinically significant impairment or distress. fur-
thermore, the clinician must determine that the presenting symptoms 
suggesting personality pathology are not better accounted for by other 
psychiatric disorders. Clearly, the assessment of PDs can be both daunt-
ing and taxing.

in this chapter, we provide an overview of several measures that are 
available to the clinician, each of which may provide useful information for 
the assessment of personality pathology in patients. But, before embarking 
on this survey, we must make a few general comments. first, it is worth 
emphasizing that unstructured clinical interviews, although comfortable 
for the clinician, should not be used to diagnose PDs. evidence clearly 
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shows that diagnoses based on this traditional method are not reliable 
(garb, 2005). So, what methods should the clinician use?

like others (e.g., Widiger & Samuel, 2005), we advocate a two-step 
approach to the assessment of PDs. The first step is to administer a self-
report inventory that targets maladaptive personality traits. if, based 
on the results from the inventory, personality pathology is suspected, 
the clinician should then proceed to administer a semistructured diag-
nostic interview to confirm PD diagnoses and symptoms. This two-
step approach confers several advantages. first, PD evaluations from 
both self-report inventories and semistructured diagnostic interviews 
are much more reliable and valid than those from unstructured clinical 
interviews. Second, administering a self-report inventory, initially, to 
screen for personality pathology can save valuable time for the clinician. 
Semistructured interviews can take an hour or more to administer, and 
it is not efficient to conduct this type of interview assessment with every 
patient. Because not every patient will exhibit clinically significant 
personality pathology, the two-step procedure is helpful in identify-
ing those patients who are most likely to receive an axis ii diagnosis. 
The final advantage of this approach is that the semistructured axis ii 
interview is recognized as the best way to arrive at the DSM–IV–TR PD 
diagnosis. These diagnostic interviews formally assess the PD criteria, 
instruct the patient to report only those symptoms that are character-
istic of long-term functioning, and solicit examples that will allow the 
clinician to determine the clinical significance of the symptoms as well 
as the pervasiveness of these across contexts.

Practice	Point
a two-step approach to the assessment of PDs includes first administer-
ing a self-report inventory (for screening purposes) and then, if necessary, 
following up with a semistructured diagnostic interview.

We now turn to a survey of self-report questionnaires that might be 
used to screen patients for significant personality pathology, the first 
step in the procedure we previously outlined.

Self-RePORT iNVeNTORieS

Self-report inventories are a popular method for assessing PDs and offer 
many advantages (Widiger & Samuel, 2005). Scores from these inven-
tories are reliable over time and reasonably valid, at least in identifying 
the general presence of a PD. furthermore, these inventories are easy 
to administer and score, and normative data exist to aid in the interpre-
tation of scores. The accuracy of the information obtained from self-
report inventories, however, may be compromised at times by negative 
self-presentation or inadequate insight—two features frequently exhibited 
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by individuals with PDs. Therefore, diagnosing PDs on the basis solely 
of self-report measures is not advised.

instead, self-report assessments are most useful when combined with 
semistructured interviews, to screen for possible PD symptoms prior 
to the administration of the interview or to augment the information 
gained from the interview (Widiger & Samuel, 2005). although many 
self-report inventories for PDs exist, here we review four of the most 
commonly used inventories: the Personality assessment inventory (Pai) 
(Morey, 1991), the Morey MMPi Personality Disorder Scales (Colligan, 
Morey, & Offord, 1994; Morey, Waugh, & Blashfield, 1985), the Mil-
lon Clinical Multiaxial inventory–iii (MCMi–iii) (Millon, Davis, & 
Millon, 1997), and the Personality Disorder Questionnaire (PDQ–4) 
(Hyler, 1994). Scores from each of these inventories have been shown 
to be reliable and valid.

The Personality Assessment Inventory

The Pai (Morey, 1991) was developed to assess adult personality and a 
variety of psychopathology symptoms. This self-report measure consists 
of 344 items and is organized into 11 clinical scales, 4 validity scales, 
5 treatment consideration scales, and 2 interpersonal scales. The Pai 
contains two clinical scales that directly measure maladaptive personal-
ity features. The Borderline features (BOR) clinical scale consists of 4 
subscales that assess personality features relevant to a diagnosis of bor-
derline PD, including affective instability, identity problems, negative 
relationships, and impulsive self-harm behaviors. elevated BOR scores 
indicate an individual with clinically significant borderline features, 
although not necessarily a diagnosis of borderline PD (Morey, 1991). 
The antisocial features (aNT) clinical scale consists of three subscales, 
assessing antisocial behaviors, egocentricity, and stimulus-seeking. ele-
vated aNT scores are most common in self-centered, impulsive indi-
viduals with little sympathy for others (Morey, 1991). The other Pai 
clinical scales include Somatic Complaints, anxiety, anxiety-Related 
Disorders, Depression, Mania, Paranoia, Schizophrenia, alcohol Prob-
lems, and Drug Problems.

The four validity scales of the Pai are designed to detect inconsistent 
or atypical patterns of response and are sensitive to both positive and 
negative impression management (Morey, 1991). The Pai also contains 
five scales that assess important issues relevant to clinical treatment, 
including verbal and physical aggression, suicidal ideation, life stress-
ors, the availability and quality of the examinee’s support network, and 
the examinee’s motivation and attitudes toward change in treatment 
(Morey, 1991). finally, the Pai contains two scales related to interper-
sonal functioning, dominance, and warmth.
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Morey MMPI Personality Disorder Scales

The Morey MMPi Personality Disorder Scales (Colligan et al., 1994; 
Morey et al., 1985) assess the DSM–III features of 11 PDs in adults. 
These 11 scales originally consisted of items from the Minnesota Mul-
tiphasic Personality inventory (MMPi) and were revised in 1994 after 
the release of the MMPi–2 scales. Normative data were also provided 
at the time of revision (Colligan et al., 1994). Of the 11 scales created, 
the Borderline, antisocial, and Dependent scales are the most effective 
at distinguishing between people with these PDs and nondisordered 
individuals; the other scales are best used for their negative predictive 
power as conservative screening tools (Castlebury, Hilsenroth, Handler, 
& Durham, 1997; Colligan et al., 1994).

Millon Clinical Multiaxial Inventory–III

The MCMi–iii (Millon, Davis, & Millon, 1997) is a 175-item, self-report 
instrument designed for the diagnostic screening and clinical assessment 
of axis i and axis ii pathology in a clinical population. The MCMi–iii 
includes 14 scales that assess axis ii PDs from the DSM–III–R (aPa, 
1987) (e.g., masochistic, borderline, histrionic) and DSM–IV (aPa, 
1994), 8 scales that assess structural and functional domains of person-
ality pathology (e.g., expressive acts, object representations, mood and 
temperament), and 10 scales that assess axis i clinical syndromes (e.g., 
dysthymia, post-traumatic stress disorder, delusional disorder). it is 
important to note that the MCMi–iii better assesses personality pathol-
ogy from Millon’s theoretical model than from the DSM–IV diagnostic 
categories, and it typically yields a high false-positive rate (Kaye & Shea, 
2000). Therefore, like other inventories we discuss, the MCMi–iii is 
best used as a screening measure for personality and psychopathology.

Personality Disorder Questionnaire–4

The PDQ–4 (Hyler, 1994) assesses PDs with 100 true–false items 
that directly correspond to the DSM–IV diagnostic criteria. each PD 
is scored as present or absent, based on the total number of criteria 
endorsed. additional advantages of the PDQ–4 include its brevity and 
low cost of administration. a clinical significance scale section asks 
patients how long the endorsed traits or behaviors have been pres-
ent, what situations they occur in, and whether the traits or behaviors 
cause problems or are distressing. as with many self-report measures 
of personality pathology, the PDQ–4 is very sensitive and yields a high 
false-positive rate (Kaye & Shea, 2000). Therefore, despite the attempt 
to establish chronicity, pervasiveness, and clinical significance, it is best 
used as a screening method in conjunction with a semistructured inter-
view when determining diagnoses.
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SeMiSTRUCTUReD DiagNOSTiC iNTeRVieWS

We now turn to a second integral component of personality assess-
ment—semistructured diagnostic interviews, which can be used to 
confirm DSM–IV–TR PD diagnoses. Semistructured interviews ask 
standard questions and then prompt patients to provide examples about 
each item. interviewers can also probe further if a patient’s responses 
are unclear and observational data obtained during the interview can 
inform diagnostic conceptualizations. it is important to keep in mind 
that interviewees may be reluctant to endorse items if answering in the 
affirmative leads to more questions. interviewers should also be aware 
that the transparency of some interviews might lead to manipulation 
or distortion (see Rogers, 2001). However, studies have shown that 
employing a semistructured interview increases the likelihood that a 
reliable diagnosis will occur (Widiger & Samuel, 2005).

We now review five major semistructured interviews used to assess 
PDs based on DSM–IV–TR criteria (aPa, 2000). We want to point out, 
however, that interviews also exist to assess a specific PD, such as the 
Revised Diagnostic interview for Borderlines (gunderson & Zanarini, 
1992) and the Revised Psychopathy Checklist (Hare, 2003), which will 
be of interest to those wanting more comprehensive information related 
to a single disorder. Details regarding the reliability and validity of the 
scores and diagnoses derived from all of these interviews are available 
elsewhere (e.g., Kaye & Shea, 2000; McDermut & Zimmerman, 2005; 
Rogers, 2001).

Structured Clinical Interview for DSM–IV Axis II Disorders

The Structured Clinical interview for DSM–IV axis ii Disorders 
(SCiD–ii) (first, gibbon, Spitzer, Williams, & Benjamin, 1997) is 
designed to assess the 10 DSM–IV PDs according to their respective cri-
teria. administration of the SCiD–ii is a two-part procedure. Respon-
dents first complete a 119-item, self-report questionnaire (SCiD–ii–Q) 
(Spitzer, Williams, gibbon, & first, 1990), whose items correspond to 
diagnostic criteria for each of the PDs in the DSM–IV. Next, individu-
als whose self-report questionnaires indicate the presence of particular 
personality features are administered the corresponding portions of the 
SCiD–ii. The items of the SCiD–ii are organized by diagnosis, and each 
item is scored on a 3-point scale. a major advantage of the SCiD–ii 
is that it is easily administered (i.e., criteria grouped by diagnosis and 
scored in the same direction). administration time is 30 to 45 minutes.

Structured Interview for DSM–IV Personality

The Structured interview for DSM–IV Personality (SiDP–iV) (Pfohl, 
Blum, & Zimmerman, 1997) is composed of 160 items (rated on a 
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4-point scale) designed to correspond with specific PD criteria. The 
SiDP–iV has been used with clinical as well as nonclinical samples 
and also provides the option for an additional informant (e.g., a family 
member) to provide collateral data. items are organized into 10 topi-
cal sections (e.g., interests and activities) instead of being organized 
by disorder. Therefore, this interview has a natural flow and may be 
less vulnerable to response sets. also included are items related to the 
axis ii optional diagnoses, which can be skipped to reduce administra-
tion time. administration time is usually between 60 and 90 minutes. 
given that the SiDP–iV relies on the assessment of nonverbal behav-
iors by interviewer observation, advanced clinical interviewing skills are 
necessary.

Personality Disorder Interview–IV

The Personality Disorder interview–iV (PDi–iV) (Widiger, Mangine, 
Corbitt, ellis, & Thomas, 1995) consists of 317 items relating to specific 
diagnostic criteria for the 10 established and 2 proposed PDs in the 
DSM–IV. each criterion is rated on a 3-point scale. items are organized 
in two distinct formats: a thematic format, which groups items accord-
ing to nine themes (e.g., attitudes toward self), and a disorder format, 
which groups items according to DSM–IV diagnoses. administration 
time is approximately 2 hours. Two benefits of the PDi–iV are as fol-
lows: (a) the interview values in-depth questioning of the patient, and 
(b) the manual provides a thorough discussion of the axis ii disorders. 
However, unlike the SiDP–iV, the PDi–iV places less emphasis on col-
lateral data and gives no guidelines regarding the incorporation of data 
from multiple informants.

Diagnostic Interview for DSM Personality Disorders–IV

The Diagnostic interview for DSM Personality Disorders–iV (DiPD–
iV) (Zanarini, frankenburg, Sickel, & Yong, 1996) consists of 252 items 
that are scored on a 3-point scale and are organized by disorder. follow-
up questions are also included. The DiPD–iV has received less research 
(Rogers, 2001) relative to other semistructured interviews.

International Personality Disorder Examination

The international Personality Disorder examination (iPDe) (loranger, 
1999a) was created to assess axis ii disorders according to both DSM 
and international Classification of Diseases (iCD–10) criteria. The 
iPDe is composed of two modules: (a) the iPDe DSM–IV module and 
(b) the iPDe iCD–10 module. The DSM–IV module closely resem-
bles the original PDe. The iCD–10 module assesses the nine iCD PDs 
and has been translated into several languages. administration time is 
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3 hours for both modules. in addition, two iPDe screening measures 
are available: the iPDe–Screen and the iPDe–Screening Questionnaire 
(loranger, 1999b).

ClaSSifYiNg PDS DiMeNSiONallY

Before concluding, we feel it is worthwhile to consider several additional 
measures that may be used to assess personality traits that are believed 
to underlie the DSM–IV–TR PDs, specifically, and personality pathol-
ogy, in general. although the preceding measures center on a categori-
cal approach to diagnosis (i.e., a disorder is present or not), dimensional 
approaches to defining and classifying personality pathology are gaining 
momentum, and these approaches are likely to be considered in future 
revisions of the DSM (Trull, 2005; Trull & Durrett, 2005).

Measures that assess PDs from a dimensional perspective include 
the Schedule for Nonadaptive and adaptive Personality functioning 
(SNaP) (Clark, 1993), Dimensional assessment of Personality Dis-
order Pathology (DaPP–BQ) (livesley & Jackson, in press), Revised 
NeO Personality inventory (NeO–Pi–R) (Costa & McCrae, 1992), 
and Temperament and Character inventory (TCi) (Cloninger, Przy-
beck, Svarkic, & Wetzel, 1994). These measures can be characterized 
as being developed to assess either normal personality traits or person-
ality pathology. it is surprising that instruments that were developed 
to measure normal personality functioning have been used to assess 
personality pathology, and much convergence exists between the mea-
sures developed from different traditions (see Clark & Harrison, 2001; 
Widiger & Coker, 2002). The degree to which the assessor is concerned 
with adaptive versus maladaptive personality functioning can guide the 
selection of the appropriate assessment instrument.

given that the current DSM diagnostic manual defines PDs as cat-
egorical constructs, why might a clinician be interested in conducting 
an assessment from a dimensional perspective? first, even in the DSM–
IV–TR (aPa, 2000), PDs are classified as extreme variants of maladap-
tive traits. Second, given the more limited validity and reliability of the 
PDs as categorical constructs, some researchers have argued for focus-
ing assessment efforts on fundamental personality traits rather than on 
diagnostic constructs (e.g., Widiger & frances, 2002). Third, dimen-
sional models of personality can identify fundamental traits underly-
ing comorbid conditions, informing etiological theories and suggesting 
possible points of intervention (Trull & Durrett, 2005). last, clinicians 
sometimes find that the current classification scheme does not provide 
accurate coverage of personality pathology (Westen & arkowitz-Westen, 
1998). Dimensional models retain important information about sub-
threshold traits and symptoms that could warrant clinical attention.
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Practice	Point
assessing PDs from a dimensional perspective can provide more compre-
hensive information about patients’ personality functioning, highlighting 
maladaptive personality traits deserving of clinical attention.

Dimensional Measures of Normal‑Range Personality Traits

NEO–PI–R. The NeO–Pi–R (Costa & McCrae, 1992) is a self-report 
measure that assesses the personality traits of the five-factor model of 
personality. These robust factors have been labeled Neuroticism, extra-
version, Openness to experience, agreeableness, and Conscientious-
ness (McCrae & John, 1992). This measure consists of 240 statements 
for which participants rate their level of agreement on a 5-point scale. 
each of the five broad domains is divided into six facets, and each facet 
is assessed by eight items. administration time is approximately 40 
to 50 minutes. Much research has been conducted on the validity of 
the NeO–Pi–R in assessing PDs (e.g., Trull, Widiger, lynam, & Costa, 
2003; Widiger & Coker, 2002). However, only limited validity scales are 
included in this measure, making it more difficult to assess an exam-
inee’s level of motivation and willingness to disclose personal informa-
tion. as a way to address this shortcoming, Trull and Widiger (1997) 
developed a semistructured interview, the Structured interview for the 
five factor Model (SiffM), which allows the assessor the opportunity 
to ask follow-up questions about each item; the SiffM assesses both 
normal and maladaptive variants of five-factor model personality traits.

TCI. The TCi (Cloninger et al., 1994) was developed to assess Clon-
inger’s (1986) biosocial model of personality, which consists of four 
factors that are posited to be genetically determined: Novelty-Seeking, 
Harm avoidance, Reward Dependence, and Persistence. These factors 
are hypothesized to be stable throughout the life span and have been 
found to have a significant heritable component (Stallings, Hewitt, 
Cloninger, Heath, & eaves, 1996). On the other hand, the three char-
acter dimensions, Self-Directedness, Cooperativeness, and Self-Tran-
scendence, are hypothesized to be heavily influenced by environmental 
factors. This measure contains 226 true–false items. administration 
time is approximately 35 to 45 minutes. low self-directedness and low 
cooperativeness have been shown to predict the presence of any PD, 
suggesting that this measure might be an effective screening tool for 
personality pathology (e.g., Bayon, Hill, Svrakic, Przybeck, & Clon-
inger, 1996).

Dimensional Measures of Personality Pathology

SNAP. The SNaP (Clark, 1993) is a 375-item, self-report questionnaire 
that uses a true–false format and evaluates personality characteristics and 
general temperament. The SNaP contains 3 higher order temperament 

RT53243.indb   86 5/31/06   5:02:39 PM



Clinical Assessment of Personality Disorders ��

scales, 12 trait scales, and 6 validity scales. in addition, this questionnaire 
includes 13 diagnostic scales to assess PDs as outlined with the criteria 
from the DSM–III–R (aPa, 1987). This measure was constructed by 
compiling lists of descriptors of DSM and non-DSM PDs and related 
axis i pathology. These items were then sorted by clinicians into clus-
ters, and these clusters were subjected to factor analysis. This method 
yielded 22 clusters, and items were generated to assess each of these clus-
ters. administration times range from 45 to 75 minutes. Scores from this 
measure have also demonstrated robust relations with interview-based 
measures of personality pathology. This is, perhaps, not surprising given 
the manner in which the items were developed for the SNaP.

DAPP–BQ. The DaPP–BQ (livesley & Jackson, in press) is a 290-item, 
self-report questionnaire that includes 18 scales of PD symptoms (e.g., 
anxiousness, impulsivity, Compulsivity), which can be organized into 
four higher order domains: emotional Dysregulation, Dissocial Behav-
ior, inhibitedness, and Compulsivity (livesley, Jang, & Vernon, 1998). 
The questionnaire takes approximately 60 to 75 minutes to administer. 
The DaPP–BQ and the SNaP were created in a similar fashion. The 
authors developed the DaPP–BQ by creating lists of trait descriptors and 
behavioral acts that typified each of the diagnostic PD categories listed 
in the DSM–III and DSM–III–R. Clinicians then rated these descriptors 
as to the degree of relevance for each of the diagnostic categories. Using 
these ratings, the authors arrived at the final 18 scales through a series of 
analyses. The DaPP–BQ scores are internally consistent, are stable over 
time, and have demonstrated convergent validity with other self-report 
measures of personality traits and personality pathology (e.g., Bagge & 
Trull, 2003; Clark, livesley, Schroeder, & irish, 1996).

ClOSiNg COMMeNTS

in conclusion, we recommend a two-step strategy to assess PDs. first, 
the clinician should administer a self-report inventory that assesses 
personality traits and behaviors that are known to be associated with 
PDs. either the PD self-report inventories or the dimensional mea-
sures reviewed previously can be readily used for this purpose. if, on 
the basis of the results of this screening, there is some suspicion that a 
PD or significant personality pathology is present, the clinician should 
administer a semistructured diagnostic interview for PDs, for which we 
have described several examples. This two-step strategy will ultimately 
save the clinician time and provide a diagnostic formulation that can be 
effectively used for treatment planning.
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Assessment of Personality 
Traits and Disorders 
in Individuals With 
Eating Disorders
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ROxaNNa e. STUMPf

among the diverse clinical pictures seen in the eating disorder (eD) 
field, two case summaries make useful referents for a discussion of 
problems in assessing personality:

Patient a presented as a 15-year-old with a 3-year history of anorexia 
nervosa, restricting subtype. at interview, her BMi was 17.2 after 
partial weight restoration during her third inpatient admission. She 
denied any distress or dysfunction, with the exception of dismay 
about being “too fat”—a problem she was already working assiduously 
to correct. With pride, she characterized herself as strong willed and 
perfectionistic—the sort of person who accomplished every goal she 
set out to achieve. She outlined patterns of behavior, stretching back 
to childhood, that matched criteria for obsessive-compulsive person-
ality disorder. Spontaneously, she articulated a close correspondence 
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between her basic nature and her eD—she had always liked to do 
things “just right” and meant to apply those exacting standards to 
the control of eating and weight.

Patient B began treatment in our program at age 16. Her refer-
ral diagnoses from two previous therapists and five hospitalizations 
included anorexia nervosa, binge-purge subtype, major depressive 
disorder with psychotic features, borderline personality disorder 
(BPD), and narcissistic personality disorder. at presentation, she 
was alternately fasting and binge eating, vomiting several times a 
day, and abusing laxatives, diet pills, and psychotropic medication. 
She self-injured by cutting and burning, and she had made one seri-
ous suicide attempt. During the intake session, Patient B was emo-
tionally labile and expressive, with bursts of anger and sobbing. She 
referred to herself as “evil” and “unworthy”; it was not difficult to 
see, she said bitterly, why her family and therapists had abandoned 
her as a hopeless case.

These two profiles suggest a number of reasons for attending to per-
sonality variables in patients with eDs: (a) the strong impression of con-
tinuity between symptoms and stable aspects of the self, (b) the high 
rate of axis ii comorbidity, (c) the apparent connection between spe-
cific personality traits and eD subtypes, and (d) the possibility that per-
sonality pathology predicts poor treatment response. Yet the examples 
also hint at the difficulties we might encounter when we try to make 
sense of what we see in our patients—particularly with the clarification 
that Patients a and B are the same individual, evaluated on two occa-
sions 1 year apart. in the period that elapsed between our first and sec-
ond glimpses of Patient a/B, she appeared to have undergone not only a 
shift in symptoms but also a startling change in personality.

a third sketch, 6 years later, showed a young woman substantially 
altered from both of these portraits—a normal eater at a normal weight, 
out of therapy and off medication, who was successfully balancing grad-
uate school and an active social life. She had not, of course, become a 
wholly different person in the process of recovery, any more than she 
had swapped her “anorexic” attributes for a new set of “bulimic” traits 
when her symptoms shifted during midadolescence. from the perspec-
tive gained through working with this patient for 2 years following the 
second assessment, our best guess is that personality variables did con-
tribute to the development, maintenance, and form of her disorder (and 
also played a central role in her decision to reject it). at some points 
along the way, however, stable personality traits were so overwhelmed 
by the transient effects of her eD symptoms that they were all too easy 
to misidentify.

although few patients show such radical changes in apparent person-
ality, the assessment of eDs is routinely complicated by at least some of 
the factors that converged in this case. These factors include the patient’s 
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young age at onset and assessment; the hardwired effects of semistarva-
tion and refeeding; the instability of eD subtypes; the deliberate con-
cealment of symptoms at the initial evaluation and their exaggeration 
during the second assessment; the acute influences of depression, loss 
of control, and repeated hospitalization; exposure to clinicians’ models 
and other patients’ symptomatic behavior; and subtle intrusions of eat-
ing and weight concerns into evidently unrelated domains. in the first 
section of this review, we outline common difficulties in personality 
assessment across psychiatric populations, commenting on interactions 
between these general issues and distinctive features of the eDs. in the 
second section, we focus more closely on a subset of special challenges 
in this area.

geNeRal PROBleMS iN PeRSONaliTY aSSeSSMeNT

Problems With the Construct of Personality Disorders

Many experts question the basic assumptions of axis ii diagnosis, noting 
the false dichotomy implied between healthy and maladaptive person-
alities, weak support for the presumption of stability over time, and lack 
of correspondence between clinically and empirically derived symptom 
clusters (e.g., Clark, livesley, & Morey, 1997; Widiger & Costa, 1994).

a central focus of discussion is whether the categorical system should 
be replaced or supplemented by a dimensional approach that provides 
continuous data about core traits (e.g., Clark et al., 1997; livesley, 
Schroeder, Jackson, & Jang, 1994; Oldham & Skodol, 2000; Widiger & 
Sanderson, 2000; Wonderlich & Mitchell, 2001). Dimensional assess-
ment enhances consistency across raters and over time by eliminating 
the artificial cutoff point marking the presence or absence of a personal-
ity disorder (PD). a corollary is that it better represents the combina-
tion of continuity and change associated with the process of recovery, 
during which many patients slip below PD thresholds while retaining 
elevated scores on related trait measures. The dimensional model also 
avoids the awkward practice of assigning multiple axis ii labels to indi-
vidual patients. in the eD population, it is particularly common for 
those with mixed anorexic and bulimic features (such as Patient a/B at 
the second assessment point) to cross cluster boundaries as well as the 
fuzzy lines between individual PDs, receiving diagnoses from both the 
“dramatic, emotional, or erratic” and the “anxious or fearful” clusters.

Practice	Point
Dimensional assessment provides a clearer and more consistent view 
of personality variables over time than the presence or absence of 
axis ii diagnoses.

although this debate is often framed as if the decision between mod-
els were in itself dichotomous, there have been a number of proposals 
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for integrating the two approaches (e.g., livesley et al., 1994; Oldham & 
Skodol, 2000; Widiger, 2000). in keeping with this perspective, recent 
studies in the eD area have begun to report data derived from both 
categorical and dimensional strategies (Diaz-Marsa, Carrasco, & Saiz, 
2000; Karwautz, Troop, Rabe-Hesketh, Collier, & Treasure, 2003;	Rø, 
Martinsen, Hoffart, Sexton, & Rosenvinge, 2005).

Problems With Criteria

Changes in successive editions of the Diagnostic and Statistical Manual 
(DSM) make it difficult to compare samples diagnosed under differ-
ent rule systems. in the eD field, recent shifts in the specifications for 
subtyping anorexia nervosa and for identifying obsessive-compulsive 
disorder and obsessive-compulsive personality disorder are particularly 
relevant (grilo, 2004; Halmi, Kleifield, Braun, & Sunday, 1999; Spe-
ranza et al., 2001; Sunday et al., 2001). another common problem is 
that partial overlap in criterion sets can stack the deck for comorbidity 
between pairs of axis i and axis ii disorders. One obvious example is 
binge eating, which is both a sign of impulsivity in BPD and a frequent 
or required symptom of bulimia nervosa, anorexia nervosa, binge-purge 
subtype, binge eating disorder, and atypical eating disorders. it is easy to 
avoid double-dipping in such straightforward cases: patients with a clini-
cal eD must meet criteria for a BPD diagnosis without reference to their 
erratic eating. More subtle redundancies between axis i and axis ii cri-
teria also occur, however, and require higher levels of judgment from 
evaluators; some examples are noted in subsequent sections.

Problems With Measures

Questionnaire measures yield inflated estimates of PD prevalence in 
both normal and clinical samples (Zimmerman, 1994), an effect consis-
tently observed in the eD area (O’Brien & Vincent, 2003; Rosenvinge, 
Martinussen, & Ostensen, 2000; Skodol et al., 1993; Vitousek & 
Manke, 1994). Semistructured interviews produce more plausible fig-
ures, although both self-report and clinician-rated scales overestimate 
pathology in acutely distressed patients. Trained evaluators can achieve 
excellent agreement when rating the same session. Mismatches are fre-
quent, however, when patients are reassessed by different raters, after 
brief intervals, or with different interview schedules (grilo, Mcglashan, 
& Skodol, 2000; Perry, 1992; van Velzen & emmelkamp, 1996; Zim-
merman, 1994). low stability over the span of months to years may be 
more attributable to shortcomings in the construct of PDs than to flaws 
in the methods used to identify them.

a number of problems arise with reference to trait scales as well. like 
PD measures, personality inventories are vulnerable to state effects, some 
to such an extent that they provide little useful information on patients 

RT53243.indb   94 5/31/06   5:02:40 PM



Difficulties in the Assessment of Personality Traits and Disorders ��

with eDs at intake (Pryor & Wiederman, 1996). Constructs central to 
many models of the eDs, such as perfectionism and self-control, may 
not be represented adequately on available instruments (Shafran, Coo-
per, & fairburn, 2002; Shafran & Mansell, 2001). in addition, as with 
changes in the DSM, revisions of widely used measures can reduce the 
comparability of data sets (e.g., Cumella, Wall, & Kerr-almeida, 2000; 
Pryor & Wiederman, 1996).

Problems With Samples and Comparison Groups

Sampling bias and selection criteria. The sites from which participants 
are drawn and the means through which they are recruited influence 
the degree of personality disturbance found (fairburn, Welch, Doll, 
Davies, & O’Connor, 1997; Perkins, Klump, iacono, & Mcgue, 2005; 
Rosenvinge et al., 2000; Skodol et al., 1993). Clinic patients typically 
show more comorbidity than cases detected in the community, in part 
as a function of Berkson’s bias (i.e., the increased likelihood that individ-
uals with two disorders will turn up in health care systems as a function 
of seeking treatment for one or the other) (Berkson, 1946; galbaud du 
fort, Newman, & Bland, 1993). Higher rates of personality pathology 
are	also associated with inpatient versus outpatient samples and with 
specialized versus general services. Recruitment and selection factors 
can skew the figures obtained in research projects. for example, obese 
patients hoping to qualify for bariatric surgery may be motivated to 
conceal psychopathology, whereas those solicited from psychological 
treatment programs more readily disclose their distress (Sansone, Wie-
derman, & Sansone, 2000). Rates of BPD may be lower in patients with 
eDs accepted for treatment trials if parasuicidal behaviors or substance 
abuse are used as exclusionary criteria (Wonderlich & Mitchell, 1997); 
however, the widespread belief that only mild, uncomplicated cases sur-
vive prescreening is unfounded in this specialty area (Wilson, 1998).

Practice	Point
The frequency and severity of personality pathology in eD samples varies 
widely across recruitment sources and treatment settings.

Comparison groups. No matter how carefully participants are chosen 
and assessed, the data they provide cannot be interpreted without ref-
erence to appropriate comparison groups. fifteen years ago, we noted, 
“This principle is so basic to psychopathology research that it should not 
be necessary to repeat … [however] the omission of essential control data 
remains one of the most consistent flaws in contemporary eating disorder 
research” (Vitousek, Daly, & Heiser, 1991, pp. 658–659). Regrettably, 
that summary still applies. Many recent studies include no comparison 
group of any kind, reporting tallies of the PD diagnoses or subscale scores 
obtained by patients with eDs as if the numbers speak for themselves. 
Others solicit what might be described as contrast rather than comparison 
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groups, made up of “healthy normal” participants vetted for any taint 
of pathology. Of course individuals with no psychiatric history, mood 
disturbance, weight problems, or dieting behavior will be found to dif-
fer from acutely ill patients with anorexia nervosa or bulimia nervosa in 
dozens of predictable and statistically significant ways; few of these dif-
ferences clarify the relationships we are attempting to understand.

in all comorbidity research, troubled patients with eDs must be 
compared to equally troubled patients who do not have eDs, with the 
most informative choices varying according to the questions posed 
(allison, 1993; Vitousek et al., 1991). The inclusion of psychiatric con-
trols erodes the apparent linkage between eDs and PDs and dispels a 
number of clinical stereotypes about specific risk factors (e.g., fairburn, 
Cooper, Doll, & Welch, 1999; fairburn et al., 1997; grilo, Sanislow, 
Skodol, et al., 2003; Zanarini et al., 1990).

Many crucial questions, however, cannot be examined without the 
addition of another sort of comparison group that is far more difficult 
to secure—people who match the restrictive eating behavior and low 
weight status of patients with eDs without sharing their core psycho-
pathology. The recent phenomenon of caloric restriction for longevity 
is producing a small number of potential candidates (Vitousek, 2004). 
inspired by robust evidence that severe dietary restraint extends life 
span in animals (Weindruch & Walford, 1988), some individuals are 
beginning to adopt anorexic regimens and reach anorexic weights for 
apparently nonanorexic reasons. from an eD perspective, the caloric 
restriction movement is distressing on many levels; however, it does 
offer an unprecedented opportunity to disentangle vulnerability fac-
tors from the secondary effects of chronic food deprivation (Vitousek, 
2004; Vitousek, gray, & Talesfore, in press; see subsequent section on 
semistarvation and chaotic eating behavior).

Practice	Point
Personality disturbances seen in patients with eDs cannot be interpreted 
without reference to appropriate comparison groups (including both 
general psychiatric samples and normal individuals exposed to chronic 
food deprivation).

although sampling bias, selection criteria, and comparison groups 
seem like research rather than clinical concerns, sensitivity to the issues 
they raise is just as important to assessment in therapeutic settings. 
as clinicians, we cannot seek out matched psychiatric or semistarving 
individuals to juxtapose with our patients with eDs. We can, however, 
develop a constant awareness of context that informs our interpretation 
of symptoms.

Problems With the Timing of Assessment

By definition, when we characterize the variables we are measuring as 
personality traits or disorders, we sign on to the assumption that they 
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will be stable over time. it is not enough to establish that patients do (or 
do not) have serious problems; we are asserting that they have particu-
lar kinds of problems that turned up early and will persist indefinitely. 
The obvious difficulty is that we are sometimes forced to judge these 
temporally defined phenomena from the glimpses we can catch at one 
point in time—generally while people are thinking, feeling, and acting 
least like themselves.

We often judge wrong, and we err in a predictable direction. at 
intake, state variables such as depression leak into the assessment of 
traits, so that we infer more enduring personality pathology in people 
who are acutely distressed than we discern in the same individuals once 
they begin to feel better. Only about half of those assigned PD diagno-
ses when first evaluated continue to meet criteria at reassessment (grilo, 
Mcglashan, & Oldham, 1998; grilo et al., 2000; McDavid & Pilko-
nis, 1996; Shea et al., 2002; Shea & Yen, 2003; Zanarini, frankenburg, 
Hennen, Reich, & Silk, 2004), although constellations of maladaptive 
traits prove more stable over time (grilo et al., 2004). The consistent 
trend toward “recovery” from PDs is more plausibly attributed to ini-
tial overdiagnosis than to the healing power of psychotherapy, particu-
larly because such transformations often occur during the first weeks or 
months of treatment.

Systematic inquiry into characteristic patterns that preceded the 
current disturbance reduces this effect (grilo, 2002; grilo et al., 1998; 
loranger et al., 1991) but does not eliminate it. Clearly, it is insufficient 
simply to ask patients to refer to their “usual selves.” Cognitive research 
confirms that mood has a biasing effect on the retrieval and reporting of 
information, so that people represent their prior experience differently 
when depressed or euthymic. On a clinical level, therapists recognize 
that patients who make statements such as “i have always …” and “i 
have never …” may be telling us more about their current affect than 
the consistency of their behavior over time. as discussed in the subse-
quent section on age effects, problems are compounded when patients 
develop an axis i disorder at a young age or have remained ill for so long 
that their “usual self” has become a stranger.

The contaminating effect of state variables is nowhere more evident 
than in the eD field. Hospitalized anorexic patients show significant 
declines on presumed trait measures subsequent to weight restoration 
(e.g., Kleifield, Sunday, Hurt, & Halmi, 1994; leon, lucas, Colligan, 
ferdinande, & Kamp, 1985; Pollice, Kaye, greeno, & Weltzin, 1997; Rø, 
Martinsen, Hoffart, & Rosenvinge, 2005; Skoog, andersen, & laufer, 
1984; Stonehill & Crisp, 1977). in bulimia nervosa and mixed eD 
samples, signs of PD pathology recede over brief periods of treatment 
(e.g., ames-frankel et al., 1992; garner et al., 1990; Steiger, leung, 
Thibaudeau, Houle, & ghadirian, 1993). in one study, the percentage 
of patients classified as borderline fell from 80% at intake to 32% by 
discharge (Kennedy, McVey, & Katz, 1990); in another, only 22% of 
inpatients with eDs diagnosed with obsessive-compulsive personality 
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disorder remained above diagnostic threshold by 2-year follow-up (Rø, 
Martinsen, Hoffart, & Rosenvinge, 2005).

Practice	Point
assessment during the early phases of treatment yields inflated estimates 
of maladaptive traits and PDs in patients with eDs.

There is conflicting evidence about the extent to which depressed 
mood accounts for the variance in PD symptoms across patients and 
over time (e.g., Carroll, Touyz, & Beumont, 1996; Kleifield et al., 1994; 
Pope, frankenburg, Hudson, Jonas, & Yurgelun-Todd, 1987). Other 
(interrelated) contributors include the reversal of starvation effects, 
control over binging and purging, and resolution of the crisis that some-
times triggers treatment entry. in a prospective study of inpatients with 
mixed eDs assessed on three occasions from hospitalization through 2-
year follow-up, improvements in both eD and general psychiatric symp-
tomatology were found to precede reductions in personality pathology 
(Rø, Martinsen, Hoffart, Sexton, et al., 2005).

Problems With Informant and Clinician Bias

in contrast to the symptoms of most axis i disorders, many defining 
characteristics of PDs must be evaluated from an outside perspective 
to judge the reasonableness of an individual’s responses and gauge the 
reactions he or she elicits from others (Zimmerman, 1994). Most of us 
make a bad job of objective self-scrutiny, particularly with reference to 
sensitive domains or when under the influence of strong emotions. for 
these reasons, the assessment of personality pathology is a collabora-
tive exercise, requiring input from significant others and critical analy-
sis from a rater or therapist as well as data from the individual whose 
personality is under review. Unfortunately, these differing perspectives 
do not always converge on the accurate identification of stable traits. 
indeed, the biases that observers bring to the process can compound 
those contributed by the patient.

in theory, family members make optimal informants about the 
patient’s “usual self,” offering the views from outside and over time 
that are crucial to personality assessment (Tyrer, 1995). Some evidence 
suggests, however, that family members may be even more prone to 
overgeneralize from the patient’s current condition than the patient 
(Zimmerman, 1994), in part because they are struggling with power-
ful state variables of their own in reaction to the patient’s symptoms. 
in one study using a mixed psychiatric sample, 50% of cases diagnosed 
with PD on the basis of informant accounts proved to be false positives 
(Walters, Moran, Choudhury, lee, & Mann, 2004). These effects may 
be exaggerated in the case of eDs, which are notorious for evoking 
extreme emotional responses (and dispositional attributions) from 
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family members and professionals alike (Beumont & Vandereycken, 
1998; Brotman, Stern, & Herzog, 1984; Kaplan & garfinkel, 1999).

Practice	Point
Clinicians should seek information from multiple sources about stable 
functioning prior to eD onset.

Bias on the part of clinicians can operate at many stages and levels 
of assessment. it also varies along a continuum of culpability. Differ-
ences in the ways that interviewers pose questions, estimate norms, and 
set cutting points can sum to sharply discrepant conclusions about the 
same individual. although raters can be trained to high levels of agree-
ment within sites, assessment cultures and standards vary across set-
tings (godt, 2002; Widiger & Costa, 1994). inevitably, clinicians and 
researchers develop personal models of the likely association between 
disorders and presumed causal factors, such as personality traits. in the 
best-case scenario, these are used as working hypotheses; in the worst-
case scenario, they become stereotypes impervious to disconfirming 
data. at all points along the spectrum, raters tend to have different 
thresholds for detecting relationships they expect to observe relative 
to those they deem improbable. in the eD literature, the effect of 
allegiance to favored models is discernible in an apparent correlation 
between the forms of personality pathology that interest investigators 
and the pattern of findings they obtain.

at least within the context of research, bias due to preconceived 
notions about comorbidity can be prevented by ensuring blindness to 
axis i status. in the eD field, however, it is both difficult and danger-
ous to keep raters in the dark. Weight status can be obscured by having 
one evaluator code transcripts or audiotapes of interviews conducted by 
another; questions about binge eating can be dropped from the “impul-
sive behaviors” item of the screen for BPD. Patients can be instructed 
prior to an interview session that they should avoid mentioning food or 
weight issues to the clinician who conducts it (e.g., Wentz Nilsson, gill-
berg, gillberg, & Rastam, 1999). The obvious (and insoluble) problem 
is that blind evaluation requires us to remain ignorant of exactly what 
we need to know when assessing axis ii conditions, particularly in the 
case of disorders like the eDs in which axis i symptoms work their way 
into every aspect of daily life (see the subsequent section on denial and 
distortion). The general criteria for diagnosing any PD require the judg-
ment that its features are not better explained by another mental disor-
der. To honor this directive, it is clearly necessary to know what other 
mental disorders are in the running. Raters who are uninformed about 
axis i status when assigning axis ii diagnoses cannot ask the crucial 
questions needed to tease them apart.
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SPeCial DiffiCUlTieS iN THe eD fielD

Characteristic features of the eD population compound the problems 
associated with personality assessment in the general case. We have 
selected three factors for closer review under the following subheadings: 
young age at onset and presentation, the effects of semistarvation and 
chaotic eating behavior, and denial and distortion in self-report.

Other complicating factors include recruitment problems, crossover 
between eD subtypes, and the persistence of symptoms after patients 
no longer meet diagnostic criteria. The rarity of anorexia nervosa and 
bulimia nervosa makes it difficult to secure adequate sample sizes and 
to examine the linkage between PD risk factors and the emergence of 
eDs prospectively. The instability of eD subtypes confounds efforts to 
establish whether personality traits influence the form of symptoms—
although the strong hunch that they did provided much of the impetus 
for research in this area (and has received partial and inconsistent sup-
port). The frequent crossover between eD subtypes is one marker of 
shortcomings in the classification system (Beumont, garner, & Touyz, 
1994; fairburn, Cooper, & Shafran, 2003); however, recent data suggest 
that trait variables can help identify meaningful subgroups that partially 
correspond to current diagnostic categories (Keel et al., 2004) and pre-
dict shifts in eD symptoms over time (Tozzi et al., 2005). finally, the 
persistence of residual symptoms and the possibility of scarring effects 
limit the conclusions that can be drawn from follow-up research; the 
assumption that technically recovered patients return to their “usual 
selves” may be unwarranted. These and related issues are discussed at 
greater length in other reviews of the literature on personality and eDs 
(grilo, 2002; Halmi et al., 1999; O’Brien & Vincent, 2003; Rosenvinge 
et al., 2000; Sansone & levitt, 2005; Skodol et al., 1993; Vitousek & 
Manke, 1994; Westen & Harnden-fischer, 2001; Wonderlich, 2002; 
Wonderlich, lilenfeld, Riso, engel, & Mitchell, 2005;	 Wonderlich & 
Mitchell, 1997, 2001).

Age at Onset and Assessment

By the typical age of eD onset, young people have undoubtedly devel-
oped distinct personalities, but experts disagree about whether they 
should be diagnosed with distinct axis ii disorders. The DSM takes the 
position that although it is indeed possible to spot personality pathol-
ogy in children and adolescents, clinicians should be discouraged from 
affixing it with a PD label. The manual cautions that only in “relatively 
unusual instances” will young patients satisfy specifications that the 
maladaptive patterns must be “pervasive, persistent, and unlikely to be 
limited to a particular developmental stage or an episode of an axis i 
disorder” (american Psychiatric association, 2000, p. 687).
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The case of Patient a/B illustrates the problem. She became anorexic 
at age 12 and had remained severely ill (and been frequently rehospital-
ized) throughout the 3 to 4 years preceding the first and second assess-
ments. at a minimum, then, any effort to gauge her “usual functioning” 
when her life was not distorted by the powerful forces of anorexia ner-
vosa would push us back to the age of 11. in fact, a closer look at this 
patient’s personal history indicated that her behavior at ages 10 and 11 
had been sharply discontinuous from that characteristic of her early 
and middle childhood, so that it is not altogether clear to what era we 
should refer. Moreover, it would be difficult to certify that her maladap-
tive patterns were independent of a particular developmental period 
when she had not yet exited the stage during which those patterns had 
emerged—all in the context of an axis i disorder with distinctly “devel-
opmental” features of its own.

The principle that we should make it especially difficult to qualify 
for a PD diagnosis during adolescence is affirmed by data showing that it 
is otherwise all too easy. Within the general population, higher percent-
ages of adolescents than adults meet PD criteria. When figures are based 
on unfiltered self-report data in questionnaire studies, they sometimes 
soar into the ludicrous range, with as many as two thirds of college 
students meeting criteria for at least one PD (Rosen & Tallis, 1995). 
The numbers obtained through structured interview are somewhat less 
alarming but still generally double or triple the expected proportion 
in adults, with a quarter to a third of adolescents crossing one or more 
axis ii thresholds in some studies (e.g., Bernstein et al., 1993; gillberg, 
Rastam, & gillberg, 1995).

if the discrepancy between adolescent and adult rates fulfills stereo-
types about the normative maladjustment of youth, it violates the fun-
damental assumption of axis ii diagnosis: The disorders we identify 
should be characteristic of the individual’s functioning throughout most 
of his or her adult life. in general terms, the age-group effect guaran-
tees that stability will be low for PD diagnoses assigned to adolescents, 
because more than half of these diagnoses vanish during the transition 
to adulthood. longitudinal studies that track cohorts over fixed time 
periods verify this impression (Bernstein et al., 1993; Korenblum, Mar-
ton, golombeck, & Stein, 1990; lenzenweger, 1999). for example, in 
one community study, fewer than half of adolescents who had initially 
received any axis ii disorder qualified for any axis ii disorder 2 years 
later; figures for the persistence of specific PDs across both assessments 
fell below 10% for some diagnoses and never exceeded 43% (Bernstein 
et al., 1993).

it seems reasonable to hypothesize that PD diagnoses might be less 
ephemeral in clinical populations. Perhaps declining rates in normal 
samples reflect the fact that many were mild cases who barely made 
it across the diagnostic threshold in the first place and readily dipped 
below as they matured, whereas the more severe disturbance that brings 
adolescents to treatment settings should prove more robust. The data 
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contradict this construction. across PD categories, only half of adoles-
cents originally diagnosed on an inpatient psychiatric service retained 
the same PD diagnosis 2 years later (Mattanah, Becker, levy, edell, & 
Mcglashan, 1995). for BPD, the correspondence is lower still. across 
several studies, just 14% to 33% continued to meet BPD criteria when 
followed up 2 to 3 years after an index hospitalization (garnet, levy, 
Mattanah, edell, & Mcglashan, 1994; Mattanah et al., 1995; Meijer, 
goedhart, & Treffers, 1998). in other words, the expected outcome of 
a BPD diagnosis during adolescence is that it will no longer apply a 
relatively short time later—which seems a curious state of affairs for a 
construct defined by the presumption of stability.

None of these figures suggest that axis ii diagnoses during adoles-
cence convey no useful information. if we are not actually measuring 
the stable patterns we intended to identify, we are picking up some-
thing that is meaningfully associated with a number of variables that we 
would expect a PD to predict (Kasen, Cohen, Skodol, Johnson, & Brook, 
1999; levy et al., 1999; ludolph et al., 1990; Pinto, grapentine, fran-
cis, & Picariello, 1996; Westen & Chang, 2000; Westen, Shedler, Dur-
rett, glass, & Martens, 2003). But although adolescent PD diagnoses are 
right on the mark in a minority of cases and provide some useful infor-
mation in many, the cost of false positives may be unacceptably high.

Concern about labeling can be overdone; however, when we predict 
lifelong personality pathology for adolescents who are still sorting out 
who they are and who they may become, a certain amount of concern is 
warranted. On these grounds alone (and there are others), it is distress-
ing that multiple clinicians had given Patient a/B a BPD diagnosis that 
there was a 67% to 86% chance she would not retain 2 years later. it is 
reprehensible that one had thought it appropriate to pull out a copy of 
the DSM during a therapy session and read the criteria for BPD aloud, 
emphasizing the closeness of fit to Patient a/B’s case. (Presumably, he 
skipped over the sections specifying that patterns must be characteris-
tic of stable long-term functioning and not better explained by an axis i 
disorder, just as he must have neglected those specifications to confer 
the diagnosis in the first place.) The intended effect was to impress 
Patient a/B with the gravity of her situation. The actual effect was to 
increase the number of criteria she fulfilled and bump up their severity. 
When Patient a/B began treatment in our program some months later, 
one of our first clinical objectives was to convince her that the diagno-
sis of BPD had been misapplied. as it turned out, our prediction that 
BPD symptoms would be transient for this individual proved correct; 
however, we suspect that if she had remained in treatment with pro-
fessionals who believed she harbored severe character pathology, their 
prophecies would have been fulfilled in place of our own.

Practice	Point
The assignment of PD diagnoses to adolescents with eDs is usually inap-
propriate and sometimes harmful.
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Semistarvation, Chronic Restraint, 
and Chaotic Eating Behavior

a challenge unique to this specialty area is the need to disentangle 
state effects produced by semistarvation from traits that may induce 
patients to semistarve. The behavior of normal humans and animals is 
profoundly altered by caloric deprivation (fessler, 2002; garner, 1997; 
Keys, Brozek, Henschel, Mickelsen, & Taylor, 1950; Vitousek, Manke, 
gray, & Vitousek, 2004). The consistency of these changes across spe-
cies, individuals, and conditions suggests that they are hardwired and 
adaptive, favored in the course of natural selection because they confer 
survival advantage during periods of famine.

animals that are underfed or intermittently fed become irritable, 
asocial, and asexual; some studies also report heightened sensitivity to 
some kinds of stress, fearfulness in novel situations, and increased rates 
of stereotypic behavior (Vitousek, gray, et al., 2004). if there were a 
veterinary version of the DSM, hungry mice and monkeys would pre-
sumably receive a range of axis ii diagnoses—at least to the extent that 
raters missed the distinction between state effects and trait effects in 
animals as regularly as they do in humans.

accounts of human semistarvation in the natural environment repeat-
edly allude to the sense that its victims undergo a startling change in 
personality. They do not simply behave in different ways; the impres-
sion is that they become different people, their “usual selves” eroding 
as chronic hunger “completely alters the character and outlook of the 
starving man” (leyton, 1946, p. 78; see also Daws, 1994; guetzkow & 
Bowman, 1946; levi, 1958/1996). The classic Minnesota study provides 
the most detailed documentation of this effect in volunteers who were 
 semistarving under close scrutiny in atypically benign circumstances 
(Keys et al., 1950). Marked changes in attitude, mood state, and behavior 
appeared in 36 previously well-adjusted men during 6 months of under-
feeding. On a diet that averaged 1,570 kcals/day and produced a mean 
24% weight loss, participants became depressed, irritable, self-centered, 
socially isolated, and sexually disinterested. Their Minnesota Multipha-
sic Personality inventory scores rose as their behavior deteriorated. By 
the end of the study, the group profile showed a striking resemblance to 
averaged data from patients with anorexia nervosa, restricting subtype 
(Vitousek & Manke, 1994). The investigators concluded that partici-
pants “suffered from an actual, though temporary, personality distur-
bance” (Brozek & erickson, 1948, p. 410), and they coined the term 
“semi-starvation neurosis” to summarize it. although the direction of 
change was consistent, individual differences suggested an interaction 
between stable traits and the strain of semistarvation. Some of the men 
developed compulsive patterns; a few displayed uncharacteristic impul-
sive, self-destructive, and antisocial behaviors; and several showed signs 
of frank psychopathology. even a case study chosen to depict a “good” 
adjustment illustrates the magnitude of effects across participants:
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in the control period we had before us a pleasant, cheerful, active young 
man, full of initiative, cooperative and sociable, highly altruistic, [and] 
sensitive to the world’s social problems. … Twenty-four weeks later there 
remains only the shadow of Don’s former self. Weak and edematous, 
lacking physical endurance and mental initiative, he was a childish slave 
of food, primarily concerned with individual security. (Brozek, 1953, pp. 
117–118)

Practice	Point
in normal animals and humans, chronic underfeeding has profound effects 
on cognition, affect, and behavior that resemble changes in “personality.”

at least on the surface, all specialists in the eD field acknowledge the 
significance of semistarvation in the presenting picture of anorexia ner-
vosa. Therapists urge parents not to overinterpret the peculiar behaviors 
and mysterious moods they witness; their daughter is “not her usual 
self” because she is starving. Treatment programs are structured around 
the premise that malnourished patients must be refed before meaning-
ful therapy can occur. Pharmacotherapists emphasize that there are no 
effective drugs for semistarvation; in the initial stages of treatment, calo-
ries are the sole specific medication for anorexia nervosa (Walsh, 2002). 
articles on personality assessment routinely cite the Minnesota study 
and caution that chronic restraint and chaotic eating behavior in buli-
mia nervosa and atypical eating disorders may produce changes similar 
to those associated with semistarvation, even at normal weight levels.

Yet allusions to starvation effects in the eD literature often have a 
distinctly pro forma quality, giving a quick nod to the problem before 
reassuring the reader that it does not, after all, pose any serious impedi-
ment to the assessment of personality in this population (e.g., Cumella 
et al., 2000). Because certain traits measurable at intake (such as obses-
sionality, perfectionism, and low novelty seeking) appear to precede 
anorexia nervosa and survive its resolution, we must be capturing some-
thing more enduring than the “semi-starvation neurosis” seen in the 
Minnesota volunteers. after reviewing the data from retrospective, 
case-control, follow-up, and family genetic studies, many discussions 
close with the same summary statement: The pathological personal-
ity patterns observed during the acute phase of illness are not fully 
explained as secondary effects of semistarvation.

To our knowledge, no expert in the eD field has ever proposed that 
they were. Obviously, we must look outside the consequences of starva-
tion to explain why it is self-imposed; traits such as obsessionality and 
perfectionism have been on the short list of prime suspects for more 
than 50 years. But this framing of the issue misses the basis for con-
cern in the context of clinical assessment. The question is not whether 
semistarvation and chaotic eating behavior account for everything we 
are measuring at the time of intake; the problem is that they make it 
difficult to sort out which elements are important and enduring and 
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which are exaggerated, distorted, or transient in each of the individuals 
we assess.

for example, Patient a/B appeared to have obsessional traits at both 
the first evaluation and the second evaluation. Careful review of her 
premorbid history and a fast-forward look at her postmorbid future 
confirmed that this feature was indeed characteristic of her “usual self.” 
at least in her case, obsessionality fit specifications as a trait and was 
discernible through the noise of state effects. Yet this enduring disposi-
tion was greatly exaggerated in the throes of anorexia nervosa, restrict-
ing subtype at the initial assessment—the only point at which she met 
criteria for obsessive-compulsive personality disorder from a categorical 
perspective—and substantially attenuated subsequent to her recovery. 
if we had projected the extent to which obsessionality would shape this 
individual’s life from our snapshot view of her “starving self,” we would 
have miscalculated. Dimensional assessment captures the reality that 
such variables are a matter of degree, but degree matters in the inter-
pretation of personality data. Different implications follow from scor-
ing 1 standard deviation above the mean versus 2 or 3. The picture we 
observed at initial assessment, then, was both accurate and misleading.

in contrast, most of the maladaptive patterns so salient at the sec-
ond evaluation were atypical of Patient a/B’s functioning over time. 
it would be nice to assume that clinicians could distinguish the state-
dependent quality of her “borderline” symptoms from the trait-like prop-
erties of her obsessional streak; however, this patient was referred to our 
treatment program with a pair of technically reliable but invalid PD 
diagnoses attached. Many experts have made thoughtful observations 
about the tendency for starvation effects to exaggerate stable features of 
the “usual self,” setting up a vicious cycle in which caloric deprivation 
intensifies obsessionality and rampant obsessionality leads to increas-
ingly severe restraint (e.g., Bloks, Hoek, Callewaert, & van furth, 2004; 
fairburn, Shafran, & Cooper, 1999; Halmi, 2005; Pollice et al., 1997; 
Serpell, livingstone, Neiderman, & lask, 2002; Thornton & Russell, 
1997). it is less often discussed that starvation can have distorting effects 
as well, prompting patterns of thought, feeling, and behavior that are 
not characteristic of the individual under other conditions. (Of course, 
one could speculate that the emergence of such phenomena under pres-
sure reveals the “real self” beneath the “usual,” but the risk of tautologi-
cal reasoning should be prohibitive.)

a final point illustrated by the example of Patient a/B is that it is 
simplistic to equate starvation effects with current BMi. This individu-
al’s weight was approximately equivalent at the two assessment points, 
suggesting that we must look to other variables to explain the patterns 
observed on one or both occasions. Yet semistarvation effects, more 
broadly construed, almost certainly help to explain her experience dur-
ing each of these phases. With additional data collected over time, it 
became clear that, at least for this individual, steady abstemiousness and 
gradual weight loss were linked to increasing obsessionality, whereas 
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the pattern of prolonged fasting, bouts of binge eating, and rapid weight 
fluctuation covaried with emotional instability. The direction of rela-
tionships between this patient’s shifting “traits” and her eD symptoms 
is obviously difficult to establish; the construct of the vicious cycle may 
again represent the process most accurately. One generalization does 
hold across cases: The association between starvation effects and per-
sonality pathology is more likely to be a complex function of current 
eating behavior, current weight, personal weight history, and threshold 
effects rather than a linear function of BMi.

On the basis of empirical evidence, clinical experience, and common 
sense, the view that starvation does not impede the assessment of per-
sonality is unfounded. in fact, the studies often used to argue against a 
significant role for starvation make a strong case for the opposite conclu-
sion (e.g., Bloks et al., 2004; Bulik, Sullivan, fear, & Pickering, 2000; 
Casper, 1990; Herpertz-Dahlmann et al., 2001; Kleifield et al., 1994; 
Pollice et al., 1997; Steiger, Stotland, & Houle, 1994; von Ranson, Kaye, 
Weltzin, Rao, & Matsunaga, 1999; Wentz Nilsson et al., 1999). Some 
putative traits dissipate rapidly with refeeding and symptom control, 
whereas others attenuate. Personality variables measured at intake are 
generally weak predictors of eventual outcome, whereas short-term 
response to treatment is more informative. at later follow-up points, 
there is a strong association between persistent personality disturbance 
and residual eating and weight symptoms, even in patients who no lon-
ger qualify for an eD diagnosis.

The commonsense argument for respecting the potency of starvation 
effects is	perhaps equally compelling (and it too draws on a substantial 
body of data). We are mystified by the assertion that evaluators need not 
worry about the confounding effects of semistarvation because, after 
all, patients with eDs had serious problems before restriction began and 
may well have significant problems after it ends. in view of the fact that 
caloric deprivation has a profound impact on the apparent “personali-
ties” of normal animals and well-adjusted humans, it seems improbable 
that it would have less effect on the already fragile individuals who are 
vulnerable to the development of eDs.

Denial and Distortion in Self‑Report

Denial of symptoms is a common feature of anorexia nervosa, yet it 
rarely interferes with its diagnosis. indeed, a severely underweight 
patient who insists that she is “fine” and “fit” and cannot fathom all 
the fuss being made over a matter of “personal preference” does more 
to clarify her axis i standing than to obscure it. in the assessment of 
axis ii variables, however, the same sort of spin complicates the inter-
pretation of self-report.

The operative word is complicates, as the effect is seldom quite so 
simple as across-the-board minimization of symptoms. at the time of 
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initial evaluation, for example, Patient a/B proudly staked her claim 
to the trait of perfectionism, denied any feelings of self-doubt or infe-
riority, and misattributed her avoidance of social situations to disdain 
for the company of others. all of these representations supported her 
stance in defense of anorexia nervosa; only the first contributed accu-
rate information toward the assessment of PD criteria.

in fact, it is not unusual for patients with eDs to confess to personal-
ity pathology they do not possess, manufacturing motives on an ad hoc 
basis to provide non-eD explanations for eD-inspired behavior. They 
claim that they never socialize because they prefer to be alone; that they 
avoid restaurants, movies, and travel because they disapprove of frivo-
lous pursuits and profligate spending; that they opt out of demanding 
careers because they fear they might fail; and that they shun intimate 
relationships because they cherish their independence. in some cases, of 
course, these accounts are valid indicators of axis ii patterns; in others, 
they are cover stories for axis i concerns such as reluctance to suspend 
food rituals or vary exercise routines. at initial assessment, it is difficult 
to tell which is which, particularly if patients have begun to believe their 
own material. One of the few things we can count on in this specialty 
area is that eating and weight issues determine patients’ reactions to a 
wide range of apparently unrelated situations. Understandably, many 
are reluctant to recognize or concede the degree to which their lives 
have been distorted by their symptoms. When patients with eDs seem 
especially eager to attribute eccentric behaviors to their “personal style” 
rather than their eating and weight concerns, we should be especially 
wary of the supporting evidence.

Practice	Point
a desire to protect eD symptoms can lead patients to minimize or to 
exaggerate signs of personality disturbance.

a number of other factors can affect the quality of self-report data 
in this population (Vitousek et al., 1991)—including some of the very 
traits we are attempting to assess. for example, several theoretical mod-
els suggest that individuals with anorexia have limited access to their 
own internal experience, a deficit that may simultaneously increase the 
risk of developing this condition and make it more difficult for observ-
ers to decode. Characteristics such as conventionalism and compliance 
could help explain why some young women are particularly susceptible 
to pressures about weight and shape; however, the same tendencies can 
also obscure the symptom picture. Paradoxically, Patient a/B’s more 
florid borderline behaviors in part signaled her disposition to do what 
she believed was expected of her on the basis of models articulated by 
her therapists, observation of other patients who shared her diagnosis, 
and knowledge of	her own status as a psychiatric inpatient.

for the sake of both accuracy and empathy, the distortion of self-
report should not be equated with lying, even when it is both conscious 
and purposeful (Vitousek, Watson, & Wilson, 1998). although patients 
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with eDs often take an active role in the maintenance of their disorders, 
they do not choose the sense of desperation that contributes to their 
pursuit and defense of symptoms. in addition, they are unable to change 
the harsh rules set by the biology of appetite and weight regulation. 
To comply with the terms for practicing self-starvation in the midst of 
plenty, it is essential to think and act abnormally—and prudent to mis-
represent that reality to oneself as well as others. in fact, one of the most 
interesting aspects of the relationship between personality variables and 
eDs is that certain “maladaptive patterns of internal experience and 
behavior” are very nearly job requirements for sustained control over 
eating and weight (Vitousek, gray, & grubbs, 2004). Perfectionism and 
obsessionality can be construed not only as vulnerability factors but also 
as ability factors for chronic dietary restraint.

CONClUSiON

The evidence affirms the clinical view that personality traits are linked 
to the eDs, although the nature of the relationship is almost certain to 
be complex (lilenfeld et al., 2000; O’Brien & Vincent, 2003; Vitousek & 
Manke, 1994; Westen & Harnden-fischer, 2001; Wonderlich et al., 2005; 
Wonderlich & Mitchell, 1997). The evidence does not affirm the clinical 
utility of diagnosing axis ii pathology in the individual case, at least dur-
ing the acute phase of illness. for all the reasons highlighted in this review, 
the presence of eD symptoms makes it difficult to predict whether perva-
sive patterns present at intake will prove persistent over time.

in spite of these difficulties, early assessment of axis ii pathology is 
often recommended on the grounds that the information is needed for 
treatment planning (Reich & green, 1991; Zimmerman, 1994; Zim-
merman & Mattia, 1999). Unfortunately, the data suggest that if we 
tailor interventions to match initial PD diagnoses, we may be planning 
treatment incorrectly for 50% to 85% of the cases we identify. Deci-
sion-tree models that specify different lengths or modes of therapy for 
patients with PDs will direct many toward unnecessary or inappropriate 
treatment. Because BPD in particular carries substantial stigma even (or 
perhaps especially) among mental health professionals (linehan, 1993), 
a premature diagnosis carries the potential added risks of serving as a 
self-fulfilling prophecy, creating emotional distance in therapists, and/
or leading to exclusion from treatment programs (arntz, 1999; Drees-
sen & arntz, 1998).

a number of observations suggest that it may be preferable to defer 
axis ii assessment: (a) personality pathology at initial evaluation holds 
little or no prognostic value in many eD samples (e.g., Bulik, Sullivan, 
Carter, Mcintosh, & Joyce, 1999; grilo, Sanislow, Shea, et al., 2003; 
Herzog et al., 1999); (b) PD features often remit with successful treat-
ment (e.g., garner et al., 1990; Kennedy et al., 1990), even in patients 
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with severe, long-standing eDs (Rø, Martinsen, Hoffart, Sexton, et al., 
2005); (c) patterns still evident after brief intervention are stronger pre-
dictors of follow-up status (e.g., Steiger et al., 1994); and (d) focal thera-
pies produce comparable improvements in eD symptoms for patients 
with and without PDs, although those with poor overall adjustment may 
need additional treatment to address their more generalized difficulties 
(e.g., Sansone & fine, 1992; Steiger & Stotland, 1996; Wonderlich, ful-
lerton, Swift, & Klein, 1994). The recommendation to “treat and see” 
should not be confused with the bad clinical habit of inferring axis ii 
pathology in patients who fail to improve and then, in tidy circular fash-
ion, attributing treatment failure to the presence of a PD. The common 
tendency to backfill PD diagnoses to explain disappointing results con-
tributes to inflated estimates of the relationship between these variables 
(arntz, 1999; Dreessen & arntz, 1998; grilo et al., 1998).

Paradoxically, personality assessment at intake is most beneficial 
to the extent we recognize we may not be assessing personality. The 
borderline features seen in Patient a/B were not representative of her 
pre-eD functioning and did not predict her post-eD future. They did 
anticipate her reaction patterns in the near term, however, and suggested 
specific treatment components that proved helpful in addressing them. 
Validity means “usefulness for a purpose”—and if we pick our objectives 
thoughtfully, the measurement of presumed personality variables can 
be useful indeed. The data we collect at intake are not always instruc-
tive about stable traits or eventual outcome; in most cases, however, 
they are sensitive indicators of the disruption caused by an active eD.

NOTe

This chapter is a revised version of an article that appeared in Eating 
Disorders. Please address future correspondence to Kelly M. Vitousek, 
Department of Psychology, University of Hawaii, 2430 Campus Road, 
Honolulu, Hi, 96822; telephone: 808-956-6269; fax: 808-956-4700; 
e-mail: vitousek@hawaii.edu.
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�
Obsessive‑Compulsive 

Personality and 
Eating Disorders

PaRiNDa PaRiKH, MD
KaTHaRiNe HalMi, MD

The eating disorders anorexia nervosa, bulimia nervosa, binge eating 
disorder, and their variants have been documented in the history of 
Western civilization for the past 15 centuries. Clinicians are often chal-
lenged with frequent relapse and poor prognoses when treating patients 
with eating disorders. This can be attributed to the multifactorial etiol-
ogy and comorbid axis i and/or axis ii disorders. Hence, a clear under-
standing of the various facets of eating disorders may help in clinical 
management. One such facet found in those with eating disorders is 
obsessive-compulsive personality disorder (OCPD) and an associated 
disorder, obsessive-compulsive disorder (OCD).

The differentiation between OCPD, an axis ii disorder, and OCD, 
an axis i disorder, can be subtle and often confusing, especially in the 
literature describing the characteristics of patients with eating disor-
ders. OCPD has a cluster of characteristics, but perfectionism is the 
aspect most thoroughly studied in eating disorders. Perfectionism is an 
aspect of personality, which, described from a psychobiological view-
point, is an extreme (high) variant of the temperament dimension of 
persistence (Kaplan & Sadock, 2000). Several researchers are searching 
for links between common genetic factors, neurobiological changes, and 
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psychological factors to explain the overlap of perfectionism and other 
traits of OCPD and OCD in eating disorders. This chapter will attempt 
to clarify the personality disorder traits of perfectionism and the con-
cepts of obsessions and compulsions, as presented in the eating disorder 
research literature.

DefiNiTiONS

according to the Diagnostic and Statistical Manual of Mental Disorders–
Text Revision (DSM–IV–TR) (american Psychiatric association, 2000), 
there are several criteria for anorexia nervosa and bulimia nervosa, 
which are shown in Tables 7.1 and 7.2, respectively.

The DSM–IV–TR definition of OCPD is as follows: “a pervasive pat-
tern of preoccupation with orderliness, perfectionism, [and] mental and 
interpersonal control at the expense of flexibility, openness and effi-
ciency.” This is demonstrated by (a) a preoccupation with details, lists, 
and order; (b) perfectionism that interferes with task completion; (c) 
excessive devotion to a task, exclusive of leisure activities and friends; 
and (d) an inflexible, rigid, and stubborn mental set (american Psy-
chiatric association, 2000, p. 729). although OCPD has a cluster of 
characteristics, perfectionism is the aspect most thoroughly studied in 

TABLE	7.1	 The Diagnostic Criteria for anorexia Nervosa  
(american Psychiatric association, 2000)

 a. Refusal to maintain a body weight at or above a minimally normal 
weight for age and height (e.g., weight loss leading to maintenance of 
body weight less than 85% of that expected, or failure to make expected 
weight gain during a period of growth, leading to body weight less than 
85% of that expected)

 B. intense fear of gaining weight or becoming fat, even though underweight
 C. Disturbance in the way in which one’s body weight or shape is 

experienced, undue influence of body weight or shape on self-evaluation, 
or denial of the seriousness of the current low body weight

 D. in postmenarcheal females, amenorrhea, that is, the absence of at least 
three consecutive menstrual cycles (a woman is considered to have 
amenorrhea if her periods occur only following hormone, for example, 
estrogen, administration)

Restricting type: During the current episode of anorexia nervosa, the 
person has not regularly engaged in binge eating or purging behavior 
(i.e., self-induced vomiting or the misuse of laxatives, diuretics, or 
enemas).

Binge eating/purging type: During the current episode of anorexia nervosa, 
the person has regularly engaged in binge eating or purging behavior 
(i.e., self-induced vomiting or the misuse of laxatives, diuretics, or 
enemas).
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eating disorders. The prevalence of OCPD is about 1% in community 
samples, about 3% to 10% in psychiatric populations, and anywhere 
from 3% to 60% in patients with eating disorders.

in contrast to OCPD, OCD is characterized by recurrent obsessions 
and compulsions. The diagnostic criteria according to the DSM–IV–TR 
for OCPD and OCD are shown in Tables 7.3 and 7.4, respectively.

OCPD aND eaTiNg DiSORDeRS

References to obstinacy, the inability to pardon, inflexibility, rigidity, 
and stubbornness are recurrent in the descriptions of the personality 
characteristics encountered in patients with anorexia nervosa. Marcé 
(1860), for example, referred to the anorectic individual’s obstinate 
refusal of food. laseque (1873) stated that anorectics never pardon. 
Perfectionistic, rigid, and inflexible personality traits were described in 
patients with anorexia nervosa in publications from as long ago as 30 
to 50 years (DuBois, 1949; Kaye & leigh, 1954; King, 1963; Palmer & 
Jones, 1939).

TABLE	7.2	 The Diagnostic Criteria for Bulimia Nervosa (american 
Psychiatric association, 2000)

 a. Recurrent episodes of binge eating; an episode of binge eating is 
characterized by both of the following:

 1. eating, in a discrete period of time (e.g., within any 2-hour period), 
an amount of food that is definitely larger than most people would eat 
during a similar period of time and under similar circumstances

 2. a sense of lack of control over eating during the episode (e.g., a feeling 
that one cannot stop eating or control what or how much one is 
eating)

 B. Recurrent inappropriate compensatory behavior to prevent weight gain, 
such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or 
other medications; fasts; or excessive exercise

 C. The binge eating and inappropriate compensatory behaviors both occur, 
on average, at least twice a week for 3 months

 D. Self-evaluation is unduly influenced by body shape and weight
 e. The disturbance does not occur exclusively during episodes of anorexia 

nervosa

Purging type: During the current episode of bulimia nervosa, the person 
has regularly engaged in self-induced vomiting or the misuse of 
laxatives, diuretics, or enemas.

Nonpurging type: During the current episode of bulimia nervosa, the 
person has used other inappropriate compensatory behaviors, such as 
fasting or excessively exercising, but has not regularly engaged in self-
induced vomiting or the misuse of laxatives, diuretics, or enemas.
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PReValeNCe Of OCPD iN eaTiNg DiSORDeRS

Despite these preceding common descriptors, the actual prevalence of 
OCPD in patients with eating disorders appears to be low. Using the 
Structured Clinical interview for the DSM (american Psychiatric asso-
ciation, 1994), Braun, Sunday, and Halmi (1994) explored the prevalence 
of OCPD in various eating disorder diagnostic groups. They found that 
only 9% of 105 patients met the criteria for OCPD. an interesting find-
ing in this study was that only 6% of anorectic restrictors met this diag-
nosis, compared with 13% of the binge/purge type anorectics. Because 
patients who binge and purge tend to be more impulsive, it was surpris-
ing to find that they had OCPD at twice the prevalence of that found 
in the restrictors. another finding in this study was that subthreshold 
OCPD was diagnosed in 18% of the patients with anorexia nervosa. in 
other words, these patients had several characteristics associated with 
the diagnosis of OCPD but not enough to fulfill the actual requirements 
for diagnosis. in addition, none of the patients with normal-weight buli-
mia nervosa in this study met the threshold criteria for the diagnosis of 
OCPD; however, 6 met the subthreshold diagnostic criteria. This find-
ing suggests that patients with bulimia nervosa may have some, but not 
all, of the characteristics of OCPD, along with impulsivity. in this study, 

TABLE	7.3	 The Diagnostic Criteria for Obsessive-Compulsive Personality 
Disorder (american Psychiatric association, 2000)

The individual has a pervasive pattern of preoccupation with orderliness, 
perfectionism, and mental and interpersonal control, at the expense of 
flexibility, openness, and efficiency, beginning by early adulthood and 
present in a variety of contexts, as indicated by four (or more) of the 
following. The individual

 1. is preoccupied with details, rules, lists, order, organization, or 
schedules to the extent that the major point of the activity is lost;

 2. shows perfectionism that interferes with task completion (e.g., is 
unable to complete a project because his or her own overly strict 
standards are not met);

 3. is excessively devoted to work and productivity to the exclusion 
of leisure activities and friendships (not accounted for by obvious 
economic necessity);

 4. is overconscientious, scrupulous, and inflexible about matters of 
morality, ethics, or values (not accounted for by cultural or religious 
identification);

 5. is unable to discard worn-out or worthless objects even when they 
have no sentimental value;

 6. is reluctant to delegate tasks or to work with others unless they 
submit to exactly his or her way of doing things;

 7. adopts a miserly spending style toward both self and others; money is 
viewed as something to be hoarded for future catastrophes;

 8. shows rigidity and stubbornness.
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in another diagnostic subsample of patients with normal-weight bulimia 
who had a history of anorexia nervosa (n = 18), 2 met the threshold, and 
5 met the subthreshold, criteria for OCPD.

TABLE	7.4	 The Diagnostic Criteria for Obsessive-Compulsive Disorder 
(american Psychiatric association, 2000)

 a. either obsessions or compulsions

   Obsessions as defined by items 1, 2, 3, and 4:

 1. Recurrent and persistent thoughts, impulses, or images that are 
experienced, at some time during the disturbance, as intrusive and 
inappropriate and that cause marked anxiety or distress.

 2. The thoughts, impulses, or images are not simply excessive worries 
about real-life problems.

 3. The person attempts to ignore or suppress such thoughts, impulses, 
or images or to neutralize them with some other thought or action.

 4. The person recognizes that the obsessional thoughts, impulses, or 
images are a product of his or her own mind (not imposed from 
without as in thought insertion).

   Compulsions as defined by items 1 and 2:

 1. The person feels driven to perform repetitive behaviors (e.g., hand 
washing, ordering, checking) or mental acts (e.g., praying, counting, 
repeating words silently) in response to an obsession or according to 
rules that must be applied rigidly.

 2. The behaviors or mental acts are aimed at preventing or reducing 
distress or preventing some dreaded event or situation; however, these 
behaviors or mental acts either are not connected in a realistic way 
with what they are designed to neutralize or prevent or are clearly 
excessive.

 B.	at some point during the course of the disorder, the person has 
recognized that the obsessions or compulsions are excessive or 
unreasonable. Note: This does not apply to children.

 C. The obsessions or compulsions cause marked distress, are time-
consuming (take more than 1 hour a day), or significantly interfere with 
the person’s normal routine, occupational (or academic) functioning, or 
usual social activities or relationships.

 D. if another axis i disorder is present, the content of the obsessions 
or compulsions is not restricted to it (e.g., preoccupation with food 
in the presence of an eating disorder; hair pulling in the presence of 
trichotillomania; concern with appearance in the presence of body 
dysmorphic disorder; preoccupation with drugs in the presence of a 
substance-use disorder; preoccupation with having a serious illness in 
the presence of hypochondriasis; preoccupation with sexual urges or 
fantasies in the presence of a paraphilia; or guilty ruminations in the 
presence of major depressive disorder).

 e. The disturbance is not due to the direct physiological effects of a 
substance (e.g., a drug of abuse, a medication) or a general medical 
condition.
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Bellodi et al. (1992) used the Structured interview for DSM Per-
sonality Disorders–Revised (american Psychiatric association, 1994) 
for personality disorder assessment and found that 22% of an eating 
disorder sample of mixed anorectics and bulimics met the criteria for 
the diagnosis of OCPD. (it is interesting that this was similar to preva-
lence rates of OCPD found in patients with OCD in the same study.) 
Using structured interviews for diagnosis, other studies have found the 
prevalence rate of OCPD to vary between 3% and 60% (Herzog, Keller, 
lavori, Kenny, & Sachs, 1992; Piran, lerner, garfinkel, Kennedy, & 
Brouillette, 1988; Wonderlich, Swift, Slotnick, & goodman, 1990). 
This wide range in findings may be attributed to the general difficulty 
in diagnosing personality disorders (arntz, 1999) as well as the various 
measures used to diagnose personality disorders (Serpell, livingstone, 
Neiderman, & lask, 2002). Suggesting possible genetic influences, fam-
ily studies have reported an increased prevalence of OCPD in the rela-
tives of individuals with eating disorders (Wonderlich et al., 1990).

Practice	Point
The complete DSM–IV–TR diagnosis of OCPD is not highly prevalent in 
eating disorders; however, many components of this diagnosis, such as per-
fectionism, persistence, control, and rigidity, are present to varying degrees.

RelaTiONSHiPS aMONg PeRfeCTiONiSM, 
OCD, aND OCPD

There is a significant correlation between perfectionism and 
obsessive-compulsive traits as measured by perfectionism subscales 
(frost, Marten, lahart, & Rosenblate, 1990; frost & Steketee, 1997; 
Tozzi, Jacobson, Neale, Kendler, & Bulik, 2004). This relationship was 
studied in individuals with anorexia and bulimia nervosa who were par-
ticipating in the international Price foundation genetic Study (Halmi 
& Price foundation Collaborative group, 2003). The participants were 
assessed for perfectionism, OCD, and OCPD. No differences were 
found in the prevalence of OCD, OCPD, or their combination across 
eating disorder subtypes. Those who had neither OCD nor OCPD had 
the lowest perfectionism scores, whereas those who had both OCD 
and OCPD had the highest perfectionism scores. a stronger relation-
ship was found between perfectionism and OCPD, compared to the 
relationship of perfectionism with OCD. However, perfectionism was 
exacerbated by the presence of both OCD and OCPD (Halmi & Price 
foundation Collaborative group, 2003).

Strober (1980) described certain patients with anorexia as “obses-
sional with inflexible thinking,” suggesting that OCPD traits persist 
even after the individual recovers from anorexia nervosa. findings by 
Matsunaga et al. (1999) and Matsunaga et al. (2000) indicate that 15% 
of patients in their study who recovered from anorexia nervosa continued 

RT53243.indb   126 5/31/06   5:02:47 PM



Obsessive‑Compulsive Personality and Eating Disorders 12�

to meet strict diagnostic criteria for OCPD, even after 1 year of full 
remission of their eating disorder. The following case report illustrates 
the intertwining relationship between OCPD and OCD in a clinical 
patient, supporting these research findings.

Case	Report

Sue (not her real name), a 37-year-old single, White female, just 
completed her fifth hospitalization for anorexia nervosa. She was 
first hospitalized at age 22. Prior to this initial hospitalization, Sue 
had finished college and was in the initial year of her first job when 
her relationship with a young man ended. after this event, she 
began to restrict her food intake and, over the subsequent year, lost 
20 pounds. at a height of 5’4”, she maintained a weight of 90 pounds 
for the next 6 years. She denied binging, purging, or using laxatives 
or diet pills. She was extremely perfectionistic at her job, and as a 
result, her career advanced quickly. after her mother died, 3 years 
before her admission to the current program, she began to lose more 
weight. She continued to rapidly lose weight to the point that she 
could no longer adequately perform her job, which she lost a year 
prior to her last hospitalization. in the few months before admis-
sion, she rapidly lost weight until she reached 50 pounds. Sue had 
been amenorrheic for 15 years.

Sue was regarded as very perfectionistic throughout her child-
hood and college career. She always obtained the highest grades. 
Two years prior to her first hospitalization, she developed obsessive-
compulsive rituals that appeared unrelated to her eating disorder. 
These rituals, which included checking doors, the stove, and lights, 
began to take up so much time that they began interfering with her 
functioning. as these rituals continued, she became more socially 
withdrawn, and during the last 2 years, she suffered from anhedo-
nia, decreased concentration, decreased attention, and sleep distur-
bances. She denied being depressed but admitted to feeling bored. 
Sue denied drug, nicotine, or alcohol use. Sue had a maternal grand-
father who had anorexia nervosa and OCD. after 6 months of inten-
sive medical treatment and psychotherapy, she was able to obtain a 
normal weight and be discharged to an outpatient program.

it is interesting to note that this patient’s OCD symptoms did 
not occur until her anorexia nervosa was well advanced. However, 
prior to the onset of anorexia nervosa, Sue did have pronounced per-
fectionistic tendencies. During the period of her extreme emacia-
tion, the OCD symptoms that were unrelated to her eating disorder 
were the most severe. With nutritional rehabilitation, both the OCD 
symptomatology and the rituals and preoccupations associated with 
her eating disorder decreased. Her rigid, inflexible, and perfection-
istic nature still prevailed after weight restoration and undoubtedly 
will be a factor that will interfere with her personal relationships.
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Practice	Point
The major difference between OCPD and OCD is that OCPD is not 
characterized by the presence of obsessions and compulsions but presents 
as a pervasive pattern of inflexibility.

CONClUSiON

Studies of obsessions and compulsions as well as obsessive-compulsive 
personality features in patients with eating disorders have surprisingly 
shown that perfectionistic features can exist in patients with bulimia 
nervosa as well as with anorexia nervosa. Thus, the seemingly con-
tradictory traits of impulsivity and perfectionism are present in some 
patients with bulimia nervosa. No study has directly examined the 
effect of obsessions and compulsions on the trait of perfectionism. The 
latter is usually conceptualized as a trait and thus little influenced by 
axis i symptomatology. it is likely that a common genetic link exists in 
the expression of obsessions, compulsions, and features of OCPD. This 
may be one of several biological vulnerabilities for the development of 
an eating disorder.

NOTe

Please address correspondence to Dr. Parinda Parikh, MD, New York Presby-
terian Hospital, 21 Bloomingdale Road, White Plains, NY, 10605; telephone: 
914-997-8677; fax: 914-682-6988; e-mail: pap9014@med.cornell.edu.
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Borderline personality disorder (BPD) is a complex axis ii phenomenon 
that is categorized in the Diagnostic and Statistical Manual of Mental 
Disorder—Fourth Edition (DSM-IV) (american Psychiatric association, 
1994) as a Cluster B disorder (i.e., dramatic, erratic characteristics). 
Most affected individuals sustain a remarkably intact (albeit transient) 
social façade, which appears in stark contrast to their long-standing 
self-regulation difficulties and self-harm behavior, chaotic interpersonal 
relationships, and chronic dysphoria. This polar combination of features 
(intact façade, internal chaos) is intriguing and has been the inspiration 
for several movies, including Play Misty for Me, Fatal Attraction, Misery, 
Looking for Mr. Goodbar, The Crush, and Single White Female.

THe ePiDeMiOlOgY Of BPD

Prevalence Rates in the United States

The overall prevalence of personality disorders in the general popula-
tion is around 5% to 10% (ellison & Shader, 2003). according to the 
DSM–IV (american Psychiatric association, 1994), the prevalence of 
BPD in the general population is around 2%. Stone (1986), however, 
believed that the prevalence of BPD may be as high as 10%, suggesting 
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that it might be one of the more common axis ii disorders in the gen-
eral population.

although recent data is sparse, BPD appears to be one of the more 
frequent axis ii disorders encountered in both psychiatric inpatients 
and outpatients (Quigley, 2005). according to findings by Widiger and 
Rogers (1989), the prevalence of BPD in inpatient and outpatient psy-
chiatric settings is 15% and 27%, respectively. in addition, up to 50% 
of inpatients with personality disorders suffer from BPD (Widiger & 
Weissman, 1991). in an inpatient psychiatric sample, we determined the 
prevalence of BPD to be nearly 47% on clinical interview and nearly 55% 
on assessment with a DSM–IV criteria checklist (Sansone, Songer, & 
gaither, 2001). in a retrospective review of medical records in a univer-
sity-based outpatient psychotherapy clinic, we found the prevalence of 
BPD traits or disorder to be nearly 22% (Sansone, Rytwinski, & gaither, 
2003). We caution that these differing prevalence rates, which have been 
determined during different eras in various treatment settings, may in 
part reflect changes in the management of mental health services.

Practice	Point
Clinicians are quite likely to find themselves treating patients with BPD 
in either inpatient or outpatient settings.

Gender Distribution

according to the DSM–IV (american Psychiatric association, 1994), 
more women than men suffer from BPD. However, this deduction may 
not be accurate. There appear to be distinct gender patterns in BPD 
symptom presentations. in clinical settings, women with BPD tend to 
demonstrate histrionic features, self-directed self-harm behavior (e.g., 
cutting or scratching self), and axis i diagnoses of eating disorders and 
post-traumatic stress disorder (Johnson et al., 2003). in contrast, men 
tend to demonstrate antisocial features (Johnson et al., 2003), externally 
directed self-harm behavior (i.e., bar fights, high-risk behaviors), and 
axis i diagnoses of substance abuse (Johnson et al., 2003). Why these 
gender differences in symptom presentation occur remains unknown, 
but they may relate to cultural, genetic, and neurohormonal factors. it 
is important that, as a result of these symptom differences, women with 
BPD tend to amass in mental health settings whereas men with BPD 
tend to congregate in prison settings. Therefore, in our opinion, inves-
tigator bias and study setting may contribute to the misleading impres-
sion of a female predominance in BPD (Skodol & Bender, 2003).

Practice	Point
Women patients with BPD appear to exhibit symptom patterns charac-
terized by “acting in,” whereas men with BPD tend to exhibit symptom 
patterns characterized by “acting out.”
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Cultural and Racial Differences

few empirical studies have explored cultural or racial patterns in BPD. 
according to Paris (1996), BPD is more likely to be encountered in 
Western cultures, but some data indicate that there may be high vari-
ability. for example, in a Norwegian community sample, investigators 
(Torgersen, Kringlen, & Cramer, 2001) found BPD to be relatively 
infrequent, particularly when compared to other personality disorders. 
in contrast, in a study of french high school students, Chabrol, Mon-
tovany, Chouicha, Callahan, and Mullet (2001) found a substantially 
high prevalence rate for BPD, between 10% and 18%.

Prevalence studies of BPD among subcultures within the same coun-
try are rare. However, one such study exists. in a U.S. sample, Chavira 
et al. (2003) found that, compared with Whites and Blacks, Hispanics 
evidenced higher rates of BPD.

is there really cultural variation in the development and presentation 
of BPD? if so, then theoretically, non-Western cultures must have some 
protective influences with respect to the suspected prime causative 
factors of BPD, which include genetics, early developmental trauma, 
and/or parental dysfunction. This premise could be possible if a given 
population had an inherent genetic resilience, refrained from childhood 
maltreatment, and/or maintained extended family networks that might 
dilute the negative effects of parental pathology. On the other hand, 
if the proposed etiological variables are fairly consistent worldwide, it 
is possible that local culture tempers the expression of the features of 
BPD (e.g., less overt self-harm behavior but the accentuation of other 
features such as somatic preoccupation and/or medically self-defeating 
behaviors); these latter behaviors are not even identified in the DSM. 
given the possibility of cultural tempering of BPD symptoms, such 
patients in particular societies might go underdetected and the preva-
lence rate might appear misleadingly low.

The Prevalence of BPD Among Individuals 
With Eating Disorders

among individuals with eating disorders, the explicit prevalence of 
BPD remains unknown. However, in a recent literature review (San-
sone, levitt, & Sansone, 2005), we found that BPD prevalence rates 
among individuals with eating disorders varied according to diagnosis. 
in restricting anorexia nervosa, binge eating/purging anorexia nervosa, 
and bulimia nervosa, the prevalence rates were 10%, 25%, and 28%, 
respectively. The prevalence of BPD among those with binge eating dis-
order was around 12% (Sansone et al., 2005). These data substantiate 
the clinical impression that the intersection of eating disorders and BPD 
is not uncommon.
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THe DiagNOSiS Of BPD

The Diagnostic and Statistical Manual of Mental 
Disorders–Text Revision Criteria

The Diagnostic and Statistical Manual of Mental Disorders–Text Revision 
(DSM–IV–TR) (american Psychiatric association, 2000) criteria are 
the current benchmark for psychiatric diagnosis. The DSM–IV–TR lists 
nine criteria for BPD; five are required for diagnostic confirmation (see 
Table 8.1).

Self‑Report Assessments

in addition to the DSM–IV–TR criteria, there are self-report assessment 
tools for the diagnosis of BPD. Several self-report measures are par-
ticularly well adapted for use in clinical settings because of their ease 
of administration, brevity, and minimal to no cost. These include the 
borderline personality subscale of the Personality Diagnostic Question-
naire–4 (Hyler, 1994), the Self-Harm inventory (Sansone, Wiederman, 
& Sansone, 1998) (see Table 8.2), and the Mclean Screening instrument 

TABLE	8.1	 “The Criteria for Borderline Personality Disorder”, according to 
the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text 
Revision (american Psychiatric association, 2000)

Borderline personality disorder is indicated by a pervasive pattern of 
instability of interpersonal relationships, self-image, and affects, and a 
marked impulsivity beginning by early adulthood and present in a variety  
of contexts, as indicated by five (or more) of the following:

 1. frantic efforts to avoid real or imagined abandonment;
 2. a pattern of unstable and intense interpersonal relationships 

characterized by alternating between extremes of idealization and 
devaluation;

 3. identity disturbance: markedly and persistently unstable self-image or 
sense of self;

 4. impulsivity in at least two areas that are potentially self-damaging  
(e.g., spending, sex, substance abuse, reckless driving, binge eating);

 5. recurrent suicidal behavior, gestures, or threats, or self-mutilating 
behavior;

 6. affective instability due to a marked reactivity of mood (e.g., intense 
episodic dysphoria, irritability, or anxiety usually lasting a few hours 
and only rarely more than a few days);

 7. chronic feelings of emptiness;
 8. inappropriate, intense anger or difficulty controlling anger  

(e.g., frequent displays of temper, constant anger, recurrent physical 
fights); and

 9. transient, stress-related paranoid ideation or severe dissociative 
symptoms.
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TABLE	8.2	 The Self-Harm inventory (Sansone, Wiederman, & Sansone, 1998)

Instructions: Please answer the following questions by checking either “Yes” 
or “No.” Check “Yes” only to those items that you have done intentionally, or 
on purpose, to hurt yourself.

		Yes								No						Have	you	ever	intentionally,	or	on	purpose,	…

_____ _____ 1. overdosed?  
(if yes, indicate number of times: _____ .)

_____ _____ 2. cut yourself on purpose?  
(if yes, indicate number of times: _____ .)

_____ _____ 3. burned yourself on purpose?  
(if yes, indicate number of times: _____ .)

_____ _____ 4. hit yourself?  
(if yes, indicate number of times: _____ .)

_____ _____ 5. banged your head on purpose?  
(if yes, indicate number of times: _____ .)

_____ _____ 6. abused alcohol?
_____ _____ 7. driven recklessly on purpose?  

(if yes, indicate number of times: _____ .)
_____ _____ 8. scratched yourself on purpose?  

(if yes, indicate number of times: _____ .)
_____ _____ 9. prevented wounds from healing?
_____ _____ 10. made medical situations worse, on purpose  

(e.g., skipped medication)?
_____ _____ 11. been promiscuous (i.e., had many sexual partners)?  

(if yes, indicate how many _____ .)
_____ _____ 12. set yourself up in a relationship to be rejected?
_____ _____ 13. abused prescription medication?
_____ _____ 14. distanced yourself from god as punishment?
_____ _____ 15. engaged in emotionally abusive relationships?  

(if yes, indicate number of relationships: _____ .)
_____ _____ 16. engaged in sexually abusive relationships?  

(if yes, indicate number of relationships: _____ .)
_____ _____ 17. lost a job on purpose?  

(if yes, indicate number of times: _____ .)
_____ _____ 18. attempted suicide?  

(if yes, indicate number of times: _____ .)
_____ _____ 19. exercised an injury on purpose?
_____ _____ 20. tortured yourself with self-defeating thoughts?
_____ _____ 21. starved yourself to hurt yourself?
_____ _____ 22. abused laxatives to hurt yourself?  

(if yes, indicate number of times: _____ .)

Have you engaged in any other self-destructive behaviors not asked about in 
this inventory? if so, please describe below.

© 1995: Sansone, Sansone, and Wiederman
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for Borderline Personality Disorder (Zanarini et al., 2003). each of these 
measures is one page in length, easily scored, and available for clinician 
use. in addition to diagnosing BPD (scores of five “yes” responses or 
higher), the Self-Harm inventory also elicits the respondent’s history of 
self-harm behavior, which may help to focus the clinician’s initial inter-
vention strategies. a potential limitation of all self-report measures is their 
tendency to be diagnostically overinclusive. as with any assessment tool, 
each requires clinical substantiation to confirm the diagnosis of BPD.

Semistructured Interviews

Several semistructured interviews for BPD are available for clinician use. 
However, these are more commonly used in research settings because 
of cost, administration time, and/or required training for use. examples 
include the Diagnostic interview for Borderlines–Revised (Zanarini, 
gunderson, frankenburg, & Chauncey, 1989), the Personality Disor-
der examination (loranger, 1988), the Structured Clinical interview 
for DSM–III–R Personality Disorders (Spitzer, Williams, gibbon, & 
first, 1990), and the Diagnostic interview for Personality Disorders 
(Zanarini, 1983).

Clinical Adaptation of the Diagnostic 
Interview for Borderlines: PISIA

for diagnosis in clinical practice, we have used a clinical adaptation 
of the original Diagnostic interview for Borderlines (Kolb & gunder-
son, 1980). in contrast to the DSM, these criteria are much easier to 
recall because the five core diagnostic areas can be organized around the 
abbreviation PiSia. The acronym stands for psychotic/quasi-psychotic 
episodes, impulsivity, social adaptation, interpersonal relationships, and 
affect (see Table 8.3). in using this approach, the clinician must verify 
one type of psychotic/quasi-psychotic phenomenon, both long-standing 
self-regulation difficulties and self-harm behavior (impulsivity), a 
socially intact façade (i.e., social adaptation), chaotic and unfulfilling 
interpersonal relationships, and a chronically dysphoric affect. for the 
evaluation of impulsivity, we explicitly ask about specific behaviors. for 
example, for self-regulation difficulties, we explicitly ask, “Have you 
ever had any drug or alcohol problems . . . prescription abuse problems 
. . . difficulties regulating money?” for self-harm behavior, we explicitly 
ask, “Have you ever cut, burned, or scratched yourself … attempted 
suicide . . . been in an abusive relationship . . . had any high-risk hobbies 
. . . engaged in any high-risk behaviors?” for patient screening purposes, 
the impulsivity and affect categories are high-yield criteria, probably 
because these features have been empirically determined to be stable 
over time (Mcglashan et al., 2005). Because of the prevalence of BPD 
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among individuals with eating disorders, we believe that each should be 
screened for this axis ii disorder.

Practice	Point
all patients with eating disorders should be evaluated for BPD through 
clinical screening and even a specialized assessment tool.

TABLE	8.3	 a Clinical adaptation of the Diagnostic interview for 
Borderlines (Kolb & gunderson, 1980): PiSia

 P Psychotic/quasi-psychotic episodes: transient, fleeting, brief episodes 
that tend to be recurrent over the patient’s lifetime; may include the 
following:
 Depersonalization
 Derealization
 Dissociation
 Rage reactions
 Paranoia (patient recognizes the illogical nature of his or her 

suspiciousness)
 fleeting or isolated hallucinations or delusions
 Unusual reactions to drugs

 i Impulsivity: long-standing behaviors that may be stable over time, coexist 
with other behaviors, or replace one another over time (i.e., substitution):
 Self-regulation difficulties (e.g., eating disorders such as anorexia and 

bulimia nervosa, binge eating disorder, obesity; drug, alcohol, or 
prescription abuse; money management difficulties such as bankrupt-
cies, credit card difficulties, uncontrolled gambling; promiscuity; mood 
regulation difficulties)

 Self-destructive behaviors (e.g., self-mutilation such as hitting, cutting, 
burning, or biting oneself; suicide attempts; sadomasochistic rela-
tionships; high-risk hobbies such as parachuting or racing; high-risk 
behaviors such as frequenting dangerous bars or jogging in parks at 
night)

 S Social adaptation: superficially intact social veneer; if the individual 
demonstrates high academic or professional performance, it is usually 
inconsistent and erratic.

 i Interpersonal relationships: chaotic and unsatisfying relationships; the 
relationship style is characterized by “dichotomous relatedness,” wherein 
social relationships tend to be very superficial and transient whereas 
personal relationships tend to be extremely intense, manipulative, and 
dependent; intense fears of being alone; rage with the primary caretaker.

 a Affect: chronically dysphoric or labile; since adolescence, the majority of 
the mood experience has been dysphoric, with the predominant affects 
being anxiety, anger, depression, or emptiness.

•
•
•
•
•

•
•

•

•

Note: in using these criteria, the patient must meet criteria in each category 
(i.e., the patient must have one type of long-standing quasi-psychotic 
phenomenon, both long-standing self-regulation difficulties and self-
destructive behavior, a superficially intact veneer, chronically unsatisfy-
ing relationships with others, and chronic mood disturbance with either 
persistent dysphoria or mood lability).
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Difficulties in BPD Diagnosis

although the diagnostic criteria in the DSM–IV–TR are relatively clear, 
BPD can be difficult to diagnose in the clinical setting. first, there is the 
elusive, intact social façade, which momentarily obscures the dramatic 
underlying symptomatology of BPD.

Second, BPD is known to be a polysymptomatic disorder. in this 
regard, studies in psychiatric settings indicate that BPD is associ-
ated with multiple axis i and axis ii diagnoses (Sansone et al., 2003; 
Zanarini et al., 1998; Zimmerman & Mattia, 1999). as a result, dra-
matic comorbid axis i diagnoses may distract the clinician from explor-
ing or considering a diagnosis of BPD on axis ii, particularly when the 
axis i disorder is a life-threatening eating disorder.

Third, BPD may be particularly difficult to diagnose in medical set-
tings. as in mental health settings, there may be a profusion of diagno-
ses, but these tend to be somatically based and may include extensive 
somatic preoccupation involving multiple body areas (Sansone & San-
sone, 2003), chronic pain syndromes (Sansone, Whitecar, Meier, & 
Murry, 2001), and even bona fide somatization disorder (Hudziak, Bof-
feli, Kreisman, & Battaglia, 1996). (again, note that physical symptoms 
are not even alluded to as diagnostic criteria in the DSM.) in addition, 
in medical settings, the characteristic self-harm behavior associated 
with BPD in mental health settings may manifest in more medicalized 
modes, such as sabotaging one’s medical care. examples of this include 
engaging in medication noncompliance, exposing oneself to infection in 
the hopes of getting ill, interfering with wound healing, and/or getting 
into altercations with health care providers to intentionally precipitate 
one’s dismissal from a medical practice (Sansone, Wiederman, & San-
sone, 2000; Sansone, Wiederman, Sansone, & Mehnert-Kay, 1997).

finally, BPD exists along a functional continuum, from low to high. 
in contrast to those in state hospitals and community mental health 
centers, higher functioning patients with BPD tend to experience 
fewer quasi-psychotic episodes, engage in more socially discreet self-
harm behavior (i.e., less self-mutilation), maintain a more durable social 
façade, sustain more stable interpersonal relationships (e.g., long-stand-
ing marriages), and demonstrate less lability in affect. in our experi-
ence, patients with BPD and eating disorders, in general, tend to reside 
in the higher range of this continuum of functionality, compared with 
other types of patients with BPD. This latter observation appears to 
support Stone’s (1990) finding of a better long-term prognosis for the 
BPD subgroup with eating disorders, compared to other subgroups of 
patients with borderline personality.

Practice	Point
Compared to patients with BPD in general, patients with eating disorders 
and BPD tend to reside in the higher end of the functional continuum, 
which tends to afford a better overall prognosis.
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eTiOlOgiCal faCTORS

The etiology of BPD appears to be multidetermined. although earlier 
research discounted a genetic contribution (Torgersen, 1994), more 
recent studies indicate that, as in many of the personality disorders, 
there may be a nonspecific genetic predisposition to BPD (Skodol et al., 
2002). Specifically, core biological vulnerabilities in the areas of affec-
tive stability, impulse management, and/or cognitive or perceptual styl-
ing may be inherited (goodman, New, & Siever, 2004).

it is important that the majority of empirical studies in BPD confirm 
the presence of some type of repetitive early developmental trauma, 
which may include sexual, physical, and emotional abuse, as well as 
the witnessing of violence (Sansone & Sansone, 2000). Physical neglect 
(e.g., insufficient food, lack of medical care) has not been associated 
with BPD, suggesting the relevance of an intrusive and malignant over-
tone to the nature of the childhood adversity. in support of the role of 
childhood adversity, imaging studies in individuals with BPD indicate 
abnormalities in the hippocampus (Sala et al., 2004), which is known 
to be fairly sensitive to the effects of repeated stressful episodes. 

in addition to genetic predisposition, the transgenerational nature of 
trauma and maltreatment and the exposure to chaotic family environ-
ments may contribute to the tendency of BPD to run in families. indeed, 
Zanarini et al. (2004) confirmed a higher rate of the disorder in the 
families of patients with BPD, compared with other axis ii probands. 
Other contributory family variables may include biparental failure, 
or the absence of sufficient and consistent support from both parents 
(Zanarini et al., 2000); overt parental psychopathology (Bradley, Jenei, 
& Westen, 2005); and overall family instability (Bradley et al., 2005). 
These etiological factors do not exclude the possibility of other con-
tributory causes, such as triggering events.

Practice	Point
BPD appears to be a multidetermined disorder, with genetic vulnerabil-
ity, repetitive early developmental trauma, and parental psychopathology 
being likely contributory substrates.

THe RelaTiONSHiP Of BPD TO eaTiNg DiSORDeRS

Why comorbid eating disorder pathology emerges among some individu-
als with BPD remains unknown. in the following section, we speculate on 
a variety of possible relationships between BPD and eating disorders.
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Differences and Similarities in Diagnostic 
Criteria and Areas of Functioning

The eating disorder diagnoses represent syndromes of related behaviors 
that, at particular thresholds, result in a specific diagnosis. That is, when 
a certain number of relevant behaviors (e.g., purging, restricting) pres-
ent together over a specified period of time, an eating disorder diagnosis 
is indicated and confirmed. Broader aspects of individual functioning 
are not diagnostically required for eating disorder diagnoses.

in contrast, the criteria for BPD are globally broader and cover a 
greater number of functional areas than the eating disorder diagnoses. 
This is, in part, related to the fact that the BPD diagnosis represents a 
trait condition (i.e., an ongoing, integral facet of the individual’s gen-
eral functioning), whereas an eating disorder diagnosis hypothetically 
represents a state condition (i.e., an acute and/or transient condition). 
from this perspective, we expect the personality disorder to be more 
fixed, long standing, and resistant to change, whereas the eating disor-
der would be somewhat more susceptible to change. Yet some patients 
with eating disorders demonstrate remarkable resistance to change, with 
resulting symptom longevity that is similar in many ways to personality 
disorders. Do these resistant cases actually represent personality disor-
ders that have aggregated around eating disorder symptoms? Or is our 
view of eating disorders as acute phenomena too narrow? Or both?

Table 8.4 compares the eating disorder and BPD diagnostic criteria 
according to functional dimensions. Note that the BPD diagnosis covers 
relational, behavioral, cognitive, and affective areas of functioning. in 
contrast, eating disorder diagnoses generally emphasize behavioral and 
cognitive processes, with relatively little emphasis on relational (i.e., 
none) or affective processes (i.e., minimal).

TABLE	8.4	 Borderline Personality Disorder Versus eating Disorder 
Diagnoses: Criteria Comparison according to the Diagnostic and  
Statistical Manual of Mental Disorders–Text Revision  
(american Psychiatric association, 2000)

Number	of	Criteria

Borderline		
Personality		
Disorder	

Anorexia		
Nervosa

Bulimia		
Nervosa

Relational processes 2

Behavioral processes 2 1 3

Cognitive processes 2 2 2

affective processes 3 1
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Despite these seeming differences, the affected areas of functioning 
in eating disorders may be quite similar to BPD. for example, affec-
tive dysfunction is a fundamental characteristic of those with BPD. 
Similarly, the role of impaired affective functioning in eating disorders 
is apparent but may be understated in the DSM. in this regard, the 
work of garner (1997) underscores the concept that starvation predis-
poses an individual toward affective instability (i.e., emotional distress, 
mood changes, irritability, outbursts of anger). BPD is associated with 
relational disturbances. likewise, the social isolation encountered in 
patients with eating disorders certainly represents a relational effect of 
the disorder.

goodsitt’s (1997) description of anorexia and bulimia nervosa seems 
very compatible with BPD, particularly with regard to the self-regulation 
and affective difficulties. goodsitt (1997) described the world of the 
anorexic as follows:

lacking reliable self-soothing, tension regulation, and mood regulation, 
and feeling restlessly bored, empty, and aimless, the anorexic is driven 
to constant activity and strenuous physical exertion to drown out these 
painful internal conditions. By focusing on food and weight, by rigidly 
counting calories and regulating ingestion, by turning off her needs for 
others and turning inward to herself, and by filling up her life with rituals 
that help her feel a sense of predictability and control, she narrows down 
her world to something she feels she can manage. (pp. 209–210)

likewise, goodsitt (1997) described the early world of the young 
bulimic as “prior to the onset of bulimia is a child who is more ten-
sion-ridden, conflicted, and impulsive than the anorexic child. Her self-
esteem is unstable. . . . The bulimic enters puberty and adolescence 
poorly equipped to regulate her moods, tensions, self-esteem, and cohe-
sion” (p. 209).

finally, levitt and Sansone (levitt & Sansone, 2002; Sansone & lev-
itt, 2002) indicated that impulsivity (e.g., self-harm behavior and sui-
cide attempts) and dissociation are common phenomena in patients with 
eating disorders, particularly among bulimics. given that patients with 
eating disorders often appear to have difficulty modulating moods and 
behavior, maintaining self-esteem, sustaining successful relationships, 
and constructing an identity, there may be fewer genuine differences 
in areas of functioning with BPD than indicated by the DSM–IV–TR 
(american Psychiatric association, 2000).

Possible Relationships Between Eating Disorders and BPD

eating disorders and BPD are frequently encountered in the same 
patients. The notion of co-occurrence simply states that the two disorders 
exist in the same individual, but it does not clarify the relationship.

Dolan-Sewell, Krueger, and Shea (2001) provided useful theoretical 
models that explore how axis i and axis ii disorders might co-occur. 
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The following briefly reviews these models as they apply to BPD and 
eating disorders. We limit our focus to two broad categories for exam-
ining the relationship between eating disorders and BPD: etiology (i.e., 
origin or cause) and mechanisms of action (i.e., the ways that disease pro-
cesses affect the patient). a summary and comparison of these models, 
in terms of etiology and mechanisms of action, are found in Table 8.5.

Independence model. The independence model assumes that BPD and 
eating disorders have no actual relationship to one another except co-
occurrence. This approach assumes that the co-occurrence is primarily 
due to chance and that the disorders do not share an etiology, disease 
process, or symptom presentation.

Common cause model. The common cause model assumes that eating 
disorders and BPD share a common etiology (i.e., the same cause) but 
have different presentations and disease processes. Thus, from this per-
spective, eating disorders and BPD originate from the same cause but 
later may become very different diseases with different mechanisms of 
action (i.e., affect the patient in quite varied ways).

Spectrum/subclinical model. This model assumes that eating disorders 
and BPD share similar etiologies and mechanisms of action. Conse-
quently, from this perspective, the two disorders are not really distinct 
from each other; one is actually a milder version of the other. in this 
case, the eating disorder would likely represent a subclinical variant, or 
an attenuated form, of BPD. This would appear more likely than BPD 
representing a variant of an eating disorder.

Predisposition/vulnerability model. This model assumes that one of the 
disorders occurs before the other disorder and increases the likelihood, 
or risk, that the second disorder will occur. for this approach, etiologies 
are generally quite distinct but the mechanism of action, or disease pro-
cesses, of one of the disorders increases the risk of the second. in addition, 

TABLE	8.5	 Comparison of Theoretical Models That Might explain the 
Co-occurrence of Borderline Personality Disorder and eating Disorders

Models
Shared		
Etiology

Shared	Mechanism		
of	Action

independence No No

Common cause Yes No

Spectrum/subclinical Yes Yes

Predisposition/vulnerability No Yes

Complication/scar No Yes

Pathoplasty/exacerbation No Yes

Psychobiological Maybe Yes

Note: Based on the work by Dolan-Sewell, Krueger, and Shea (2001).
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the second disorder (in this case, the eating disorder) is not necessarily 
dependent on the presence of the first (i.e., BPD). To summarize, the 
disease processes associated with BPD may increase the vulnerability of 
a patient to develop an eating disorder.

Complication/scar models. This model assumes that the two disorders 
are distinct entities. The second disorder develops in the environment 
caused by the first, but then the second disorder continues after the first 
disorder remits. Thus, the second disorder could be construed as a scar, 
or even a remnant, of the first disease condition. This model suggests 
that BPD and eating disorders have distinct etiologies but their disease 
processes are related. This model posits that eating disorders occur in 
the environment caused by BPD but continue as an aftereffect or scar of 
BPD as some, many, or all of the symptoms dissipate.

Pathoplasty/exacerbation model. in this model, the two disorders 
occur randomly (i.e., their etiologies are independent), but one of the 
disorders affects the presence and disease course of the other, either 
additively (i.e., pathoplasty) or synergistically (i.e., exacerbation). This 
model suggests that the presence of an eating disorder affects the course 
of BPD or that the presence of BPD affects the course of an eating 
disorder, or both. Thus, the presence of both BPD and an eating disor-
der, together, can have quite severe interactive effects on the patient. 
Whether the effects of the disorders are additive or synergistic is an 
empirical question and requires further exploration.

Psychobiological models. Psychobiological models focus on biology and 
genetics and assume that these have a significant role in the develop-
ment and interaction between disorders. in this case, BPD and eating 
disorders are manifestations of these underlying biological systems. The 
notion of etiology is relatively unclear in this approach, because rather 
than viewing eating disorders and BPD as being generated from the 
same cause, these disorders are seen as representations of biological and/
or genetic predispositions. Their disease processes, however, are shared 
as a result of biological and genetic factors.

from an intuitive perspective, it seems that a personality disorder 
such as BPD would tend to precipitate or to predispose an individual to 
an axis i disorder such as an eating disorder. This relationship would 
entail one of the following models: spectrum, predisposition/vulner-
ability, complication/scar, exacerbation, or psychobiological models. as 
an example, in the psychobiological model, it might be possible that 
BPD is genetically programmed and that the eating disorder actually 
exacerbates the BPD potential (i.e., the BPD potential would actually 
be present but lying relatively dormant). in this example, as the eating 
disorder symptoms become more pronounced, various BPD symptoms 
also become stimulated, as in a cascade effect, with the BPD symptoms 
evolving to diagnostic proportions.

as a second example, in the predisposition/vulnerability model, the 
BPD symptoms could be already present within the individual but, again, 
not be evident. as the patient begins to manifest the eating disorder 
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symptoms, adjunctive symptoms associated with BPD might be stimu-
lated. as a pragmatic example, a patient who had been abused and who 
was having difficulty with repetitive relationship failures might turn 
to employing eating disorder symptoms. as the eating disorder symp-
toms increase in intensity, other symptoms associated with BPD might 
become activated, such as depersonalization, anger, fears of abandon-
ment, and so forth.

Practice	Point
at the present time, the explicit relationship between BPD and eating 
disorders remains unclear, although a variety of theoretical models might 
explain such a relationship.

Self‑Injury Equivalents

another interesting relationship might exist between BPD and eating 
disorders in terms of the meanings of a given behavior. for example, 
rather than serving the purposes of food and weight regulation, a given 
eating disorder behavior may be solely used for self-harm (i.e., a self-
injury equivalent). an example might be the use of self-induced vomit-
ing that was not preceded by any food ingestion, in which the behavior 
is strictly engaged in to hurt oneself. from a clinical perspective, self-
damaging eating pathology generally appears to fulfill both missions in 
the patient with BPD and an eating disorder—that of self-harm as well 
as food and weight regulation.

Practice	Point
in patients with both BPD and eating disorders, self-damaging eating 
pathology may function as self-harm behavior as well as an attempt to 
regulate food intake and weight.

CONClUSiONS

BPD, which appears to be a multidetermined disorder, is a relatively 
common axis ii disorder in general treatment settings. This complex 
disorder also co-occurs with some frequency among those with eat-
ing disorders, most often among those with binge eating and purging 
behaviors. all patients with eating disorders should be screened for 
BPD, and there are a variety of ways to confirm diagnosis. although 
the precise relationship between the two disorders remains unknown, 
we have presented, through models, some possibilities. although BPD 
remains an intriguing comorbidity among the eating disorders, we have 
much to learn about the relationship between the two disorders. Only 
additional research will clarify the intriguing association of BPD and 
eating disorders.
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Resources
The Borderline Personality Disorder Resource Center  
(www.bpdresourcecenter.com).

gunderson, J. g. (2005). Understanding and treating borderline personality 
disorder: A guide for professionals and families. Washington, DC: ameri-
can Psychiatric Press.

NOTe

Please address all correspondence to Randy a. Sansone, MD, Sycamore 
Primary Care Center, 2115 leiter Road, Miamisburg, OH, 45342; 
telephone: 937-384-6850; fax: 937-384-6938; e-mail: Randy.sansone 
@kmcnetwork.org.
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eating disorders (eDs) have become increasingly common, and clini-
cal experience suggests that these patients are presenting with complex 
symptom constellations (e.g., garner & garfinkel, 1997; levitt, 1998, 
2000; levitt & Sansone, 2002). indeed, multisymptomatic presenta-
tions have become so prevalent in the eD population (e.g., self-harm 
behavior) that assessment instruments and treatment approaches are 
often insufficient in meeting the needs of these patients (Sansone & 
levitt, 2005b; Sansone & Sansone, 2004; Vitousek & Stumpf, 2005).

These polysymptomatic presentations suggest a number of clinical 
conclusions. first, the fact that an individual has an eD, in itself, tells 
us relatively little about the person. That is, what is this individual’s 
personality really like? The other types of psychological problems, 
which may have predated or surfaced during the eD, remain essentially 
unknown (Brownell & fairburn, 1995; garner & garfinkel, 1997). 
indeed, heterogeneity in the presentation of patients with eDs appears 
to be the rule rather than the exception (Cooper, 1995; garner & gar-
finkel, 1997).

Second, as previously stated, patients who present with eD symp-
toms are typically presenting with complex comorbid, or coexisting, 
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symptom clusters that interface with the eD in a variety of ways (lev-
itt, Sansone, & Cohn, 2004). Comorbid disorders may include a host 
of psychological problems (e.g., edelstein & Yager, 1992; Strober & 
Katz, 1988), such as impulse difficulties and substance abuse (Johnson 
& Connors, 1987; Mitchell, Pyle, Specker, & Hanson, 1992), person-
ality disorders (Sansone & levitt, 2005a, 2005b; Sansone, levitt, & 
Sansone, 2005; Wonderlich & Mitchell, 1997), and symptoms related 
to abuse and trauma (e.g., Vanderlinden & Vandereycken, 1997), as 
well as medical complications (e.g., Mehler & andersen, 1999). These 
comorbid factors may significantly “influence” the course of treatment 
(american Psychiatric association, 2000) and appear to be increasingly 
prevalent in certain high-risk populations such as children (lask & 
 Bryant-Waugh, 2000) and in previously underrepresented groups such 
as males (andersen, Cohn, & Holbrook, 2000).

finally, factors involved in the development and maintenance of eDs, 
as well as some of the other related conditions mentioned, are multi-
factorial and not currently clearly established: “it is a combination of 
these influences that determine whether an individual follows a path 
from exposure to a risk factor to the onset of the disorder, and whether 
this disorder then becomes established or even chronic” (Cooper, 1995, 
p. 199).

Practice	Point
Patients presenting with eDs are frequently symptomatically complex.

in this chapter, we focus on the role of comorbid avoidant personality 
disorder (aVPD) in the assessment of eDs. aVPD was elected because 
of its relatively common frequency of presentation within the eD popu-
lation (Sansone et al., 2005). in the literature, there has been relatively 
little discussion of the impact of this disorder on those with eDs.

PeRSONaliTY DiSORDeRS aND eDS: 
a COMPlex RelaTiONSHiP

The concept of “personality disorder” refers to an identifiable “style” 
(i.e., pattern) of behavior, thought, relating, and affectivity that devi-
ates from cultural expectations and that causes significant impairment 
or distress in some aspect of psychosocial functioning (american Psy-
chiatric association, 1994; Sansone et al., 2005). Rates of personality 
comorbidity with eDs have been reported from 21% to 97% (Westen 
& Harnden-fischer, 2001) but can be as high as 100% when self-report 
measures are used (Maranon, echeburua, & grijalvo, 2004). Con-
versely, data suggest that those with personality disorders may have a 
higher than normal prevalence rate for eDs (Westen & Harnden-fischer, 
2001). grilo et al. (2003), for example, reported that personality disor-
ders occur more frequently in patients with eDs than in patient controls 
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without eDs, and that eDs occur more frequently with patients diag-
nosed with borderline personality disorder than with other personal-
ity disorders. indeed, certain personality features, including negative 
emotionality, poor interoceptive awareness, low self-esteem, obsessive-
compulsive symptoms, and perfectionism have been described as likely 
precursors to the development of eD symptoms (Zaider, Johnson, & 
Cockell, 2002, p. 319).

for the purposes of better diagnostic understanding, the Diagnostic 
and Statistical Manual of Mental Disorders–Fourth Edition (DSM–IV) 
(american Psychiatric association, 1994) divided the various person-
ality disorders into three general clusters. Cluster a refers to those 
personality disorders characterized by odd and/or eccentric features; 
Cluster B refers to those personality disorders characterized by dra-
matic and/or erratic features; and Cluster C refers to those personality 
disorders characterized by anxious and/or inhibited features.

attempting to highlight the prevalence of personality disorders in 
eDs, the Practice Guideline for the Treatment of Patients With Eating Dis-
orders (american Psychiatric association, 2000) reports that, in general, 
anorexia nervosa tends to be accompanied primarily by Cluster C disor-
ders, whereas normal-weight individuals with bulimia nervosa tend to 
be characterized by Cluster B features. These patterns have been con-
firmed in several studies of various eD patient populations, including 
outpatients (e.g., godt, 2002). However, note that grilo et al. (2003) 
found inconsistent support for these associations.

OVeRVieW Of aVPD

Epidemiology

according to the DSM–IV (american Psychiatric association, 1994), 
the prevalence of aVPD in the general population is between 0.5% and 
1.0%. The DSM–IV does not clarify any differences in prevalence rates 
according to gender, ethnic, or cultural origins. The onset of the disor-
der is typically in infancy or childhood, with the emergence of shyness, 
social withdrawal, stranger anxiety, and fearfulness of novel situations. 
There may be an exacerbation of aVPD symptoms during adolescence 
and early adulthood. from a developmental perspective, Rettew and 
colleagues (2003) found that in childhood and adolescence, those with 
aVPD evidenced poorer athletic performance, less involvement with 
hobbies, and less adolescent popularity.

Etiology

although the explicit etiology of aVPD remains unknown, there appear 
to be a variety of potential contributory factors. These may include a shy 
and/or anxious temperament (Joyce et al., 2003), parental neglect (Joyce 
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et al., 2003), and possibly physical and/or emotional abuse (Rettew et al., 
2003). in addition, Meyer, Pilkonis, and Beevers (2004) empirically 
determined an attachment style in those with aVPD characterized by 
anxious and avoidant features. With regard to family influences, Till-
fors, furmark, ekselius, and fredrikson (2001) found that having a fam-
ily member with aVPD resulted in a twofold to threefold risk for the 
development of the disorder, which strongly suggests a genetic predis-
position to the disorder.

Diagnostic Criteria for AVPD

according to the DSM–IV (american Psychiatric association, 1994), 
the current benchmark for psychiatric diagnosis, there are seven cri-
teria for aVPD (see Table 9.1). four of these criteria are necessary for 
one to make the diagnosis of aVPD. according to recent research by 
Morey et al. (2004), the current criteria for aVPD are valid and con-
firm a coherent psychiatric syndrome. in examining the most time-
stable clinical features over a 2-year period, Mcglashan and colleagues 
(2005) empirically confirmed the feature “feeling inadequate and feel-
ing socially inept.”

in terms of other psychiatric diagnoses, aVPD is oftentimes comor-
bid with childhood and adolescent anxiety disorders (Joyce et al., 
2003). in addition, Tillfors, furmark, ekselius, and fredrikson (2004) 
indicated that aVPD appears to be very diagnostically similar to social 
phobia and that the two may actually represent different points along 

TABLE	9.1	 The Criteria for avoidant Personality Disorder according to the 
Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition 
(american Psychiatric association, 1994)

The individual has a pervasive pattern of social inhibition, feelings of inad-
equacy, and hypersensitivity to negative evaluation, beginning by early adult-
hood and present in a variety of contexts, as indicated by four (or more) of 
the following. The individual

 1. avoids occupational activities that involve significant interpersonal con-
tact, because of fears of criticism, disapproval, or rejection;

 2. is unwilling to get involved with people unless certain of being liked;
 3. shows restraint within intimate relationships because of the fear of 

being shamed or ridiculed;
 4. is preoccupied with being criticized or rejected in social situations;
 5. is inhibited in new interpersonal situations because of feelings of 

inadequacy;
 6. views self as socially inept, personally unappealing, or inferior to 

others;
 7. is unusually reluctant to take personal risks or to engage in any new 

activities because they may prove embarrassing.
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a functional continuum; likewise, both may represent a dimension of 
social anxiety rather than separate disorders.

Dynamics of AVPD

as suggested by the general criteria for aVPD in Table 9.1, the individ-
ual with this particular axis ii disorder exhibits a number of psycholog-
ical qualities and behavioral patterns that result in avoiding significant 
interpersonal and occupational interactions. These qualities and pat-
terns result in a complex, multifaceted process of limiting general con-
tact with the environment. The transactional process that an individual 
with aVPD has with his or her environment might be “mapped,” as 
shown in figure 9.1.

The interactional processes illustrated in figure 9.1 suggest that 
the individual with aVPD is characterized by active detachment from 
involvement with others across a number of psychosocial settings. Three 
general areas are specifically interrelated and affected by aVPD.

first, the individual’s self-concept is significantly negative. These 
individuals perceive that they are inherently undesirable both person-
ally and socially and therefore unappealing and incompetent. Second, as 
a result of this negative self-concept, individuals with aVPD tend to be 
cognitively preoccupied with the anticipation of shame and rejection, 
which causes intense fear. That is, their cognitive emphasis tends to 
center on thoughts of potential criticism, shame, ridicule, and rejection. 
Thus, with an inherently poor and inaccurate self-concept and low self-
esteem, the thought processes of the individual with aVPD echo over 
and over with the same concerns—the anticipated social resonation of 

Social Situations

Avoidance

Occupational
Activities

Intimate
Relationships

Self-Concept
Inept socially
Personally unappealing
Inferior

Thoughts
Preoccupied with thoughts
of criticism, rejection, shame,
and ridicule

Behaviors
Inhibited
Reluctant
Restrained

Figure	9.1	 The relationship process between the individual with avoidant 
personality disorder and his or her environment.
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negative self-worth. The primal emotions of fear and anxiety are stimu-
lated to varying degrees by both their negative self-concept and nega-
tivistic thinking. finally, these individuals tend to develop anticipatory 
behavioral processes (i.e., anticipate negative outcomes) that reflect or 
mirror the self-concept and cognitive styles described previously.

Practice	Point
Patients with aVPD have a very negative self-concept and tend to rumi-
nate about their personal and interpersonal deficiencies.

Reluctant to get involved in social interactions, occupational activi-
ties, or personal relationships, individuals with aVPD tend to avoid or 
limit interaction within these contexts, and they generally inhibit them-
selves from any but the most minimal or required interaction. Having 
limited interactions within these contexts, and experiencing these con-
texts with much anticipated fear and anxiety, individuals with aVPD 
tend to have transient and superficial contacts, at best, thus reinforcing 
their underlying tendency to avoid. The ultimate result is a pervasive 
pattern of avoidance across social, intimate, and occupational settings. 
Of course, each individual is different, and each presents along a con-
tinuum of the features described.

Practice	Point
along with their negative self-concept and self-deprecating ruminative 
style, patients with aVPD tend to experience their interpersonal interac-
tions with fear and anxiety.

aVPD aND eDS

The Prevalence of AVPD in EDs

Sansone et al. (2005) found that among those with anorexia nervosa, 
restricting type, the top four personality disorders, represented in 
descending order of frequency, were obsessive-compulsive personality 
disorder, followed by aVPD, borderline personality disorder, and depen-
dent personality disorder. The top four personality disorders for those 
with anorexia nervosa, binge-purge type were, in descending order, 
borderline personality disorder, aVPD, dependent personality disorder, 
and obsessive-compulsive personality disorder. for bulimia nervosa, the 
top four personality disorder diagnoses in descending order were bor-
derline personality disorder, dependent personality disorder, histrionic 
personality disorder, and aVPD. finally, the top three descending per-
sonality disorder diagnoses for those with binge eating disorder were 
obsessive-compulsive personality disorder, aVPD, and borderline per-
sonality disorder.

in summary, Cluster C personality disorders including aVPD were 
significantly represented among all eD diagnoses. These relationships are 
illustrated in figure 9.2. figure 9.2 shows that, of the top four personality 
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disorders in each eD diagnostic cluster, Cluster C personality disorders 
are almost twice as likely to be represented, except in bulimia nervosa, 
where they are likely to be equally represented. godt (2002) and Mara-
non, echeburua, and grijalvo (2004) reported similar results.

These findings suggest that Cluster C personality disorders are asso-
ciated with all eD diagnoses and that obsessive-compulsive personal-
ity disorder and aVPD are the most frequently represented Cluster C 
diagnoses. from another perspective, aVPD represents one of the top 
four diagnoses in every eD category, whereas obsessive-compulsive 
personality disorder is represented only in the top four of three eD 
categories. (Note that obsessive-compulsive personality disorder made 
the most significant personality disorder contribution in the anorexia 
nervosa restricting type and binge eating disorder categories.) Clearly, 
aVPD plays a significant role among those with eDs and requires fur-
ther study.

Practice	Point
Cluster C personality diagnoses are common in all patient diagnostic 
groups but especially in anorexia nervosa restricting type and binge eat-
ing disorder.

Previously, Sansone et al. (2005) summed percentages of each per-
sonality disorder for each category of eD diagnosis to get a compara-
tive sense of the extent of personality pathology exhibited within each 
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Figure	9.2	 The relative contribution of each personality disorder cluster to 
each eating disorder diagnosis.
Note: Based on the work by Sansone, levitt, and Sansone (2005). aNR = 
anorexia nervosa, restricting type; aNBP = anorexia nervosa, binge-purge 
type; BUl = bulimia nervosa; BeD = binge eating disorder.
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diagnosis. Taking this one step further, we can derive an approximate 
“loading” that the contribution of aVPD might have to the overall 
psychopathology within each eD diagnosis by taking the aVPD per-
centages and dividing them by the total personality disorder percentage 
contribution per diagnostic grouping. (We are aware of the limitations 
of this approach, but we use this data only as an approximation of 
the aVPD contribution to total axis ii psychopathology per diagno-
sis.) This data is summarized in figure 9.3. The data show that aVPD 
ranges from 16% to 27% of the personality disorder psychopathology 
across eD diagnoses, with aVPD playing a seemingly greater role in 
both subtypes of anorexia nervosa, followed by binge eating disorder 
and then bulimia nervosa. Thus, it appears that anxiety, fear, and avoid-
ance are common to all eD diagnostic categories but especially to the 
anorexic diagnoses.

Practice	Point
anxiety, fear, and avoidance play an important role in the eDs, particu-
larly in the anorexic diagnoses.

Possible Relationships Between AVPD and EDs

given the frequency of comorbidity between aVPD and eDs, is 
there a potential relationship between the disorders? empirical data are 
scant, but we suspect that the potential relationships between aVPD and 
eDs are complex and highly variable. indeed, as previously indicated, 

Practice Point

The relationship between eD and aVPD is complex and highly variable.

Practice Point

The relationship between eD and aVPD is complex and highly variable.
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Figure	9.3	 The relative contribution of avoidant personality disorder to 
overall personality disorder psychopathology, by eating disorder diagnosis.
Note: Based on the work by Sansone, levitt, and Sansone (2005). aNR = 
anorexia nervosa, restricting type; aNBP = anorexia nervosa, binge-purge 
type; BUl = bulimia nervosa; BeD = binge eating disorder.
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diagnosis. Taking this one step further, we can derive an approximate 
“loading” that the contribution of aVPD might have to the overall 
psychopathology within each eD diagnosis by taking the aVPD per-
centages and dividing them by the total personality disorder percentage 
contribution per diagnostic grouping. (We are aware of the limitations 
of this approach, but we use this data only as an approximation of 
the aVPD contribution to total axis ii psychopathology per diagno-
sis.) This data is summarized in figure 9.3. The data show that aVPD 
ranges from 16% to 27% of the personality disorder psychopathology 
across eD diagnoses, with aVPD playing a seemingly greater role in 
both subtypes of anorexia nervosa, followed by binge eating disorder 
and then bulimia nervosa. Thus, it appears that anxiety, fear, and avoid-
ance are common to all eD diagnostic categories but especially to the 
anorexic diagnoses.

Practice	Point
anxiety, fear, and avoidance play an important role in the eDs, particu-
larly in the anorexic diagnoses.

Possible Relationships Between AVPD and EDs

given the frequency of comorbidity between aVPD and eDs, is 
there a potential relationship between the disorders? empirical data are 
scant, but we suspect that the potential relationships between aVPD and 
eDs are complex and highly variable. indeed, as previously indicated, 

Practice Point

The relationship between eD and aVPD is complex and highly variable.

Practice Point

The relationship between eD and aVPD is complex and highly variable.

aVPD tends to be significantly represented among those with eDs, yet 
this axis ii disorder appears to be relatively underrepresented in dis-
cussions in the eD literature. Dennis and Sansone (1997) are two of 
the few authors in the eD field to discuss aVPD in the context of its 
relationship to eDs. They described aVPD as “characterized by the 
active but ambivalent detachment from social involvement with others” 
(p. 443). They stated that these individuals tend to want involvement in 
relationships because, like others, they desire affection, attention, and 
social interaction. But, because they “deeply fear” being shamed and 
rejected by others, sufferers will opt to lead isolated and quite unhappy 
lives. The individual with aVPD and an eD tends to exhibit a hypervig-
ilant cognitive style (i.e., scanning the environment for any negativity), 
an inhibited withdrawn interpersonal style (i.e., underinvolved), and a 
hypersensitive affective style (i.e., apprehensive) (Sperry, 1999). except 
for general clinical suggestions (e.g., Dennis & Sansone, 1997), clinical 
models for treating those with both aVPD and eDs appear currently 
unavailable in the eD literature.

Practice	Point
The relationship between eDs and aVPD is complex and highly variable, 
and limited treatment information is available.

Comparison of areas of functioning. Table 9.2 reflects a functional com-
parison between aVPD and the various eDs. eDs represent syndromes 
of related behaviors but, as seen in Table 9.2, tend to be somewhat lim-
ited in providing a broad view of the individual’s overall functioning. 
The criteria for aVPD (see Table 9.1) appear to be broader and to more 
evenly cover a greater number of functional areas than the eD diag-
noses (see Table 9.2). Specifically, aVPD diagnosis covers relational, 
behavioral, cognitive, and affective processes or areas of functioning, 
whereas eD diagnosis generally emphasizes behavioral and cognitive 
processes, with minimal emphasis on relational or affective processes. 

TABLE	9.2	 avoidant Personality Disorder Versus eating Disorder 
Diagnoses: Criteria Comparison according to the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (american Psychiatric association, 
1994)

Number	of	Diagnostic	Criteria

Avoidant	
Personality	
Disorder

Anorexia	
Nervosa

Bulimia	
Nervosa

Binge	Eating	
Disorder

Relational processes 2 1

Behavioral processes 1 1 3 4

Cognitive processes 2 2 2 1

affective processes 2 1 2
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The only exception appears to be the eD diagnosis of binge eating disor-
der, but even here, broad-based functional criteria are relatively limited. 
The limitations of the comparisons presented in Table 9.2 may be due 
to the fact that aVPD represents a broader view of individual function-
ing based on ongoing and relatively stable characteristics over time (i.e., 
traits), whereas an eD diagnosis hypothetically represents more tran-
sient characteristics (i.e., states) according to the DSM–IV (american 
Psychiatric association, 1994). However, the areas that these disorders 
might share most in common involve fear, anxiety, and avoidance.

Models of interaction. according to the models of interaction pro-
posed by Dolan-Sewell, Krueger, and Shea (2001), one might compare 
two disorders, in this case aVPD and eDs, in two general ways: (a) 
etiology or developmental origins and (b) mechanisms of action (San-
sone & levitt, 2005a). in analyzing the relationship between these two 
disorders in terms of etiology (see Sansone & levitt, 2005a), the extent 
to which an eD can lead to aVPD or whether aVPD can cause an eD 
is currently unclear. So associations between the two and speculations 
about their interaction are not readily available (Dolan-Sewell et al., 
2001; Sansone & levitt, 2005a).

in examining mechanism of action, we might examine the ways that 
aVPD and eDs follow similar pathways or organizations, share similar 
psychological features, or have common or similar outcomes. from this 
perspective, mechanisms of action refer to associative, versus causative, 
relationships. Thus, we are interested in the ways in which there might 
be a goodness of fit between aVPD and eDs. These associations are 
briefly outlined next.

aVPD is commonly observed in patients who present with anorexia 
nervosa. Patients with anorexia nervosa are generally characterized by 
anxious, fearful, and avoidant processes (e.g., Strober, 2004). Bruch 
(1973) suggested long ago that anorexics were characterized by social 
isolation and a “paralyzing sense of ineffectiveness” (p. 254). She sug-
gested, “The essential underlying disturbances in [anorexia nervosa] 
are related to the patient’s defective self-awareness and their distorted 
interpersonal experiences” (Bruch, 1973, p. 222). Clearly, the pro-
cesses described in the “typical” anorexic are similar to those previously 
described for the individual with aVPD. indeed, Bruch (1973) con-
cluded, “it will be noted that all these explanations of eating and non-
eating are related to problems in the interpersonal field and to doubts 
about personal adequacy and self-respect” (p. 270).

as for bulimia nervosa, Swift and Wonderlich (1988) described 
the personality traits of individuals with bulimia as depressed, impul-
sive, anxious, alienated, obsessive, and interpersonally sensitive, with 
low self-esteem. Johnson and Connors (1987) described individuals 
with bulimia as having difficulties in interoceptive awareness (i.e., 
the awareness and ability to identify internal states), body dissatisfac-
tion, interpersonal ineffectiveness, interpersonal distrust, a relentless 
drive for thinness, maturity fears (again higher for anorexics), and 
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 perfectionistic personality features. although the composite of many 
of these features is similar to that encountered in borderline person-
ality disorder, particularly the impulsivity (Johnson & Connors, 1987; 
Sansone & levitt, 2005a), these individuals may also become afraid of 
eating in certain places, having their binge-purge behaviors “found out,” 
and so forth. guilt, fears of discovery, and interpersonal ineffective-
ness often appear to be common characteristics of those with bulimia 
nervosa (Swift & Wonderlich, 1988), which suggests that fear, anxiety, 
and avoidance behaviors are frequently found in those who have buli-
mia—features that are associated with aVPD.

The adaptive context. The adaptive context refers to the possible ways 
that psychopathology may “benefit” the individual—in this case, the 
possible ways that an eD might benefit the individual with aVPD. 
Strober (2004) acknowledged the association between anorexia nervosa 
and anxious personality traits characterized by harm avoidance, reduced 
novelty seeking, caution, perfectionism, restraint, and regimentation 
(p. 505). He suggested that weight fears and compulsive dieting might rep-
resent fear-based learning and phobic avoidance responses. This descrip-
tion generally suggests that some of the psychopathology in aVPD may 
be shifted or “housed” in anorexia nervosa.

Dennis and Sansone (1997) suggested that eDs may be extremely 
adaptive in those with aVPD. from a very pragmatic perspective, those 
who relentlessly pursue weight loss may yearn to disappear from society, 
thus reducing the opportunity for criticism. in addition, through the vicis-
situdes of starvation, individuals with anorexia nervosa are able to avoid 
the terrifying feelings of interpersonal vulnerability through numbness. This 
emotional indifference, in turn, establishes the necessary physical and 
psychological distance between those with anorexia nervosa and others. 
finally, in some individuals with anorexia nervosa, the ED might replace 
intimate relationships by providing an important life focus for time, energy, 
and emotions (Dennis & Sansone, 1997, p. 443).

an eD may play another vital adaptive role in those with aVPD. 
Clearly, eDs are culturally driven disorders that encompass a societal 
ideal of perfection. it may be that some individuals with AVPD gravi-
tate toward an ED to obtain the ideal body shape and thereby achieve the 
societal ideal. By doing so, they avoid criticism from others and sustain the 
possibility that weight loss may resolve some of their social difficulties. after 
all, in aVPD, beneath the façade of avoidance lies the desire to connect 
with others.

CONClUSiON

in this chapter, we noted the significant and potential roles that aVPD 
plays in our understanding and treatment of eDs. indeed, aVPD is a 
relatively common axis ii disorder, appears to be multidetermined, and 
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co-occurs among those with eDs with some frequency. although the 
precise relationship between aVPD and eDs is unknown, we explored 
some possible relationships between the two. There is little question 
that fear, anxiety, and avoidance play a significant role across eDs and 
aVPD. Clinical models will need to incorporate treatment approaches 
for both disorders. Only further research and discussion can clarify and 
increase our understanding of the various relationships between and 
treatment approaches to these challenging disorders.

NOTe

Please address all correspondence to John l. levitt, PhD, 1650 Moon 
lake Blvd., Hoffman estates, il, 60194; telephone: 847-832-2610; fax: 
847-991-9645; e-mail: levittj@aol.com.
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10
Treatment Strategies in 

the Obsessive‑Compulsive 
Individual With an 

Eating Disorder

JaNiCe RUSSell, MD, fRaCP, fRaNZCP, MfCP

To the clinician, the absence of obsessive-compulsive symptomatology 
in individuals with eating disorders (eDs), particularly those toward 
the anorexic (i.e., anorexia nervosa [aN]) end of the spectrum, seems 
more noteworthy than its presence (Bruce & Steiger, 2005; Kaye, Bailer, 
frank, Wagner, & Henry 2005). Obsessions, compulsive behaviors, and 
ruminative thinking, as well as the personality traits of perfection-
ism, inflexibility, conformity, high personal standards, and a need for 
control, characterize many who present for treatment. These features 
inevitably challenge clinicians as they develop treatment modalities 
for patients with eDs—especially interventions pertaining to weight, 
shape, and food. as a result, obsessive-compulsive features often need 
to be addressed in those patients with eDs who are exhibiting full or 
partial comorbid obsessive-compulsive	 disorder (OCD) or obsessive-
compulsive personality disorder (OCPD).

Historically, discriminating eD symptomatology from obsessive-
compulsive symptoms has been problematic. Originally, aN was pro-
posed to be a form of obsessive-compulsive neurosis. in fact, earlier 
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psychoanalytic thinking portrayed aN to be on a continuum of OCPD 
(Hsu, Kaye, & Weltzin, 1993; Serpell, livingstone, Neiderman, & lask, 
2002). More recently Maj (2005) suggested that comorbidity may be an 
artifact created by shortcomings in the prevailing nosological systems. 
However, although obsessive-compulsive features may emerge in the 
context of disordered eating, nutritional deprivation, and/or weight loss, 
they frequently predate the eD in a more generalized form.	 in addi-
tion, although obsessive-compulsive symptoms may subside with clini-
cal improvement, they often remain after recovery as a chronic anxiety 
disorder, a distinctive cognitive style, enduring personality traits, or as 
a frank	personality disorder	(anderluh, Tchanturia, Rabe-Hesketh, & 
Treasure, 2003; godart, flament, lecrubier, & Jeammet, 2000; Kaye, 
Bailer, et al., 2005; Thornton & Russell, 1997).

OCD and OCPD are often comorbid in the course of an eD (Bruce 
& Steiger, 2005; Cavedini, erzegovesi, Ronchi, & Bellodi, 1997; Halmi, 
2005; Shea et al., 2004). although estimates of prevalence and comor-
bidity vary widely, the association of OCD and OCPD is strongest in aN 
(Binford & le grange, 2005; grilo, 2002; Halmi, 2005; Picot & lilenfeld, 
2003; Sansone & levitt, 2005; Thornton & Russell, 1997). indeed, as 
either cause or effect, obsessive-compulsive comorbidity tends to be more 
closely related to the eD behaviors, per se (e.g., dietary restriction).

effective assessment of obsessive-compulsive symptoms in the indi-
vidual with an eD can be fraught with difficulties (Vitousek & Stumpf, 
2005). in the clinical setting, a primary therapeutic objective is to focus 
treatment on specific goals. Therefore, for treatment to be effective, 
it is vital to clearly identify the level of disability caused by obsessive-
compulsive symptoms and their potential impact on eD treatment, in 
general. indeed, most obsessive-compulsive symptoms tend to improve, 
and some remit, with successful treatment of the eD (Baer & Jenike, 
1992; Bruce & Steiger, 2005; godart et al., 2000).

Practice	Point
The clinical aim should be to identify which, if any, of the obsessive- 
compulsive symptoms should be the focus of specific treatment.

Treatment strategies for patients with eDs, whether physical, behav-
ioral, psychodynamic, or pharmacological, need to target obsessive- 
 compulsive symptoms, which can impinge on the general treatment 
of the eD (i.e., influence effectiveness, and patient compliance and 
response) (auBuchon & Malatesta, 1994; Bruce & Steiger, 2005; Cave-
dini et al., 1997; Dreessen, Hoekstra, & arntz, 1997; Halmi et al., 
2005). Directly addressing the obsessive-compulsive symptomatology 
would be expected to accelerate the eD treatment progress with effec-
tive nutritional rehabilitation. This chapter examines various treatment 
strategies for working with patients who exhibit both eDs and comor-
bid obsessive-compulsive traits or OCPD.
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aSSeSSMeNT

The diagnostic assessment of obsessive-compulsive symptoms and 
behaviors can be a difficult undertaking because of (a) the early	age of 
onset in many patients with eDs, (b) the effect of nutritional depriva-
tion in predisposing individuals to obsessive and perseverative thought 
patterns around food and eating, and (c) the common eD psychological 
characteristics of rigid self-evaluation, secrecy, and distorted thinking. 
The interaction of these factors is made even more complex by fluc-
tuations in both eD psychopathology and personality functioning as 
effects of time, treatment, and maturation (Vitousek & Stumpf, 2005). 
in the clinical setting, diagnostic judgments around symptoms must be 
made with due caution while considering these factors.

Diagnostic instruments for obsessive-compulsive symptoms and 
personality disorder are routinely used in research and treatment set-
tings and can be useful to confirm clinical impressions (Halmi, 2005; 
Thornton & Russell, 1997). Many items in these instruments target per-
fectionism, which is often viewed as a proxy for OCPD, a predispos-
ing risk factor, and a core symptom of eDs (e.g., particularly in aN) 
(franco-Paredes, Mancilla-Diaz, Vazquez-arevalo, lopez-aguilar, & 
alvarez-Rayon, 2005; Kaye, frank, Bailer, & Henry, 2005; Shafran, 
lee, & fairburn, 2004; Shafran & Mansell, 2001).

although various assessment tools are available, clinicians need to 
inquire about obsessive-compulsive symptoms, including their severity 
and associated effects. in many cases, the eD appears so problematic as 
to deflect attention away from assessment of the obsessive-compulsive 
symptoms. Therefore, an effort must be made to understand the role of 
the patient’s obsessive-compulsive symptoms in the development and 
maintenance of the eD, including the obstacles these symptoms might 
present to therapeutic engagement and collaboration.

One important aspect of clinical assessment is whether the obsessive- 
compulsive symptoms are more weight, shape, and food focused (i.e., 
limited to the eD) or whether they represent something more general-
ized. in the initial stages, however, this differentiation may be of little 
consequence because, in most cases, the eD must be addressed as a 
matter of priority. Still, obsessive-compulsive symptoms should be reg-
ularly taken into account in the treatment process.

Practice	Point
in the assessment process, specific inquiry must be made to examine the 
effects of obsessive-compulsive symptoms on the individual’s function-
ing and their role in the eD.
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TReaTMeNT SeTTiNg

The treatment setting is of great importance when managing patients 
with eDs and comorbid obsessive-compulsive symptoms. The eD pro-
gram, whether residential or inpatient, partial or day patient, outpa-
tient, or even virtual, will provide varying degrees of medical support, 
nutritional rehabilitation, psychoeducation, behavioral containment, 
and therapeutic engagement in some form of a “holding environment.” 
Structure and predictability make these milieus relatively tolerable for 
these individuals.

at the outset, particular features seen in association with obsessive-
compulsive symptoms, namely, negative emotionality, stress reactivity, 
and alienation, need to be promptly contained before they impede treat-
ment participation (Perkins, Klump, iacono, & Mcgue, 2005). Other 
obsessive-compulsive personality characteristics, such as perfectionism, 
may need to be tempered so as not to interfere with behavioral strate-
gies. Next i discuss the components of treatment in the context of a 
number of treatment modalities: physical or medical, behavioral (gen-
eral and specific), motivational, psychodynamic, and pharmacological. i 
also present two illustrative case histories.

TReaTMeNT STRaTegieS

Physical or Medical Approach

Obsessive-compulsive patients can oftentimes be engaged around medi-
cal issues. They may display great interest in the results of their blood 
tests and other physical investigations, which should be carefully dis-
cussed. Some patients with eDs appear to be competent amateur sci-
entists with interests in health, nutrition, and metabolism. for these 
individuals, a psychoeducational approach is often well accepted. The 
use of hypothetical or deductive reasoning, augmented with research 
findings, may help explain the rationale behind treatment rules and lim-
its and increase patient motivation and participation.

Practice	Point
a scientific approach can aid in patient engagement. it may be useful to 
carefully discuss the patient’s laboratory studies and the medical basis 
of treatment.

Nutritional rehabilitation is likely to bring about some reduction in 
distorted and perseverative thinking. However, one particular issue—
exercise and its management—should be addressed early on. for this 
patient population, an exercise therapist may be particularly helpful. 
The therapist can assess activity levels, educate patients about healthy 
exercise, and formulate and update an exercise program suitable to the 
patient’s recovery status (Beumont, arthur, Russell, & Touyz, 1994). 
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in addition, pilates, tai chi, yoga, and massage also help with general 
anxiety management and improve body appraisal (Hart et al., 2001). 
Modulating obsessive-compulsive overdrive with these endeavors (i.e., 
exercise and related activities) is of key importance.

General Behavioral Techniques

Obsessive-compulsive symptoms will naturally emerge in the context 
of nutritional rehabilitation. Such symptoms can be evaluated during 
nutritional assessment and counseling, when the patient is exposed to 
food, and when the patient is faced with the obligation to eat appropri-
ately and regularly. Two aims of normalizing food and eating patterns 
are desensitization and habituation. in addition, better nutrition pro-
motes better judgment and cognitive processing.

One specific technique is the use of a Mandometer, which is a com-
puterized biofeedback technique for monitoring the speed of eating 
(Sodersten, Bergh, & ammar, 2003). The Mandometer, for example, 
can be helpful for pacing obsessionally slow eaters. an advantage to this 
approach is that a computer may be better accepted than a tired parent, 
overworked nurse, or other patients exhorting the patient to eat more 
quickly. However, whether the Mandometer is helpful for other patients 
with eDs is conjectural (Schmidt, 2003).

Practice	Point
The eD must be addressed concomitantly with the obsessive-compulsive 
symptoms (e.g., around exercise and nutritional rehabilitation).

With weight gain, there is often an expected increase in anxiety. 
Therapeutic coaching can be helpful and should include assisting the 
patient to being more open in one’s thinking and/or being prepared to 
try something new. Perfectionistic tendencies (i.e., those that might 
lead patients to set themselves up for failure by aiming for too much too 
quickly) need to be addressed. Patients should be reassured that chal-
lenging goals will be progressively tackled.

as treatment continues, obsessive-compulsive traits such as stubborn-
ness, inflexibility, impossible personal standards, guilt, and fear of failure 
are likely to be encountered. These can be gently confronted and exam-
ined with nonjudgmental encouragement. Bear in mind that patients 
may be easier to train and educate than to reassure or reason with, par-
ticularly if they are still emaciated. The analogy of working with a sen-
sible athletics coach with one’s best interests at heart versus “the coach 
from hell” can be useful, particularly in exercise-driven individuals.

Practice	Point
Obsessive-compulsive patients with eDs may be more amenable to train-
ing and education than to reassurance or reason.
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Specific Behavioral Techniques

Cognitive behavioral therapy (CBT). CBT (fairburn, Jones, Peveler, Hope, 
& O’Connor, 1993) and interpersonal psychotherapy (iPT) have been 
shown to be efficacious in bulimia nervosa; CBT is recommended as the 
“gold standard” for evidence-based treatment (Palmer, 2004). The focus 
of CBT is on identifying and changing faulty cognitions that underlie 
eD behaviors; iPT focuses on aspects of interpersonal interaction such 
as assertiveness, role transition, grief, and interpersonal deficits. Prior 
to a recent comparison of treatment modalities in aN and the anorexia 
spectrum (Mcintosh et al., 2005), there had been little research using 
CBT and iPT in eDs other than bulimia nervosa. in obsessive-compulsive 
individuals with eDs, CBT, with its reliance on coaching in diligent 
self-examination and application to	homework, might be expected to 
be more easily accepted than iPT, which focuses on anxiety-provoking 
social interactions—particularly in the earlier stages of treatment. Note 
that not all patients are helped by CBT, and other psychopathological 
issues may need to be addressed in different ways (e.g., long-term psy-
chodynamic psychotherapy).

Standard cognitive-behavioral strategies, beginning with self- 
 monitoring, can be used to address the characteristic “tyranny of the 
shoulds” found in many patients with eDs. Such “shoulds” are often 
associated with neurotic or disabling perfectionism (Shafran & Man-
sell, 2001). Specifically, the therapist can set up in vivo experiments 
and have the patient observe what happens when he or she is ignoring 
automatic thoughts or does not carry out rigidly set rules (Shafran et al., 
2004). This should be preceded by a discussion of the kinds of emotions 
that might emerge, along with instruction in their management. The 
latter might include, for example, ways of managing anxiety (i.e., slow 
breathing and counting, progressive muscular relaxation, visualization, 
exercise in keeping with the patient’s nutritional state).

anger may emerge with therapeutic challenges. Therefore, anger 
management may be relevant and can be undertaken in stronger, medi-
cally stable patients, with the use of a punching bag, kickboxing classes, 
or martial arts training. Other anger-management techniques include 
journaling; venting to a family member, trusted friend, or member of 
the treatment team; and/or getting assertiveness training.

Practice	Point
anxiety and anger management techniques should precede experimenta-
tion with challenges to obsessive-compulsive symptoms.

Dialectical behavior therapy (DBT). DBT (linehan, 1993) affect 
and behavioral management techniques center on the dialectical ten-
sion between change and the acceptance “of what is.” The latter, para-
doxically, represents the desired change, and each interaction between 
patient and therapist is focused on achieving balance without recourse 
to behavioral excesses. Skills training includes meditation, mindfulness, 
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radical acceptance, and avoidance of self-harm. although these might be 
more relevant for individuals with Cluster B personality pathology (San-
sone & Sansone, 2005; Thompson-Brenner & Westen, 2005), the east-
ern relaxation and meditation techniques integral to DBT may be quite 
applicable to anxious and obsessional patients in general. although the 
context of a strong, positive, and validating therapeutic relationship is a 
necessary prerequisite, DBT and CBT techniques can be taught in group 
settings with amplification and reinforcement in individual sessions.

Specific Techniques for Perfectionism and Cognitive Rigidity

apart from the usual encouragement for patients to be more flexible 
in their thinking, less rigid in their standards, and less critical of them-
selves and others, some other techniques may also be helpful. Manage-
ment begins with monitoring, and using records and diaries to examine 
the evidence in support of maintaining or changing perfectionistic 
assumptions. experiments can then be set up to challenge these conclu-
sions, broaden thinking, and increase the adoption of different perspec-
tives—all of which might allow for different standards of self-appraisal. 
Other techniques include graded exposure to feared situations, such 
as untidiness, along with learning response prevention (i.e., not tidying 
up), getting communications training, and prioritizing and dealing with 
procrastination. Depending on their urgency, eD issues can be tack-
led pari passu, left to the eD program, or temporarily put aside (with 
regular review) in the expectation of improvement secondary to the 
amelioration of perfectionism.

Shafran, Teachman, Kerry, and Rachman (1999) described two spe-
cific cognitive distortions in OCD, OCPD, and eDs. One cognitive dis-
tortion is thought-action fusion, where simply entertaining a negative 
thought is as bad as carrying it out. This appears to be the forerunner 
of the second cognitive distortion, thought-shape fusion, where merely 
thinking about a forbidden food is tantamount to eating it. The identifi-
cation and challenge of these cognitive distortions have been empirically 
associated with a reduction in anorexic and obsessive psychopathology 
(Serpell et al., 2002).

Cognitive remediation therapy (CRT). Davies and Tchanturia (2005) 
described a novel set of interventions aimed at reducing cognitive inflex-
ibility, a vulnerability and maintaining factor for eDs. This concept 
relates to difficulties with certain forms of executive function such as set 
shifting (Tchanturia et al., 2004) and has been shown to improve little, 
if at all, with weight gain and nutritional rehabilitation. CRT consists of 
card and sorting games and hand and approximation exercises conducted 
on an individual basis with a therapist. The aim is to improve thinking 
skills and the capacity to shift conceptual sets. One would expect this 
technique, originally used to remedy cognitive deficits in schizophrenia, 
to be readily acceptable to emaciated patients with aN, as it provides 
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engagement in a positive mental activity without the need to address 
distressing issues around the eD. a simplified form of this therapy is 
engaging the patient in simple card games such as solitaire or patience.

Practice	Point
CRT might be useful for very ill patients with anorexia and marked cog-
nitive inflexibility.

Motivational enhancement therapy (MET). MeT confronts issues 
related to ambivalence and inflexibility, as exemplified by the pros and 
cons of giving up or holding on to the eD and/or impossible personal 
standards. This approach is highlighted by the externalizing technique 
of separating oneself from the eD and attempting to give it a name 
and identity. This approach includes writing letters to the eD, or the 
associated rigid rules, and imagining life in 10 years with and without 
the symptoms. a letter is written to a hated body part followed by 
the patient’s imagined response, followed by the patient’s reply, and so 
forth, and can be an engaging way of dealing with these symptoms. 
in addition, assessing the patient’s “stages of change” can be useful in 
determining an individual’s readiness to work in therapy, though these 
often fluctuate (Rieger et al., 2000). One advantage of MeT is that it 
can be used in individual and group settings.

Cognitive analytical therapy (CAT). CaT is a relatively short-term, 
highly collaborative form of therapy that uses letter writing to define 
the patient’s disparate states of mind, particularly as the content relates 
to change. CaT has important similarities to motivational enhancement 
techniques and can be readily applied to the treatment of both obses-
sive-compulsive and eD symptoms (Ryle & Kerr, 2002). CaT enables 
the clinician to reframe and transform experiences of therapeutic impo-
tence and negativity and may have a particular place in the management 
of treatment-resistant patients who seem to have reached an impasse 
(Treasure & Ward, 1997). However, CaT is technologically compli-
cated, requires extensive supervision, and is likely to be limited in use.

Practice	Point
CaT may help therapists and resistant patients who have reached a thera-
peutic impasse.

Psychodynamic or Psychotherapeutic Approaches

Milieu support. The milieu of an eD program should be therapeutic 
and supportive. in this regard, the processes of refeeding and behavioral 
containment need to be repeatedly reframed, drawing on scientific rea-
soning, medical facts, and research by way of explanation. Somewhat 
to our surprise, our patients say the most beneficial aspects of the ward 
milieu are meal supervision and support followed by talks with nurses 
and other patients in a nonjudgmental, hope-generating atmosphere 
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(Russell, Poland, & abraham, 2004). One patient described this as “a 
safe place to change.”

Supportive psychotherapy. Supportive psychotherapy (Buckley, 1994), a 
somewhat underrated treatment modality, was recently shown to achieve 
better outcomes than standard CBT and iPT in patients recovering from 
aN (Mcintosh et al., 2005). The supportive psychotherapy used in 
this study was patient directed and focused on nutrition and the eD as 
required—unlike the other two modalities, which focused solely on chang-
ing cognitions or dealing with interpersonal difficulties, respectively.

Other therapeutic approaches. a self-psychological approach has been 
suggested in the literature, and one of its goals is to ultimately nurture 
the sense of self so as to obviate the need to engage in eD behaviors 
(Russell & Meares, 1997).

Behavioral versus psychodynamic approaches. interestingly, a natural-
istic study by Thompson-Brenner and Westen (2005) in female patients 
with bulimia nervosa suggests that patients with constricted and per-
fectionistic personality types tend to be treated more with behavioral 
rather than psychodynamic techniques. The latter approach was pre-
ferred for patients with bulimia and disinhibited personality styles. This 
might have related to compliance, a necessary prerequisite for success 
with behavioral techniques and something that is difficult to secure in 
disinhibited patients who might adhere more readily to a psychody-
namic approach.

Practice	Point
a psychotherapy approach should provide the matrix for symptom- 
 targeted behavioral therapies.

Medications

Antidepressants. Kaye, frank, Bailer, Henry, et al. (2005) described 
persisting serotonergic perturbations in patients with eDs, even after 
recovery. Serotonin modulates mood, feeding, and impulse control, and 
medications influencing serotonin have been observed to have at least 
some effect on these symptoms. The clinical question is whether these 
agents are modifying the eD, an associated depressive mood state, an 
OCD-like component, or a personality disorder (Sansone & Sansone, 
2005). as mentioned earlier, obsessive-compulsive symptoms may per-
sist after recovery from an eD. Therefore, the notion of endopheno-
types such as those of constrained eating, compulsivity, and cognitive 
inflexibility is relevant, here (Collier & Treasure, 2004).

Research findings indicate that the use of selective serotonin reuptake 
inhibitor (SSRi) antidepressants in various types of eDs offers some ben-
efit (attia & Schroeder, 2005; Halmi, 1997; Sansone & Sansone, 2005). 
in addition, the use of these medications, as well as the use of other 
types of antidepressants, in the management of maladaptive perfec-
tionism, anxiety, OCD, and depression may be helpful. Unfortunately, 
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emaciation compromises the efficacy of any antidepressant. also, anti-
depressants, used alone, are markedly less effective than when used in 
conjunction with psychological and behavioral interventions.

Practice	Point
any medication is optimally effective when used in conjunction with psy-
chological intervention and in the context of a therapeutic relationship.

in contrast to the inconsistent literature implicating serotonin in the 
genetic basis of eDs (Kaye, frank, Bailer, Henry, et al., 2005), a recent 
study demonstrated polymorphism of the noradrenergic transporter 
gene in patients with restricting aN and their parents, compared to 
healthy controls. This finding might provide indirect support for using 
selective noradrenergic reuptake inhibitor (SNRi) antidepressants in 
depressed and unmotivated patients with aN (Russell, 2004; Urwin 
et al., 2002; Urwin et al., 2003). However, SSRis still seem to be of 
value in managing obsessive symptomatology; theoretically, a combina-
tion of these drugs may be efficacious, as well.

Practice	Point
although SSRi and SNRi antidepressants can be useful in aN, SSRis 
appear to improve obsessive symptoms and prevent relapse.

Antipsychotic agents. in keeping with a postulated abnormality in 
central dopamine regulation, early studies in the treatment of aN 
examined the use of chlorpromazine to promote weight gain and reduce 
obsessive quasi-psychotic thinking. However, side effects (e.g., hypo-
tension, sedation, extrapyramidal symptoms, binge eating) limited and 
finally curtailed the use of conventional antipsychotic agents (attia & 
Schroeder, 2005; Halmi, 1997).

However, the atypical antipsychotics, with their more acceptable side- 
effect profile, may be of particular value in aN. Despite a paucity of 
data from double-blind randomly controlled trials, which can be a dif-
ficult undertaking in patients who actively resist randomization (Rus-
sell, 2004), atypical antipsychotics have been shown to be of benefit. 
Specifically, they appear to cause a reduction in rumination with regard 
to weight, shape, and food preoccupation (Mondraty et al., 2005; Pow-
ers & Santana, 2004). These agents, which affect both dopaminergic 
and serotonergic receptors, may also be beneficial for OCD and body 
dysmorphic disorder (BDD), obsessional thinking, compulsive behav-
iors, quasi-psychotic symptoms, anxiety, insomnia, and hyperactivity 
(Phillips & Mcelroy, 1993; Sareen et al., 2004). The latter use is sup-
ported by findings from animal work (Hillebrand, van elburg, Kas, van 
engeland, & adan, 2005).

in small doses, weight gain is probably not a major effect of atypical 
antipsychotics in low-weight patients. in normal-weight eDs, the use of 
particular atypical antipsychotics is cautioned because of their metabolic 
effects (e.g., increase in body weight, glucose, cholesterol, triglycerides) 
and the risk of a distressing increase in binge eating (exceptions may 
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be amisulpride and aripiprazole). Diabetes mellitus, if it occurs, can be 
ketoacidotic and is not always dose or weight related, so the mechanism 
remains unclear (Cavazzoni, Mukhopadhyay, Carlson, Breier, & Buse, 
2004). also, partly weight-restored patients with aN have been shown 
to be more sensitive to insulin than lean age-matched female controls 
(Russell, Kriketos, Milner, & Campbell, 2005), so it seems that atypical 
antipsychotics can be used in these cases with impunity—at least until 
a minimum healthy weight is reached.

Practice	Point
atypical antipsychotic drugs may cause weight gain and metabolic effects 
and are best avoided or used with caution except in low doses in patients 
with aN at low weight.

General Commentary About the Use of Medication

it should be stressed that medication is likely to achieve lasting suc-
cess only when used in the context of psychological treatment and, 
more important, a supportive therapeutic alliance. Many obsessive- 
 compulsive individuals are wary of medication. They may have obtained 
large amounts of information, both accurate and inaccurate, which may 
be compounded by misinterpretation. Obviously, these issues need to 
be carefully discussed.

Patients may express resistance to medication as not wanting to put 
substances into their bodies (no matter how unhealthy their weight-
losing behaviors might be). a common refrain is, “i just want to do it 
myself,” particularly from those emaciated by anorexia and troubled by 
obsessive and intrusive thoughts about food, shape, or weight, or quasi-
psychotic exhortations to eat or not eat. Short of instituting mandatory 
treatment (which might be indicated for the mortally ill but usually does 
not improve the therapeutic alliance), the clinician has little option but 
to accept the refusal graciously, urging the patient to think about what 
was suggested and emphasizing that medication can be made available 
whenever he or she feels ready to try it.

OCD aND BDD

BDD manifests when a minor imperfection in appearance, often facial, 
becomes the focus of disabling obsessions and accompanying avoidance 
behaviors. This preoccupation can have either an obsessive or delu-
sional quality and often occurs in patients with eDs—particularly in 
those with obsessive-compulsive personality traits. although the focus 
is oftentimes a certain body part, it may generalize to the whole body 
or the general musculature as in muscle dysmorphophobia (Phillips & 
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Mcelroy, 1993; Rabe-Jablonska & Sobow, 2000). in an attempt to rem-
edy the defect, individuals might pursue weight-losing behaviors, body 
building to a pathological degree, and/or inappropriate cosmetic surgery. 
BDD is easily missed, as patients have become used to living with their 
concerns, do not expect others to understand, feel embarrassed about 
their predicament, and/or may go to great lengths to avoid scrutiny.

inquiry as to attitudes about the entire body, certain body parts, or 
the general musculature is often and easily overlooked, but the patient 
may respond positively to the clinician’s interest. Supervised mirror 
exposure (Serpell et al., 2002), response prevention to the urge to 
check in a mirror at other times, and a medication regimen (usually of 
the SSRi type) are often indicated. The addition of antipsychotic agents 
may be undertaken if the symptoms have a delusional quality (Phillips 
& Mcelroy, 1993) or if containment of self-mutilation (including injuri-
ous cosmetic surgery) becomes a concern.

Practice	Point
it is important to inquire as to whether patients with eDs have symptoms 
of BDD. excessive cosmetic surgery should raise concerns in this regard.

OUTCOMe

Personality disorders in general have a propensity to improve with time, 
and a reduction in personality pathology has been reported with recovery 
from the associated eD (lenzenweger, Johnson, & Willett, 2004; Rø, 
Martinsen, Hoffart, & Rosenvinge, 2005). although there is disagree-
ment in the literature about whether OCD or axis ii psychopathology 
including OCPD prejudices the outcome of behavioral or pharmaco-
logical treatment (auBuchon & Malatesta, 1994; Dreessen et al., 1997; 
Thiel, Zuger, Jacoby, & Schussler, 1998), personality comorbidity has 
been found to be associated with longer treatment, more frequent hos-
pitalizations, and more negative treatment experiences (Milos, Spindler, 
Buddeberg, & Crameri, 2003). an interesting finding is that obsessive-
compulsive traits may be an advantage in treatment. in evaluating fluox-
etine and CBT, alone and in combination, to assess relapse prevention in 
aN, Halmi et al. (2005) found that although acceptance of medication 
was low, obsessive symptomatology predicted acceptance of CBT and 
combined therapy.

Practice	Point
OCPD tends to improve with time and recovery from the eD; indeed, 
obsessionality may even be a positive factor in treatment.
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CaSe HiSTORieS

Case	1

Kristine was a 27-year-old woman who lived with her parents and 
younger brother. She worked as a cosmetic saleswoman in the same 
department store for several years, and her work was very important 
to her. She would travel across the city by public transport to arrive 
unnecessarily early each morning, obsess about the efficiency of 
her coworkers, argue with and criticize them (although she was not 
their supervisor), think incessantly about her sales figures, and stay 
late to finish her work in which she was obsessionally slow. Upon 
arriving home, she would engage in elaborate rituals while undress-
ing and removing her makeup. She ate little during the day, would 
not eat with the family, and was highly irritable. around midnight, 
she would go into the backyard and sweep up leaves. She would 
then fold and put away any wet or soiled towels she found—much 
to their owners’ annoyance. following her “chores,” she would pick 
at leftover food and eat a number of bowls of dessert and a large 
quantity of fruit before going to bed. Her weight was very low on 
occasions, and, when Kristine refused treatment, her mother would 
take her to an emergency department and try to have her involun-
tarily admitted.

Nine years ago, Kristine was admitted to an eD residential pro-
gram for 3 weeks. She rapidly gained weight but attained no insight, 
left precipitously, and reluctantly continued in outpatient treatment 
only at her mother’s insistence. She would not talk about her rituals, 
minimized her symptoms, and denied her eD. Her mother would 
express her concern and describe her observations, which Kristine 
would refute. following her mother’s last attempt to have manda-
tory treatment instituted (Kristine had all but ceased to eat, lost sev-
eral pounds, collapsed on one occasion, was amenorrheic, and was 
becoming even more extreme in her behaviors to the point where 
her job was in jeopardy), Kristine agreed to resume taking medica-
tions. During her early 20s, she had taken these with good effect 
during a period when she was relatively well. Kristine resumed tak-
ing citalopram 40 mg in the morning and olanzapine 7.5 mg at night, 
with the support of her general practitioner and psychiatrist. There 
was a prompt resolution of the irritability and the nightly rituals 
of sweeping leaves and folding towels. She slept better, ate evening 
meals with her family, experienced a weight gain of 10 pounds in 
2 months, and resumed menstruation. She reported feeling better 
and was less argumentative but would not be confronted about her 
obsessive symptoms. Kristine continued to have no social life and be 
extraordinarily focused on and punctilious in her work.
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Case	2

anne was a talented 15-year-old ballet student who was told by her 
ballet teacher that, at a BMi of 21.5, she was too heavy. She restricted 
her eating, induced vomiting, and increased her level of exercise. at 
school, she was regarded as a perfectionistic high achiever. She lost 
22 pounds in 6 months and developed amenorrhea, and her BMi fell 
to 18. She was admitted to a residential facility for the treatment of 
eDs after outpatient treatment had failed.

initially, anne was ostensibly pleasant and compliant, but she 
became inordinately angry when she gained any weight, insisting 
that she still wished to lose weight. a history of childhood sexual 
abuse was disclosed, major conflicts between anne and her mother 
came to light, and anne threatened to leave both home and school. 
When anne was permitted to attend an outside ballet class, she 
declined on the grounds that she believed she would be the “fattest 
person there.” She acknowledged that her perception of her weight 
and body shape was distorted and agreed to work with the clini-
cal psychologist on challenging her inflexible attitudes. Depression 
emerged as she became aware of her shattered dreams—a conclu-
sion based on an unrealistic conviction that she would be too heavy 
to professionally dance at a BMi of 19. an antidepressant was com-
menced, following which she self-harmed and required a temporary 
increase in containment until the crisis passed. anne was then dis-
charged to continue outpatient treatment with a clinical psycholo-
gist, a dietitian, and a DBT program.

CONClUSiON

When they occur together, obsessive-compulsive symptomatology—
whether related to OCD, BDD, OCPD, or obsessional personality 
traits—can be difficult to separate from eDs. Their relationship is a 
complex one. Symptom-based treatment can be difficult and rewarding. 
There are general and specific behavioral strategies, ongoing psycho-
therapy in a variety of modalities, and psychoactive medications that 
are helpful, particularly within a supportive therapeutic alliance and 
appropriate treatment milieu. Patience, meticulous diligence, and per-
severance will be required of the clinician, who would do well to mirror 
the more adaptive qualities of the obsessive-compulsive individual with 
an eD.
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the Patient With an Eating 
Disorder and Borderline 

Personality Disorder

JOHN l. leViTT, PHD

The treatment of patients with eating disorders (eDs) is renowned for 
its challenges, complexities, and inherent risks. for psychological and 
emotional reasons, patients with eDs deny their body’s need for food 
and nutrition by restricting, purging, or losing control over their nutri-
tional intake through binging. indeed, clinicians are faced with few 
other psychiatric populations represented by such psychologically and 
physically high-risk individuals.

These patients often exhibit a treatment course that is prolonged, 
eventful, and highly demanding of therapists’ skills, talents, and pro-
fessional resources (garner & garfinkel, 1997). When patients with 
eDs also exhibit concomitant personality disorders, such as borderline 
personality disorder (BPD), treatment may become extraordinarily 
difficult (Dennis & Sansone, 1991, 1997; Johnson & Connors, 1987; 
 linnehan, 1993a).
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The prevalence of BPD among patients with eDs is not explicitly 
known. estimates, however, suggest that prevalence rates range from 
10% to 28%, depending on the type of eD (Sansone & levitt, 2005; 
Sansone, Sansone, & levitt 2004). Clearly, the eating disorder/border-
line personality disorder (eDBPD) subgroup is appreciably represented 
in the general eD population. for treatment to be successful, specific 
approaches need to be engaged and undertaken.

few authors in the eD literature have addressed this population. 
Some authors have recognized the inherent difficulties in working with 
patients with eDs and BPD (e.g., such as in males) (andersen, 1990). 
Others have briefly discussed this issue in only slightly more detail, as 
it applies to the clinical issues among the broader eD population (e.g., 
Tobin, 1993; Vanderlinden & Vandereycken, 1997). Dennis and San-
sone (1991, 1997) identified specific stages of treatment, which they 
found useful in treating the patient with eDBPD. Using a primarily 
psychodynamic approach referred to as “direct, confrontational, and 
interpretive, coupled with cognitive-behavioral techniques designed to 
improve self-esteem and contain self-destructive behaviors” (Dennis & 
Sansone, 1997, p. 439), these authors described four stages of clinical 
treatment for the patient with eDBPD. Stage i is “establishing the ther-
apeutic milieu,” Stage ii is the “stabilization of transference,” Stage iii 
is “resolving internal themes,” and, finally, Stage iV refers to “preparing 
for termination.” in a related area, Sansone and levitt (2005) discussed 
the treatment of the self-harming patient with eDBPD and identified 
several of the therapeutic obstacles that are likely to be encountered in 
this group.

in contrast to the eD literature, and its references to BPD, the BPD 
treatment literature tends to minimally address the issues of the eD 
population (e.g., linehan, 1993a; Yeomans, Selzer, & Clarkin, 1992). 
So, with few exceptions, there appears to be little discussion of the treat-
ment of the patient with eDBPD in either the eD or BPD literature.

Practice	Point
There is limited information on the treatment of the patient with eDBPD.

given the relative importance of this subgroup of patients, and the 
somewhat limited available information to address their particular 
needs, further clinical exploration is needed. in the following sections, i 
outline the relevant characteristics of eDBPD (i.e., potential targets for 
initial treatment) and provide a multiphase conceptual format for work-
ing with the patient with eDBPD.
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CliNiCal PReSeNTaTiON 
Of THe PaTieNT WiTH eDBPD 

The patient with eDBPD has been described in various ways (e.g., 
Sansone & levitt, 2005; Sansone et al., 2004), making the diagnosis 
of BDP potentially fraught with difficulties (Sansone et al., 2004). 
The patient with eDBPD exhibits potential difficulties in functioning 
across a wide spectrum of areas. for example, by examining the criteria 
for both eD and BPD diagnoses found in the Diagnostic and Statisti-
cal Manual of Mental Disorders–Fourth Edition (american Psychiatric 
association, 1994) and summarizing them according to dimensions of 
impaired functioning, one can develop some perspective on the broad 
range of potential dysfunction found in a typical patient with eDBPD 
(see figure 11.1).

from a clinical perspective, these patients present in quite varied 
and challenging ways, with impairments over broad dimensions of func-
tioning, and they require intensive and thoughtful treatment services. 
examples of presentation characteristics that clinicians might possibly 
encounter are illustrated in Table 11.1. Of course, there may be extreme 
variations in presentation styles across these patients, but the charac-
teristics noted in Table 11.1 provide a general overview of the patients’ 
“symptom picture.”

in general, these individuals are frequently seen as difficult patients—
the ones who appear to derive power and/or accomplishments through 
their symptoms, who often portray themselves as effective and accom-
plished while maintaining a helpless position of relating, who meet the 
minimal expectations for limits to solicit approval but may do so in 
an unhealthy or indirect manner, and who often engage in a conflict 
between wanting to be rescued versus wanting to be independent (lev-
itt, 2000a, 2000b). levitt (1998) previously described patients who 
exhibit these patterns as “disorganized” and emphasized using a clear 
treatment framework (levitt, 2000a, 2000b).

Relational
Dimensions
Behavioral
Dimensions
Cognitive
Dimensions
Affective
Dimensions

2 criteria

6 criteria

6 criteria

4 criteria

Figure	11.1	 The dimensions of impaired functioning for the patient with an 
eating disorder/borderline personality disorder, according to combined criteria 
found in the Diagnostic and Statistical Manual of Mental Disorders–Fourth Edi-
tion (american Psychiatric association, 1994).
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Practice	Point
The typical patient with eDBPD often presents as disorganized and “dif-
ficult,” and is frequently challenging for clinicians.

THe TReaTMeNT fRaMeWORK

given the preceding descriptions of the patient with eDBPD, it is rela-
tively easy to see how difficult and challenging the patient and treatment 
programs might be for clinicians. in this section i present and discuss 
various phases of treatment that have been found useful for working 
with these patients.

There are two major concepts that underlie treatment in this 
approach. first, the treatment approach acknowledges the importance 
of each set of symptom clusters, and their interactions (i.e., eDBPD), 
and addresses the symptoms of both the eD and the BPD. although 
relative emphasis may be placed on one set of symptoms at different 
times (e.g., the eD), the other relevant interacting symptoms (i.e., the 
BPD) are kept in clear view on the “therapeutic map” at all times.

Practice	Point
This treatment framework addresses both the eD and the BPD symptoms.

TABLE	11.1	 examples of Clinical Characteristics Commonly encountered 
in the eDBPD Patient Population

Poor social skills with pseudomaturity
feelings of being out of place, time, and context
faster physical development than psychological readiness
inability to cope with the demands of life
Ongoing attempts to be in control, perfectionistic, and performance 
based
Narrow psychological and interpersonal experiences (i.e., limited 
amount of information taken in)
Chaotic and frequent acting-out behaviors
Predominant affects of shame, guilt, and rage
extreme attention-seeking behavior in a passive-aggressive to aggressive 
interactional style
loss of control
Wide range of concomitant impulsive and compulsive behaviors
Symptom substitution with multiple axis i and axis ii diagnoses
History of multiple hospitalizations
History of extensive therapy without significant change
long-term symptomatology
High relapse rate
Tendency toward life-threatening and pseudo-life-threatening 
behaviors
extensive psychiatric comorbidity

•
•
•
•
•

•

•
•
•

•
•
•
•
•
•
•
•

•

Note: eDBPD = eating disorder/borderline personality disorder.
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Second, our treatment framework deliberately employs the concepts 
of “phases.” emphasizing phases embodies the concepts that treatment 
is composed of a variety of components that are interrelated, that treat-
ment needs to be individually tailored for each patient and relevant 
patient condition(s) (i.e., it is not static), and that the treatment frame-
work is multifaceted. Treatment phases in the treatment framework are 
highly interrelated. indeed, the patient may need to revisit a particular 
phase more than once as he or she moves toward the treatment goal(s).

The treatment framework presented here is consistent with others 
described elsewhere (e.g., Dennis & Sansone, 1997; levitt, 2004). it is 
organized around five general phases: assessment and evaluation, organiz-
ing the treatment structure, psychotherapy, transition, and termination.

Practice	Point
Treatment for the eDBPD may be usefully conceptualized as a sequence 
of phases.

Assessment and Evaluation Phase

accurately assessing and evaluating these patients is of critical impor-
tance. Because of their often chronic, severe, and high-risk presen-
tations, it is vital to assess and evaluate these patients in an ongoing 
manner. at the beginning of treatment, it is important to accurately 
determine the nature of their eD and their presenting personality char-
acteristics. examples of useful assessment tools for conducting these 
evaluations have been discussed elsewhere (e.g., garner & garkinkel, 
1997; Sansone & Sansone, 2004). The key point is that assessment tools 
and processes need to be adopted and implemented for the long term 
and for patient-relevant conditions (Sansone & Sansone, 2004). in other 
words, because these patients often tend to be chronically symptomatic, 
the clinician needs to anticipate regularly evaluating the patient’s symp-
tom status (e.g., eD, related compulsive symptomatology, personality 
dimensions, and so forth) throughout treatment. Tools such as the eat-
ing attitudes Test (garner & garfinkel, 1979), the Self-Harm inventory 
(Sansone, Wiederman, & Sansone, 1998), and the Borderline Personal-
ity scale of the Personality Diagnostic Questionnaire–4 (Hyler, 1994) 
are examples of instruments that may be used repeatedly to explore 
patient conditions over time. (for additional examples of instruments, 
see Sansone and Sansone [2004].) Using these tools, as well as regularly 
eliciting clinical information from the patient, represents the founda-
tion of continual assessment and evaluation.

Practice	Point
Careful evaluation of both the eD and the BPD symptom picture is 
essential not only at the beginning of treatment but also in an ongoing 
manner. Clinicians need to consider a variety of assessment tools and 
processes, which need to be adopted and regularly employed over the 
long term.
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Organizing a Treatment Structure Phase

Organizing the therapeutic milieu (i.e., the treatment structure), and 
maintaining it, represents one of the greatest challenges to clinicians 
working with these patients. as described earlier, these patients tend to 
be multisymptomatic (levitt, 2000a). it is vital that clinicians have a 
clear way of organizing treatment that is understandable and useful to 
both the clinician and the patient. from this perspective, it is important 
that the patient and the therapist understand and agree to how treat-
ment will be conducted. This includes the overall structure of treat-
ment as well as the identified goals. in this way, the patient, along with 
the therapist, is able to evaluate progress. Thus, the patient’s buy-in is 
essential. This type of engagement tends to empower the patient from 
the onset.

Practice	Point
it is necessary that both the patient and the therapist understand and 
agree to how treatment will be conducted.

The structural-process model (SPM). One useful approach for orga-
nizing treatment is the SPM, which is derived from the concepts of 
self-regulation (levitt, 2004). The SPM is made up of three broad 
components: Basics, foundation Skills, and actions. These components 
were designed to be easily understood and applied to treatment by both 
patients and therapists.

The Basics refers to those skills and processes that focus on self-care. 
The term Basics is employed to remind the treatment team that effective 
self-care and the reduction of self-destructive symptoms is essential for 
effective recovery. foundation Skills refer to those skills and processes 
that are typically thought of as therapy interventions, such as cognitive 
behavior treatments, interpersonal therapy, and so forth (see garner & 
garfinkel, 1997, for a review). That is, the patient’s personal patterns of 
thinking (i.e., “information” used for managing self) and relating (i.e., 
“information” used to manage interactions) are identified, and ways of 
addressing these to enhance effective recovery are focused on in the 
foundation Skills. These skills also address the ways that information is 
selected, focused on, and employed within the therapeutic relationship 
for the purpose(s) of recovery. The actions part of the SPM refers to 
skills and processes associated with motivation. The actions provide a 
way of teaching and learning the skill elements of motivation, and moni-
toring the components of motivation, so that these may be identified 
and assessed over time. Patients are taught the SPM and how to employ 
it. The goal of the SPM is to teach and empower patients to more effec-
tively regulate themselves such that reliance on their clinical symptoms 
(e.g., eD, self-harm behavior) may decrease.

There are several advantages to employing the SPM with the patient 
with eDBPD. first, the SPM provides a relatively clear organizational 
structure for conducting treatment. Second, the SPM is relatively 
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therapeutically neutral (i.e., flexible and accepting) in terms of the 
techniques employed. Third, the SPM provides a consistent and clear 
perspective on the presence and function(s) of the presenting symptoms 
(i.e., the SPM provides the patient and therapist a feedback mechanism 
for monitoring self-regulation). finally, the SPM encourages the patient 
to take, and maintain, an active role in his or her recovery. for a more 
thorough discussion of the SPM, see levitt (2004). The following sec-
tions, based on the SPM, focus on the role of symptoms, the role of 
the therapist, the role of the patient, the treatment relationship, and 
the Skills Base that may be taught to the patient with eDBPD. again, 
for the effective treatment of the patient with eDBPD, clinicians must 
employ a clear and structured approach, especially at the beginning of 
therapy (Dennis & Sansone, 1997).

Practice	Point
a clear and structured approach is useful for working with the patient 
with eDBPD, especially at the beginning of treatment. The SPM is a use-
ful way for organizing the treatment of the patient with eDBPD.

Identification of symptoms. initially, the patient with eDBPD seeks 
help either for problems related to the eD or for other problems in func-
tioning related to BPD (e.g., self-harm behavior, relationship difficulties, 
depression, anxiety) and then the eD becomes apparent. in either case, 
the primary presenting problem(s), along with the eD symptoms, needs 
to be targeted with the patient’s understanding and agreement.

for the patient to learn effective self-regulation, it is important that 
the eD symptoms be addressed, even if they appear to be related to the 
personality pathology or represent underlying psychological issues. in 
the SPM, it is important from the onset to address, assess, and teach 
the patient the Basics and to assist the patient in acknowledging that 
the eD symptoms need to be addressed, because of either their sever-
ity or their ability to interfere with treatment. Throughout the course 
of treatment, there is a continuing focus on containing and stabiliz-
ing the eD and related symptoms. Similarly, as other related problems 
(e.g., self-harm behavior) and features of BPD emerge and affect the 
patient’s life functioning, they will be directly focused on. in the SPM, 
the context for focusing on these symptoms is the repeated emphasis to 
the patient to learn and apply the skills and processes that are inherent 
within the SPM.

improved self-concept and self-efficacy tend to emerge through 
an organized and structured approach to symptoms that engages the 
patient in a positive and thoughtful way, is designed to assist the patient 
to function effectively, and helps the patient to achieve some initial 
successes. Thus, low self-worth, a key dynamic encountered in many 
patients with eDs and BPD, begins to be enhanced. a general Skills 
Base, to be discussed later, is also employed to teach patients how to 
more efficiently self-regulate and is useful, along with the SPM, in 
assisting the patient to interrupt his or her symptom patterns.
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Practice	Point
By carefully and thoughtfully applying the SPM, the patient may enhance 
his or her self-concept and sense of self-efficacy.

Role of the therapist. The therapist’s role in the SPM approach is to 
be teacher, guide, and mentor for the patient. The therapist outlines 
the expectations of treatment, teaches the SPM, and teaches new skills 
or engages necessary skills that already exist in the patient’s repertoire 
(i.e., Skills Base). The therapist also guides the patient as he or she tries 
to apply the SPM, explains or normalizes the ups and downs of treat-
ment, and supports the patient’s efforts in recovery.

in the beginning of treatment, the primary relational elements that 
the therapist focuses on relate to teaching the SPM and the ways that 
therapy will be conducted. an important tool for clearly addressing the 
role of symptoms and the therapist’s expectation(s) for therapy, espe-
cially for the patient with BPD, is a therapeutic contract (Yeomans 
et al., 1992). The contract provides a means for identifying tolerances 
in therapy and setting limits. Regarding the former, the extent to which 
the therapy can tolerate certain behaviors needs to be specified; this sets 
some initial boundaries for the patient to self-regulate in therapy (see 
figure 11.2).

in addition to providing the contract, the therapist reviews the 
importance of learning the Basics and emphasizes the ways that symp-
toms will be focused on. expectations about changing a specific eD, or 
other symptoms, as well as learning new ways of managing oneself, are 
clarified and explained. later, as the patient’s functioning improves, the 
therapist will guide the patient to focus more specifically on relation-
ship elements (i.e., the phase of psychotherapy).

Practice	Point
at the beginning of therapy with the patient with eDBPD, a therapeutic 
contract is a useful tool for clarifying expectations and teaching therapy.

Role of the patient. The patient’s role throughout therapy is to be a “stu-
dent of oneself.” Patients are initially responsible for learning and practicing 
how to contain self-destructive symptoms and developing the skills to man-
age themselves (i.e., self-regulate). The patient is responsible for learning 
the SPM and the elements of the Skills Base to practice self-management.

The patient works with the therapist to become a self-observer and 
data collector to identify skill areas that are necessary to enhance daily 
functioning. Then, along with the therapist, the patient practices the 
new skills both within and outside of sessions. The specific Skills Base 
is individualized for each patient.

The patient’s essential responsibility is to remain an expert on him-
self or herself and to provide as specific and clear information as possible 
for both the therapist and the patient to respond to and plan together. 
The emphasis throughout this form of treatment is for the patient to be 
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in charge of himself or herself and to make as many of the treatment 
decisions as possible.

Practice	Point
The patient’s role throughout therapy is to be a “student of oneself.”

The treatment relationship. The treatment relationship is vital to the 
patient’s recovery. it is the therapist’s primary tool for teaching, guid-
ing, and mentoring. it is also the vehicle for the patient to learn and 
practice self-regulating behaviors that are designed to enhance func-
tioning and to obtain new information about himself or herself. in this 
way, the therapeutic relationship represents a laboratory for new efforts 
at self-management.

in this approach, the most important function within the relation-
ship is genuineness. That is, the therapist interacts as much as possi-
ble with his or her true self in the professional context. This allows 

Figure	11.2	 an example of an initial eating disorder/borderline personality 
disorder contract.
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the patient to develop a sense of safety and trust in the therapist and 
spend less time trying to out-psyche the therapist. it also encourages the 
patient to be genuine. The concept of being responsible to the relation-
ship is important because it allows considerable latitude for teaching 
the patient about relationships, identifying relationship distortions, and 
holding the patient accountable to a relationship in which the patient 
agrees to participate. This tends to reduce acting-out behaviors and pro-
vides a neutral way of setting limits.

in this approach, a major area of focus in the therapeutic relation-
ship is managing the intensity of affect. Unlike other approaches (see 
garner & garfinkel, 1997, for a review), affect is not encouraged in the 
SPM. Rather, affect is identified as an extremely important emotional 
facet that, initially, must be managed and contained. The reason for 
this is that many patients with BPD tend to have an extremely diffi-
cult time managing affect (e.g., linehan, 1993a). Models that empha-
size the increased identification and expression of affect may tend to 
inadvertently increase affect before the patient has the skills to man-
age it. generally, the patient with eDBPD is already struggling with 
affect management. in the SPM, one initial goal of the relationship is to 
assist the patient in learning the skills to manage and contain affect (see 
Table 11.2). Managing affect is in keeping with being a thoughtful stu-
dent of oneself. With the patient’s developing capability for maintaining 
a consistent pattern of managing himself or herself, there is less focus on 
the SPM and Skills Base and there is a gradually more intense emphasis 
on the phase of psychotherapy, which includes more focus on affect.

Practice	Point
The therapeutic relationship is an important tool for helping the patient 
to manage and contain affect.

The Skills Base. The patient is taught the SPM, engaged in a treatment 
relationship where appropriate expectations for both the therapist and 
the patient are detailed and specified, and taught the necessary skills for 
being able to achieve improved life functioning and stability. The Skills 
Base represents various skills that are associated with the ability to man-
age oneself across various areas of functioning. general skill areas are 
management, problem solving, pattern recognition, relationship man-
agement, cognitive processing, and educational resourcing skills. These 
skill areas are consistent with the eDBPD diagnostic symptom clusters. 
The therapist, with the patient, selects specific skills to learn and prac-
tice. These skills are briefly described in Table 11.2.

Psychotherapy Phase

With the successful learning of the SPM, and the application of rel-
evant skills within the Skills Base, the patient gradually moves to the 
next phase of treatment—psychotherapy. Psychotherapy is defined as 
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the exploration and use of the patient’s personal material, including 
the characteristics of relationship styles (i.e., transference), the role of 
affect, and the interaction between them. Structuring therapy and psy-
chotherapy are not mutually exclusive. indeed, the focus and emphasis 
on therapy structure versus general psychotherapy is a matter of empha-
sis and timing. instead of focusing on the Basics and the actions of the 
SPM, treatment turns to the foundation Skills, or the patient’s personal 
internal information. instead of the emphasis being primarily on self-
management (i.e., the emphasis on containing and reducing symptoms), 
the emphasis is on a broader exploration of the individual and his or 
her interpersonal functioning, both with the therapist and with the 
broader relational environment. The approach used here is based on 
the style and training of the therapist. for example, relationship areas 
might be explored from a dialectal model (linehan, 1993a, 1993b), a 
systemic-relational approach (levitt, 2000a, 2000b), or a more tradi-
tional psychodynamic approach (e.g., Dennis & Sansone, 1997).

TABLE	11.2	 Skills Base areas to enhance Self-Regulation in the Treatment 
of the Patient With eDBPD

Skill area 1: Management Skills
Management Skills refer to the ability to regulate oneself across a 
variety of areas given the supports, limitations, and demands of the 
environment.
affect Management, as a subset of management skills, refers to the 
ability to contain and manage affect across situations and settings.

Skill area 2: Problem-Solving Skills
Problem-solving skills refer to the ability to use an organized framework 
for approaching difficult problematic situations and for arriving at new 
solutions.

Skill area 3: Pattern Recognition Skills
Pattern recognition skills refer to the ability to identify and use repeated 
sequences of cognitive (thoughts), affective (feelings), and behavioral 
interactions that are contextually interdependent. Recognition “makes 
the unseen accessible.”

Skill area 4: Relationship Management Skills
Relationship management refers to the ability to be able to maintain a 
“steady psychological state” given the requirements and circumstances of 
the relationship situation or setting.

Skill area 5: Cognitive Processing Skills
Cognitive processing skills refer to the ability to identify and use one’s 
thoughts and thought processes and the ways in which they interact with 
feelings and behaviors to improve functioning.

Skill area 6: educational Resourcing Skills
educational resourcing skills refer to the ability to apply learning and 
learning resources to enhance recovery.

•

•

•

•

•

•

•

Note: eDBPD = eating disorder/borderline personality disorder.
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it is important, however, that one does not move totally from the 
organized treatment structure, or SPM, to psychotherapy (i.e., discon-
tinue the SPM). indeed, even during the psychotherapy phase, the SPM 
is monitored to ensure that when relationships and their meanings are 
explored, and/or when affect and its identification and expression are 
encouraged, the patient continues to self-regulate and does not return 
to relying on symptoms.

Practice	Point
as the patient is able to more effectively and efficiently self-regulate, the treat-
ment emphasis is placed on the foundation Skills component of the SPM.

Transition Phase

although transition is often considered to be a part of the termina-
tion phase, it is important to view this as a separate phase of therapy 
because of the tendency for patients with eDs and BPD to struggle 
with changes. Transition is that phase of treatment in which the patient 
moves from his or her current therapy relationship to other forms of 
support and life experience. These supports might include the use of 
community support groups or other resources (e.g., educational oppor-
tunities) in which the patient might invest himself or herself. as for the 
time of transitioning, regardless of who suggests it, it is important that 
the patient take an active role.

Transition, like termination, needs to be planned well in advance and 
not delayed until therapy appears to be reaching a close. indeed, as in 
other phases, it is important for the therapist to work with the patient 
so he or she can successfully make the linkages to new experiences and 
develop some investment in these experiences.

it is also important to note that patients with eDs and BPD will 
likely struggle with termination, and transition may be necessary for 
an extended period of time. indeed, for many of these patients, official 
termination may not be sustained, and some contact with the therapist 
may be necessary for the patient to maintain his or her gains. The thera-
pist might see the patient every other week or once a month or even 
build in booster sessions in which the patient attends a course of treat-
ment, for example, for 4 weeks, every 6 months.

Termination Phase

Termination is inherent in all relationships. for patients with eDs and 
BPD, the therapist should introduce the idea of termination at the 
beginning of treatment. Treatment endings are likely to be difficult, 
particularly for this patient subgroup. Presenting the notion that the 
therapeutic relationship is designed to improve their life functioning 
and will, someday, be less necessary for them is an important discussion 
when the SPM is first being taught. Thus, the patient is taught from the 
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beginning that termination is a mutual decision as long as the conditions 
of the therapeutic contract are being maintained. experience using the 
SPM has demonstrated that those patients who use the SPM generally 
address termination appropriately, especially if care is made with tran-
sitioning them to other important life experiences.

Practice	Point
Transition and termination are important components of therapy and need 
to be planned for from the start of therapy, addressed throughout, and care-
fully tended to as they become the focus during later treatment phases.

CONClUSiON

Patients with eDs and BPD are challenging to work with. Yet these 
patients provide an excellent opportunity for therapists to develop 
rewarding and successful treatment experiences. experience has dem-
onstrated that when therapy is constructed thoughtfully, attention 
is placed on developing a clear organizational structure, and psycho-
therapy is gradually introduced in a condition of self-regulation, the 
patient often flourishes in recovery. Of course, this is not to suggest that 
therapy with these patients will not be difficult. However, improved life 
functioning and enhanced self-esteem are indeed possible with most 
patients with eDs and BPD.

NOTe
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Borderline Personality 
and Eating Disorders: 
An Eclectic Approach 

to Treatment

RaNDY a. SaNSONe, MD
lORi a. SaNSONe, MD

The treatment of individuals who present with both borderline person-
ality disorder (BPD) and an eating disorder is a complicated and chal-
lenging undertaking. The symptoms of these patients are oftentimes 
prolific, dramatic, and self-injurious. To complicate matters, the rela-
tionship issues between the therapist and patient are often intense and 
volatile and anchored in complicated interactions (i.e., transferences), 
often resulting from the patient’s historic and chaotic relationships with 
early caretakers.	Treatment continuity is frequently challenged by a vari-
ety of factors, including the patient’s erratic motivation and compliance, 
the limited availability of financial resources for long-term treatment, 
and the need for varying levels of care (e.g., brief inpatient hospitaliza-
tion, residential treatment). in addition, there is no empirically proven 
intervention for borderline personality, with or without eating disorder 
comorbidity.

given the preceding concerns, why master a therapeutic approach 
to patients with BPD? about a quarter of binge/purging patients har-
bor BPD, which makes the avoidance of this axis ii disorder clinically 
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impossible. in addition, many of the techniques used in BPD treatment 
can be incorporated into the treatment of patients with other types of 
psychiatric disorders.

Before beginning a description of our approach, we wish to carefully 
acknowledge several caveats. first, in this short chapter, we are able to 
cover only the skeletal structure of treatment, which necessarily under-
goes modification with each patient to meet his or her unique needs. 
Second, there are many effective ways to treat these patients; we do 
not mean to suggest in any way that our approach is the only or best 
approach. indeed, our approach continues to undergo modification. 
Third, our approach is an eclectic one with elements of contracting, 
psychoeducation, transference work, psychodynamic psychotherapy, 
and cognitive-behavioral intervention. We believe that most approaches 
to BPD consist of various titrations of these treatment elements. Hav-
ing a treatment menu is necessary, as the heterogeneous nature of BPD 
requires highly individualized treatment. even though the composition 
of and approach to BPD treatment varies, one fundamental principle 
appears to transcend all successful treatments—consistency. indeed, we 
believe that consistency is more integral to treatment success than a specific 
approach or philosophy.

Practice	Point
Consistency is a fundamental treatment principle in the treatment of 
BPD.

TReaTMeNT eNTRY

Treatment entry entails a variety of therapeutic tasks, including the 
establishment of a consistent treatment environment, proper assess-
ment, and contracting.

Establishing a Consistent Treatment Environment

Patients with BPD are keenly hypervigilant, which for many likely relates 
to their earlier histories of childhood trauma and adversity. Because of 
this, it is essential to maintain an office environment that emphasizes 
stability and continuity, so as not to distract the patient from therapy 
work. This entails consistent office staff, office location, furniture and 
decorations, appointment times, and billing procedures. irregularities in 
the office rhythm tend to precipitate mistrust in these patients and dis-
ruptions in the therapy relationship.

Assessment and Treatment Determination

During the eating disorder assessment, we routinely evaluate each and 
every patient for BPD because of the substantially high frequency of 
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this disorder. We rely on the PiSia criteria for diagnosis (see Table 12.1; 
see also the descriptive chapter on borderline personality in this book). 
Using these criteria, we not only diagnose BPD but also determine 
where the patient is positioned on a functional continuum. Mid- to high- 
 functioning patients can be readily considered for a psychotherapy treat-
ment. Very low-functioning patients may be limited to a supportive or 
maintenance approach that emphasizes the grooming of successful life 
skills rather than psychodynamic work.

Contracting: the Containment of High‑Lethal Behavior

if the patient is a candidate for psychotherapy treatment (i.e., in the 
mid- to high range of the functional continuum), the next task is to 
broach a psychotherapy treatment contract. at the outset, we attempt to 
limit the risks of this psychologically rigorous type of intervention. Spe-
cifically, psychodynamic work inherently entails an element of patient 
regression. if the patient is vulnerable to suicide, the regressive pull of 
a psychological treatment may precipitate a serious attempt. although 
this is an alarming and unnerving event, from a treatment perspective, 
the suicide attempt functions as a distracter for both the patient and 
the therapist—distracting away from psychotherapeutic work to crisis 
management. if such behavior continues, repeated suicide gestures and 
attempts can slowly erode the psychological work and refocus the treat-
ment to putting out fires. This unproductive cycle of treatment may be 
avoided, or at least curtailed, through contracting at treatment entry.

How does one contract for suicide containment? We candidly explain 
to new patients that psychotherapy treatment is not without risk—it 
may cause patient regression. Specifically, if the patient is vulnerable 
to suicide, then a regressive treatment may precipitate an attempt. The 

TABLE	12.1	 The PiSia Criteria for the Diagnosis of Borderline  
Personality Disorder

P Psychotic, quasi-psychotic episodes, which are transient and fleeting  
(e.g., depersonalization, derealization)

i Impulsivity, which is characterized by long-standing self-regulation 
difficulties (e.g., drug and/or alcohol abuse, eating disorder pathology, 
promiscuity) and self-harm behavior (e.g., self-mutilating, attempting 
suicide, being in abusive relationships)

S Social adaptation, which manifests as an intact social façade

i Interpersonal relationships, which are chaotic and unfulfilling

a Affect, which is chronically dysphoric or labile

Note: adapted from the Diagnostic interview for Borderlines (Kolb & gunderson, 
1980).
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therapist, in turn, has an obligation to minimize risks, and this type 
of treatment risk is not practical or feasible (i.e., the issue of safety is 
essentially a nonnegotiable process). if the patient is able to contract 
for personal safety, then a treatment may be considered and initiated. 
if safety cannot be agreed to by the patient, then other forms of treat-
ment may be entertained in another provider venue, such as medication 
management, supportive or maintenance treatment, and so on.

Practice	Point
Contracting for safety at treatment entry may provide a safety net for an 
intervention that, by nature, is regressive.

Once the contract is agreed to, the patient may experience slip-
page. at the outset, we emphasize that suicidal thoughts, gestures, and 
attempts will result in the reexamination of the feasibility of the treat-
ment “at this time.”

Patient: “i am beginning to feel like i’m going to hurt myself—like 
overdose or something.”

Therapist: “i am really glad that you told me this. i am worried that 
this treatment is getting too stressful for you. Remember, we dis-
cussed the regressive nature of treatment. are you really sure that 
you are ready to take on this type of treatment?”

essentially, the therapist challenges the patient around his or her 
readiness for treatment, offers to temporarily or permanently suspend 
the treatment, and in most cases leaves the door open to future treat-
ment—“Please follow up with me when you believe that you are able 
to weather this type of treatment.” in our experience, the majority of 
patients will sincerely work to contain high-lethal behaviors to initiate a 
recovery and to maintain an attachment to the therapist.

Contracting: the Containment of Low‑Lethal Behavior

after contracting around suicidal ideation, the next task is to contract 
for a reasonable reduction in any behaviors that may potentially impede 
the treatment. Most of these behaviors are self-sabotaging or self-harm 
behaviors (SHB) and not all will disturb the treatment. for example, 
self-cutting may deter some therapists and not others. On the other 
hand, acute intoxication at sessions is not acceptable. When treatment-
disruptive behaviors are identified, the therapist next contracts or nego-
tiates for a reasonable reduction of such behaviors.

Therapist: “You mentioned that you use marijuana.”
Patient: “Yes, sometimes i do.”
Therapist: “i can’t have you coming to sessions high.”
Patient: “Huh?”
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Therapist: “We can’t do the work we need to do if you are intoxicated 
with pot. i need an 80% reassurance that you will not come to ses-
sions high.”

if the patient exceeds the 20% allowable rate, the treatment feasibil-
ity is again challenged and resolved with either recontracting or ter-
minating because of the lack of readiness. Note that with low-lethal 
behaviors, we allow some room for slippage, because to contain all SHB 
at the outset of treatment might ultimately precipitate a serious suicide 
attempt (i.e., an unacceptable risk).

Practice	Point
Contracting for disruptive low-lethal behaviors entails more flexibility.

Relationship Focus

following the successful negotiation of a treatment-entry contract, we 
begin treatment by emphasizing the importance of the therapeutic rela-
tionship. We actively discuss boundaries (e.g., experiences with bound-
aries in prior therapy relationships; therapist availability in terms of 
office hours, telephone calls, and emergency appointments), the impor-
tance of a good fit between the patient and therapist (e.g., “fit is really 
important—please let me know if you are having any problems with 
our relationship”), the role of honesty (e.g., “You can decide not to tell 
me something if it’s not related to suicide, but you cannot lie to me—i 
will do the same with you”), and the management of future potential 
conflict (e.g., “if you are upset about something, will you be able to 
tell me?”; “What’s the best way to confront you so that you don’t feel 
attacked or demeaned?”).

Practice	Point
it is vital to openly discuss the therapeutic relationship and how the ther-
apist and patient will work together.

Throughout treatment, we emphasize with the patient the impor-
tance of the continued monitoring and processing of the therapeutic 
relationship. We believe that this is essential for patients who are bor-
derline, whether this is session-to-session checking in or active transfer-
ence work.

With regard to transference work, this entails the examination of the 
dynamics not only in session but also out of session. for example, the 
patient may describe a supervisor at work who is perceived as angry and 
withholding. These perceptions can be actively pulled into session and 
examined in terms of how the patient sees the therapist (e.g., “You really 
get angry with your supervisor—i was wondering if you ever have these 
same feelings about me, as well?”). again, we emphasize this “relation-
ship checking” aspect of treatment at the outset.
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We have found that without a strong relationship focus, many 
patients with BPD do not hook into treatment. Most yearn for psycho-
logical intimacy and attachment yet are petrified by it. We have found 
that treatments that sidestep a relationship focus (e.g., purely cogni-
tive-behavioral approaches) tend to leave patients with BPD emotion-
ally adrift.

Practice	Point
Ongoing monitoring of the therapeutic relationship, particularly trans-
ference elements, is necessary to develop and maintain a therapeutically 
healthy relationship in working with patients with BPD.

THe BegiNNiNg Of TReaTMeNT

Treatment Emphasis

During the early phases of treatment, we tend to emphasize treating 
the borderline features over eating disorder pathology. We elect to do 
this because (a) of the overriding importance of the relationship focus in 
BPD treatment and (b) in many patients the eating disorder symptoms 
are often dually functioning as SHB (i.e., self-injury equivalents), there-
fore they are less likely to respond to eating disorder intervention, alone. 
This does not mean that we discount the components of eating disorder 
treatment. On the contrary, we actively offer psychoeducation, examine 
a week’s worth of food records to confirm eating patterns, encourage 
and participate in the development of menu plans, reinforce the nor-
malization of eating patterns, offer suggestions for nutrition manage-
ment (e.g., typically to increase protein and dairy intake), and suggest 
techniques for deterring binge eating and purging behavior. However, 
we tend to lower our expectations with regard to the time frames for 
eating disorder recovery and emphasize to the struggling patient with 
BPD that “it’s two steps forward, and one step backward.”

We have noted that demoralization tends to occur when patients 
with BPD compare themselves with patients with eating disorders but 
not BPD, who tend to make significant gains more rapidly in treatment. 
We actively underscore the importance of recognizing that “You are far 
more complicated than other patients, and it’s important to realize that 
your recovery will be more challenging—hang in there.”

Tackling SHB

During the early phase of treatment, we actively confront the issue 
of SHB. in our opinion, chronic SHB is characteristic of the border-
line disorder—a perspective that is not shared by all authorities in the 
field. We also believe that SHB fulfills a variety of complex functions 
beyond affect management—another perspective that is not shared by 
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all authorities in the field. Regardless of these incongruent perspectives, 
SHB has the influential role of demoralizing and devaluing patients and 
reinforcing a self-destructive identity. in addition, SHB literally fright-
ens away those who are attempting to engage in relationships with the 
patient (e.g., recall Michael Douglas’s distancing response to glenn 
Close’s wrist cutting in Fatal Attraction). This suggests that self-concept 
and relationship work cannot effectively proceed while the patient is 
actively assaulting himself or herself.

There are many techniques for the management of SHB. We have 
discussed these techniques in our previous work (Dennis & Sansone, 
1989, 1990; Sansone & Johnson, 1995; Sansone, levitt, & Sansone, 
2004; Sansone & Sansone, in press) and review them briefly in this 
chapter. again, the heterogeneous nature of BPD suggests that these 
techniques will need to be individualized in a given patient.

Establishing dialogue. in most cases, we have found that few patients 
ever really openly talk about the functional meaning of their SHB. 
Those who are socially connected to the patient (e.g., friends, family, 
teachers) are oftentimes too frightened or intimidated by the behaviors 
to broach any dialogue around their function and meaning. for this 
reason, we emphasize at the outset of treatment that SHB will be an 
important and routine focus of the treatment. Many patients find this 
very uncomfortable—they seem to prefer to act out the behavior rather 
than process it. in response, it is important to anticipate this reaction 
and validate the patient (e.g., “i sincerely recognize that talking about 
your SHB is pretty novel for you”).

Psychoeducation. We believe that patients need to understand the 
detrimental psychological effects of SHB on themselves and others. 
We promote this by repeatedly expressing sincere concern about the 
disastrous consequences of such behavior to the patient and to relation-
ships with others. it is critical that this discussion does not come across 
as pedantic, parental, or judgmental. Sincerity, caring, and candor are 
paramount. for example, it is important to underscore that healthy 
self-esteem cannot be developed and sustained in the presence of SHB. 
SHB, by its nature, devalues self. Therefore, SHB need to be strategi-
cally contained to promote self-value.

lately, we also have been educating patients, in a rudimentary way, 
about the complex neurohormonal effects of trauma. We essentially 
emphasize that some of the symptoms that they are experiencing (e.g., 
hypervigilance, affective regulation difficulties, sleep disturbance) may, 
in part, be sustained by the physiological changes related to trauma—that 
their symptoms are not related simply to being “inadequate people.”

Cognitive restructuring. Patients with BPD typically legitimize their 
self-destructive patterns through a series of false beliefs or faulty cogni-
tions. in our experience, these faulty cognitions often provide insight 
into their early developmental experiences. examples of faulty cogni-
tions include the following: (a) “it doesn’t matter if i hurt myself” (ther-
apist response: “SHB denigrates the self and distances other people—it 
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does matter that you hurt yourself”), (b) “My sister’s worse than me 
and so is my dad” (therapist response: “Just because other people close 
to you engage in SHB does not make it normative”), (c) “if i didn’t cut 
myself, i wouldn’t be able to control my feelings” (therapist response: 
“Cutting yourself actually prevents you from developing healthier, 
alternative coping mechanisms”), and (d) “Hurting myself physically is 
the only way that you will believe that i am in pain” (therapist response: 
“although this may be the only way to be heard by unhealthy people, 
you don’t need to do this behavior to grab my attention”).

Psychodynamic intervention. SHB plays some vital functional role in 
the patient’s psychology. although psychodynamic themes vary from 
patient to patient, common ones include the need to (a) manage fright-
ening or overwhelming feelings, (b) construct and continually reinforce 
an identity whose foundation is based on self-destructive behavior (e.g., 
“i may be nothing, but i’m the only patient on this unit who was ever 
tube fed for 2 months”), (c) engage others without being personally 
vulnerable (e.g., “i don’t have to build a relationship, i just cut myself 
and he responds!”), (d) contain anger that would otherwise be directed 
toward someone else (i.e., displacement), (e) reorganize oneself from a 
quasi-psychotic episode, and (f) indirectly acknowledge the underly-
ing trump card of suicide (e.g., “i’m not afraid to hurt myself”)—that 
this card is actively present without being played. Therefore, in a given 
patient, the therapist must consistently unravel the meaning or function 
of SHB. Doing so sets the stage for the treatment dyad to dialogue less 
costly coping strategies.

Interpersonal restructuring. interpersonal restructuring refers to vari-
ous psychological approaches that reshape the meaning and function 
of SHB in the interpersonal relationship. Many authors have suggested 
strategies, but the approach by gunderson (1984) is one of our favorites. 
in this approach, at the time of acute SHB, the therapist (a) explores the 
underlying meaning of the intended SHB (therapist: “You are threat-
ening to cut yourself; i need to understand what you are really trying 
to communicate with this behavior”), (b) explains that action by the 
therapist (e.g., hospitalization, a prompt follow-up outpatient appoint-
ment) is governed by legal and ethical reasons—that therapists choose 
to show caring in healthier ways than rescuing patients, and (c) clarifies 
that SHB heightens the therapist’s anxiety, rendering him or her less 
effective as a treatment provider (i.e., it challenges the viability of the 
treatment). in the aftermath of the crisis, the therapist (a) clarifies the 
ongoing importance of understanding the patient’s SHB, (b) reviews 
the recent intervention and troubleshoots for effective solutions in the 
future, and (c) acknowledges that the therapist is not always available 
for crises.

Sublimation. One effective technique in containing SHB is to liter-
ally divert the patient to more socially acceptable means of expression. 
These diversions may include journaling, drawing, and doing other 
expressive endeavors. in this way, the deeper meaning of SHB may be 
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understood through a creative means, rather than by trying to unravel 
the significance of a nondescript cut on the forearm.

Medications. although medications may be effective in reducing 
some specific symptom domains such as affect dysregulation or in 
diminishing the intensifying effects of an axis i disorder on axis ii 
symptomatology, they are not, in our experience, highly successful for 
the long-term management of SHB. This is not to imply that they are 
not useful as tempering adjuncts to treatment, but the effects tend to 
be modest, probably because of the consolidated self and interpersonal 
functions of SHB.

Integration of coping skills. although the preceding interventions help 
to contain SHB, some also function as coping skills (e.g., sublimation). 
as the containment of SHB develops, the concomitant introduction 
and grooming of coping skills must occur as replacement strategies. The 
development of coping skills usually entails psychoeducation (e.g., in the 
area of relationships and conflict management), assertiveness training 
(e.g., the negotiation of feelings and needs with others), the strengthen-
ing of the patient’s social network (e.g., enhancement of social and fam-
ily bonds, when feasible), delay techniques (e.g., a refocus on identifying 
feelings, thoughts, and behaviors prior to acting; relaxation training; 
use of soothers or a soothing box that literally contains objects that 
promote a sense of well-being; mindfulness training), diversion or life 
structure (e.g., physical activity, school, employment), and the devel-
opment of a higher tolerance for negative feelings (i.e., weathering or 
white-knuckling negative affective states—therapist: “i guarantee that 
this will pass”). These approaches are augmented by acute problem 
solving, which can smooth out some of the psychosocial rough spots.

Realistic life perspectives. We also believe that it is important to give 
patients a realistic view of the road of life. That road, unfortunately, is 
fraught with bumps for everyone. at times, the road is bumpier. Plan-
ning and strategizing will, it is hoped, reduce the bumps in the life road, 
but it never fully eliminates them. This perspective is designed to make 
life’s frustrations more normative and to curb self-sabotaging beliefs, 
such as, “This always happens to me! i always get screwed! Nothing 
good ever happens!”

Practice	Point
SHB should be directly and openly discussed in treatment as soon as pos-
sible. There are a variety of techniques for the management of SHB; these 
must be integrated into the treatment on an individual basis.

THe MiDDle Of TReaTMeNT

following the reasonable stabilization of SHB and the therapeutic rela-
tionship, which typically takes about 6 to 18 months, the focus of treat-
ment centers on psychological growth. Key areas of therapeutic work 
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are (a) an improvement in the primitive defense of splitting, (b) the 
enhancement of self-regulation skills, and (c) improved interpersonal 
connectedness.

Splitting

as a by-product of ongoing trauma, specific areas of the personality 
structure seem to literally get stuck in particular developmental phases, 
whereas others appear to progress and mature. The overall effect of 
repetitive early trauma seems to be an uneven personality structure, 
hampered by inconsistencies and seemingly paradoxical thoughts and 
behaviors (i.e., poor self-integration). in our opinion, splitting is most 
likely caused by repetitive trauma (it may also be related to poor paren-
tal mentoring) and, therefore, an early developmental arrest.

By definition, splitting is the active separation of thoughts and feel-
ings into the extremes of good and bad. essentially, individuals who 
engage in splitting tend to come across as extreme in their thinking—
that is, black and white. This tendency to think in absolutes has the 
advantage of simplifying the world (i.e., digesting life’s complexities 
into simple portions, in a childlike way). However, in actuality, splitting 
compromises reality. for example, most individuals are not absolutely 
good or bad but rather mixtures of good and bad features, and every-
thing in-between.

in addition to intrapsychic splitting, splitting may manifest in inter-
personal relationships, as well. Unconsciously, the patient creates a rela-
tionship game board in which there are white tokens and black tokens. 
in doing so, systems (e.g., inpatient staffs) are positioned to seemingly 
act out their roles as either white or black tokens, which results in team 
conflict and dissention. This amazing dynamic is perhaps not so unique 
when we think of healthy adolescents who routinely engage in splitting 
with their mom and dad.

Resolving splitting to a reasonable degree is important, as it facili-
tates the use of others for soothing. if others are seen strictly as good 
or bad, and during times of stress, if negative feelings color everyone as 
bad, then there is no relationship that is available for soothing during 
times of stress.

The prevalence of splitting has undergone little empirical study. in 
addition, we are not aware of any explicit assessment measures for this 
phenomenon or any empirically proven treatment techniques. We rec-
ommend the following: (a) defining splitting for the patient; (b) point-
ing out its emergence, when this can be tactfully done; (c) illustrating 
the compromises to “split thinking”; (d) modeling integrated thinking 
by contemplating aloud when making decisions; and (e) developing spe-
cific exercises to foster better perceptual integration (e.g., therapist: “i 
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understand that you see your supervisor as horrible and abusive; how-
ever, for our upcoming session, i would like you to write out some of his 
positive features”).

Self‑Regulation

in our opinion, enhancing self-regulation is a monumental challenge. 
We strongly suspect that there may be a developmental milestone with 
regard to self-regulation, as there is with the acquisition of language or 
reading skills. for various reasons (e.g., trauma, poor parental mentor-
ing, genetic predisposition), patients with BPD pass this developmental 
milestone without achieving the fundamentals or essentials of self- 
 regulation. as a result, they grow into adults with global self-regulation 
difficulties that may manifest as drug and alcohol misuse, promiscuity, 
money problems (e.g., bankruptcies, credit card debt, gambling), recal-
citrant pain syndromes, and/or eating disorders, including obesity.

We approach self-regulation issues by initially identifying and label-
ing them. By labeling them as “self-regulation problems,” our intent is 
to neutralize problematic behaviors. Specifically, introducing a label 
for these types of difficulties also enables the therapist to veer away 
from constantly focusing on a specific symptom area (e.g., purging), 
which can sometimes come across to the patient as scrutiny or judg-
ment. for example, rather than saying, “So, how’s the purge control 
progressing?” one might more tactfully query, “How are you doing with 
self-regulation?”

in addition to identifying self-regulation as a phenomenon, we 
provide some psychoeducation around the difficulties in enhancing 
self-regulation. We clearly emphasize that containing SHB and the 
development of healthier coping strategies are steps toward enhanced 
self-regulation, but that self-regulation will not come easily and that 
it tends to be a lifelong issue. We also emphasize that improvement in 
one area (e.g., eating disorder symptoms) may result in slippage in some 
other area (e.g., alcohol misuse).

We actively reinforce patient gains with self-regulation through posi-
tive commentary and affect. in contrast, we tend to be emotionally neu-
tral with self-regulatory setbacks. The idea is to groom healthy behavior 
and not reinforce slippage. indeed, with slippage, we respond with cog-
nitive coaching by emphasizing that setbacks are normal in the course 
of recovery and that we should not overreact to them.

We also try to incorporate the perspective of “taking care of oneself.” 
Self-care is repeatedly established as a core value in the treatment. as 
the therapist “tries to take care of you, you must learn to take care of you, 
as well.” This also applies to learning to self-regulate better—mastery is 
a means of “taking better care of you.” We emphasize this as an impor-
tant responsibility to oneself.
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Practice	Point
Reducing splitting and enhancing self-regulation are important treat-
ment foci during the middle phase of treatment.

Enhancement of Interpersonal Relationships

Many of the preceding interventions (e.g., relationship building, skills 
building such as assertiveness, reasonable resolution of splitting, con-
tainment of SHB through improved self-regulation) contribute to the 
culmination of enhanced interpersonal relatedness. These various pro-
cesses are fine-tuned during the middle phase of treatment and, it is 
hoped, exercised in a relationship outside of therapy.

THe eND Of TReaTMeNT

The middle portion of treatment may take anywhere from 6 months to 
several years, depending on the particular case. The end of treatment, 
or termination, should last at least several months. The reason for this 
is that the issues around attachment and loss in patients with BPD are 
bound to resurface at this time, which intensifies the dynamics in the 
therapeutic relationship. Rather than viewing this as pretermination 
decompensation, perhaps a more realistic way to view this is the active 
rechallenge of old beliefs and an opportunity for the therapist to con-
solidate the treatment experience.

The timing of termination can be difficult to define. We generally 
look for (a) a reasonable reduction in overall SHB, (b) generally enhanced 
self-regulation as evidenced through the normalization of food patterns 
and body weight, (c) the development of healthier interpersonal rela-
tionships outside of the therapeutic relationship, and (d) a healthier self-
concept. in general, we believe that with treatment, these patients shift 
to a higher level in the BPD functional continuum. although according 
to some studies, the BPD diagnosis may be no longer be evident, we sug-
gest that these individuals may have shifted to subthreshold or subclini-
cal symptoms and now reside in the upper functional continuum.

One particular dilemma with termination is the patient’s confronta-
tion of his or her abandonment fear—“if i get better, you will leave me, 
so i better stay sick.” This is a complicated issue, because it does have 
some veracity. Healing and growing result in independence from the 
therapist. However, the patient must come to understand that although 
termination functionally feels like abandonment, the context is sub-
stantially different. Rather than being abandoned, the patient is making 
a successful movement toward independence. Termination represents 
achievement rather than punishment.

as termination unfolds, the patient may voice the fear that “i’ll never 
find anyone to be close to like you.” at this juncture, it is important to 
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emphasize that the individual has proved his or her ability to form a suc-
cessful attachment in the therapy relationship and that this attachment 
success can transcend the therapy relationship to other relationships. 
in reality, most successful patients have already begun to build suc-
cessful relationships outside of therapy, and this process can be actively 
acknowledged. indeed, we use healthier connections with others as a 
measure of how well the treatment is faring.

Unless contraindicated, at the end of a treatment course, we tend to 
leave the door open to future treatment, after a consolidation period of 
6 to 12 months. We do not want to foster patient dependence, but we 
want to be available for brief therapy work for expediency’s sake (we 
know the patient).

Practice	Point
The final phase of treatment in BPD is an active and robust period in 
which the therapist consolidates the overall treatment experience.

gROUP TReaTMeNT

Many of the preceding techniques can be undertaken in a group-
treatment format. Such formats are less expensive, demystify these dis-
orders, promote universality, enhance connections with others, and are 
empirically effective. However, with patients with BPD, there are sev-
eral risks to group intervention, including contagion phenomenon (i.e., 
patients with BPD assimilating the SHB of other group members), com-
petition (i.e., who can be the most provocative patient), and immobiliza-
tion (e.g., group gridlock). These hazards may be lessened by maintaining 
effective group sizes of six to eight patients, excluding patients without 
BPD, integrating patients with BPD at different levels of recovery, and 
excluding patients with BPD with incompatible features (e.g., suicidal 
ideation, substance-abuse problems, antisocial features).

TReaTMeNT PiTfallS

Poor Patient Selection

One common pitfall that we encounter in psychotherapy supervision 
is the therapist’s prior decision to take into psychotherapy treatment a 
patient with BPD who is in the lower functional continuum—that is, 
a patient who is genuinely a candidate for supportive or maintenance 
treatment. Such low-functioning patients tend to fill therapy hours, 
effectively limiting the ability of genuine psychotherapy candidates 
to enter into psychotherapy treatment. This phenomenon seems to be 
more common in community mental health settings, because for vari-
ous political, philosophical, and supervisory reasons, clinicians are not 
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able to triage patients with BPD to specific treatment tracks (i.e., sup-
portive or maintenance tracks).

The Patient With Malignant BPD

another pitfall is the patient with malignant BPD (perhaps 5% of all 
patients with BPD) who continually challenges any treatment through 
repeated and severe suicide attempts. Through the recommended 
treatment-entry contracting, such patients will be screened out; if they 
manage to slip through, they will eventually flunk the contract. These 
patients are not candidly discussed in the BPD literature, and we are not 
aware of any specific treatment approaches to this subgroup.

Confrontation of Perpetrators

Therapeutic confrontation of those who perpetrated on our adult 
patients as children is somewhat controversial. in our experience, this 
type of intervention seems to have far more risks than benefits. Some 
of these risks include the following: (a) revictimization of the patient 
through reexposure to the perpetrator; (b) retraumatization of the 
patient through indifferent or discrediting responses from the perpetra-
tor; (c) overwhelming patient affects in the aftermath of confrontation, 
which heightens the risk of SHB; and (d) damage to the therapeutic rela-
tionship because of a negative outcome (patient: “You said this would 
be helpful!”). We do not mean to suggest that this type of intervention 
is proscriptive, but we believe that it should be employed only in rare 
cases, after careful analysis of risks and benefits. in our experience, in 
the years following perpetration, psychological growth in adult perpe-
trators tends to be nil for most.

Disability

Disability status is another potential treatment quagmire in the treat-
ment of patients with BPD. in our experience, employment disability 
tends to disable patients, such that there is the unintentional but realis-
tic impairment of recovery. This is not to say that there are not excep-
tions, but life structure through employment is always encouraged, 
rather than the unintentional therapeutic reinforcement of a disabled, 
or victim, role.

Comorbid Substance Abuse

Comorbid substance abuse is a substantial deterrent to successful treat-
ment. Most studies in this area indicate that comorbid substance abuse 
in BPD is associated with a poorer prognosis and a heightened risk of 
suicide. Therefore, substance abuse needs to be scrutinized with keen 
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concern. We have typically recommended that a patient candidate enter 
into a substance-abuse treatment program and maintain sobriety for at 
least 6 months before entering into psychotherapy treatment. again, 
there are always exceptions.

Practice	Point
When evaluating patients for psychotherapy treatment, be mindful of 
the potential pitfalls of poor patient selection, disability, and substance 
abuse.

Manualized or Institutional Approaches 
Versus Individual Psychotherapy

Some clinicians have voiced their concerns about taking on BPD treat-
ment without an institutional treatment approach such as dialectical 
behavior therapy. in our opinion, such programs offer very similar 
components as the individual approach described in this chapter; how-
ever, the advantage of a packaged approach is institutional consistency. 
although consistency can be maintained at the individual level, it can 
be more difficult to sustain if the patient is attending other treatment 
programming. it is interesting that institutional programs such as dia-
lectical behavior therapy are actively undergoing adaptation for patients 
with eating disorders and BPD. On a cautionary note, the outcomes 
for patients in manualized programs remain largely unknown because 
of the small numbers of participants in empirical studies and the rela-
tively short follow-up periods, given disorders such as BPD and eating 
disorders.

CONClUSiON

The treatment of the patient with both BPD and an eating disorder 
can be effectively undertaken in an individual psychotherapy setting. 
following contracting at entry, we believe that creating a consistent 
treatment structure is critical to the successful management of such 
patients. a variety of therapeutic techniques are available, and these 
can be titrated into the treatment on an individualized basis. The initial 
stage of treatment is stabilization of SHB and the therapeutic relation-
ship; the second stage is reasonably resolving splitting, enhancing self-
 regulation, and fostering interpersonal connectedness; and the final stage 
is termination, which is a distinct treatment period in itself. Most of 
the suggested techniques can be undertaken in group format, although 
there are distinct hazards with the group treatment of patients with 
BPD. finally, there are traditional pitfalls that most therapists encoun-
ter at some point in their careers, including poor patient selection for a 
given treatment.
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How do patients with eating disorders and BPD fare with treatment? 
Research findings support the notion that among those with BPD, 
patients with eating disorders manage relatively well (Stone, 1990). This 
finding echoes our clinical experience, which indicates that although 
the axis ii disorder may be slower to respond to treatment, the eating 
disorder symptoms may respond fairly well. although these are patients 
who are challenging and difficult to treat, we wish to emphasize that 
they are definitely treatable.

NOTe
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a significant proportion of patients with eating disorders fulfill the diag-
nostic criteria for avoidant personality disorder (e.g., Sansone, levitt, & 
Sansone 2005; van Hanswijck de Jonge, van furth, lacey, & Waller, 
2003). levitt and Sansone (this volume) estimate the prevalence at 
between 16% and 27%, depending on the subtype of eating disorder. 
This contrasts markedly with the general population prevalence of 0.5% 
to 1% for avoidant personality disorder (american Psychiatric associa-
tion, 2000). This comorbidity, however, often goes unnoticed by clini-
cians, and there are currently no available studies describing treatment 
effectiveness with patients experiencing both of these disorders. There-
fore, it is important to consider the psychological factors that might 
explain the comorbidity between the eating disorders and avoidant 
personality disorder and then develop ideas from that knowledge base. 
Our clinical experience suggests that we have the most to learn from 
studying the current knowledge base regarding social anxiety and social 
phobia, and their association with the eating disorders.
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THe ROle Of SOCial aNxieTY aND SOCial PHOBia

Patients with eating disorders and comorbid avoidant personality dis-
order are clinically frequently similar to those with a diagnosis of gen-
eralized social phobia (i.e., patients who are socially phobic and fear 
most social situations, rather than just one or two specific types). There 
is a substantial overlap between generalized social phobia and avoid-
ant personality disorder (e.g., Heimberg, 1996; Schneier, Spitzer, gib-
bon, fyer, & liebowitz, 1991), leading to questions regarding the use of 
maintaining two distinct diagnostic categories on two separate axes of 
the Diagnostic and Statistical Manual of Mental Disorders–Fourth Edition 
(DSM–IV) (american Psychiatric association, 1994; Hofmann, Hein-
richs, & Moscovitch, 2004). We find that it is best to understand social 
anxiety, generalized social phobia, and avoidant personality disorder as 
lying along a continuum, with social anxiety and avoidant personality 
disorder being at the extremes of that continuum. The key differences 
between generalized social phobia and avoidant personality disorder 
tend to be in the behavioral manifestations of the disorders. Those with 
social phobia make efforts to overcome their fears, even if those efforts 
are maladaptive (e.g., drinking alcohol to be able to go out and socialize). 
in contrast, those with avoidant personality disorder are more likely to 
avoid social interactions altogether.

Practice	Point
Patients with social phobia attempt to overcome their fears, whereas those 
with avoidant personality disorder avoid social interaction altogether.

although many controlled outcome trials have demonstrated the 
effectiveness of cognitive-behavioral therapy (CBT) for generalized 
social phobia (with effect sizes higher than 2.0) (Rodebaugh, Hola-
way, & Heimberg, 2004), there has been less research investigating the 
effectiveness of treatments for avoidant personality disorder. The litera-
ture on avoidant personality disorder is characterized by a number of 
uncontrolled clinical reports and single-case studies (e.g., alden, 1989; 
gradman, Thompson, & gallagher-Thompson, 1999; Newman, 1999), 
all of which support the effectiveness of CBT for avoidant personality 
disorder (see a. T. Beck, freeman, & Davis, 2004, Chapter 1). in addi-
tion, a large outcome trial for generalized social phobia found CBT to be 
effective in the treatment of avoidant personality disorder, although the 
treatment gains were not as significant for this group as for patients pre-
senting without avoidant personality disorder (felske, Perry, Chamb-
less, Renneberg, & goldstein, 1996).

To our knowledge, no studies so far have looked at the treatment 
of avoidant personality disorder or generalized social phobia in the 
context of an eating disorder, despite research showing that general-
ized social phobia is a common problem in those with eating disorders 
(e.g., Brewerton, lydiard, Ballenger, & Herzog, 1993; Bulik, Sullivan, 
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fear, & Joyce, 1997; godart, flament, lecrubier, & Jeammet, 2000). 
This is particularly surprising in light of recent clinical evidence that 
suggests that similar factors may be involved in the development and 
maintenance of both avoidant personality disorder (or social phobia) 
and unhealthy eating attitudes and behaviors (e.g., Bulik, 2003; Stei-
ger, gauvin, Jabalpurwala, Seguin, & Stotland, 1999). When such com-
mon factors each have an impact on both aspects of pathology, they 
can be thought of as providing “links of meaning.” given that the evi-
dence seems to indicate that CBT is a singularly effective intervention 
for treatment of the eating disorders (e.g., fairburn & Harrison, 2003; 
National institute for Clinical excellence, 2004), as well as for social 
phobia and avoidant personality disorder (Clark et al., 2003; felske 
et al., 1996), we focus on cognitive-behavioral factors and their social-
developmental context.

liNKS Of MeaNiNg BeTWeeN THe eaTiNg 
DiSORDeRS aND aVOiDaNT PeRSONaliTY DiSORDeR

Common factors between avoidant personality disorder and the eating 
disorders are best illustrated by considering their developmental path-
ways. for example, a person who is shy or avoidant by temperament 
might find it hard in early life to engage in social interactions. as a 
result, he or she might find it harder to make friends in school. Negative 
life experiences (e.g., being criticized by a parent or a teacher, or teased 
by peers) could lead to a loss of confidence in one’s abilities and personal 
value. Such a loss of confidence might intensify concerns about physical 
appearance, due to either being teased about appearance or being criti-
cized about other aspects of life. This may leave the individual feeling 
that the body is the only domain where he or she has any true control. in 
turn, such experiences may increase the person’s tendency to avoid any 
social situations that could possibly lead to criticism or humiliation. The 
resulting combination of low self-esteem, feelings of social isolation, 
and concerns about appearance constitute the typical risk factors for the 
development of an eating disorder (e.g., garner, 1991; Slade, 1982).

Practice	Point
Combinations of low self-esteem, concerns about appearance, and feel-
ings of social isolation constitute typical risk factors for the development 
of an eating disorder.

Once social anxiety has taken root, the individual might try to com-
pensate for his or her lack of social confidence by losing weight. The 
experience of control over one’s weight is often experienced as a feeling 
of success, though in a limited domain (e.g., “if i can’t be as likeable/
funny/intelligent/attractive as other people, at least i can be the thin-
nest”). initially, weight loss might trigger positive reactions from others, 
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thus reinforcing restrictive tendencies. However, over time, continued 
attempts to maintain weight below healthy requirements may lead to 
uncontrollable episodes of binging, culminating in repetitive cycles of 
restricting, binging, and/or purging or excessively exercising to counter 
feared weight gain.

This example highlights two links of meaning between avoidant per-
sonality disorder and eating disorders. first, social factors often trigger a 
patient’s initial decision to lose weight (e.g., Slade, 1982). Second, social 
factors are frequently involved in the maintenance of eating pathology 
(e.g., Steiger et al., 1999). Our clinical experience suggests that social 
factors can trigger and maintain both restrictive and bulimic behav-
iors. although some patients report using bulimic behaviors to regulate 
negative emotional states (fairburn, Cooper, & Shafran, 2003; Meyer, 
Waller, & Waters, 1998), others use restriction (and associated weight 
loss) as a means of enhancing their perceived social attractiveness and 
likeability (Waller, Kennerley, & Ohanian, in press).

Practice	Point
Social factors play a significant role in triggering and maintaining both 
restrictive and bulimic behaviors.

in line with these observations, recent evidence suggests that patients 
with eating disorders and social phobia or avoidant personality disorder 
may be less likely to benefit from standard CBT for eating disorders 
(ghaderi, in press). indeed, it is our experience that patients with eat-
ing disorders whose social concerns have not been addressed adequately 
in treatment have a higher risk of relapse at follow-up than those who 
have dealt with such concerns. Thus, effective treatment for patients 
with eating disorders and comorbid avoidant personality disorder needs 
to address both	their personality pathology and their eating difficulties. 
This approach should accompany all stages of work with such patients 
(i.e., assessment, formulation, and treatment).

Practice	Point
effective treatment for comorbid eating disorders and avoidant person-
ality disorder needs to address both the personality pathology and the 
eating difficulties.

aSSeSSMeNT aND fORMUlaTiON fOR CBT

To construct a useful cognitive formulation of avoidant personality dis-
order in the context of an eating disorder, the initial assessment should 
identify the main cognitive structures and behavioral coping strategies 
that maintain the patient’s problems. in addition to a structured clinical 
assessment for eating disorders (e.g., Waller, Cordery, et al., in press), the 
Structured Clinical interview for DSM–IV module for avoidant personality 
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disorder is useful for establishing a diagnosis of avoidant personality dis-
order (first, Spitzer, gibbon, & Williams, 1995). Moreover, patients can 
be asked to complete a number of self-report questionnaires that will 
supplement and corroborate the information gathered during the inter-
view (see following list). Taken together, these assessment tools should 
provide the clinician with the essential building blocks for developing 
an initial cognitive-behavioral formulation.

Practice	Point
We recommend using the following questionnaires when assessing comor-
bid avoidant personality disorder in the eating disorders:

 1. Brief fear of Negative evaluation Scale (leary, 2001)
 2. Young Schema Questionnaire–Short Version (Young & Brown, 

2003)
 3. Personality Belief Questionnaire (a. T. Beck & Beck, 1991)
 4. Distress Tolerance Scale (Corstorphine, Mountford, Tomlinson, 

Waller, & Meyer, 2005)
 5. Testable assumptions Questionnaire–eating Disorders (Hinrichsen, 

garry, & Waller, in press)

figure 13.1 outlines a formulation of the early experiences, core 
beliefs, dysfunctional assumptions, and behavioral processes involved 
in the development and maintenance of avoidant personality disorder 
in the context of an eating disorder. This model is divided into two 
parts. The first part describes the development of social avoidance and 
eating difficulties, while the second part describes how these problems 
are maintained.

Early Life Experiences and Negative Core Beliefs

Patients with eating disorders and comorbid avoidant personality disor-
der or severe social phobia often have unconditional, negative core beliefs 
about themselves (e.g., “i’m unlikable,” “i’m different,” “i’m defective”) 
and others (e.g., “Nobody cares about me,” “Ultimately, other people 
will always abandon or reject me”). These beliefs are frequently related 
to themes of (a) defectiveness (the belief that one is flawed or defective 
in important respects that makes one unlovable), (b) abandonment (the 
belief that significant others will discontinue providing emotional sup-
port), and/or (c) emotional inhibition (the belief that the expression of 
spontaneous feelings must be inhibited to avoid disapproval by others) 
(Hinrichsen, Waller, & emanuelli, 2004; Waller, Ohanian, Meyer, & 
Osman, 2000). in most cases, the development of these core beliefs 
goes back to childhood experiences of being rejected or severely criti-
cized by significant others (e.g., parents, teachers, siblings, or peers).
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Dysfunctional Assumptions

Once the patient’s core beliefs have taken root, specific life experiences 
(moderators) will determine which specific psychopathologies patients 
will develop. although adverse life experiences (e.g., recurrent criti-
cism by family members about the patient’s eating, shape, and weight) 

Early Experiences
Rejection, Criticism

Dysfunctional assumptions

Trigger
e.g., being invited

to best friend’s
birthday party

Reinforces
dysfunctional
assumptions

Reinforces
dysfunctional
assumptions

Negative automatic thoughts

Cognitive and emotional avoidance

Safety behaviors and
emotional “blocking” behaviors

Severe social anxiety

Concealment of “real self” (e.g., reveal no
personal information; ask lots of questions;
focus the conversation on the other person)
Use of impulse behaviors (e.g., drug/alcohol
abuse; binge eating)

a) Patient avoids the
social interaction

restrict food intake
engage in excessive and compulsive exercise
engage in compulsive behaviors
(e.g., checking, cleaning)

Short-term reduction
in perceived threat

Short-term reduction
in anxiety

b) Patient is unable to avoid
the social interaction

Negative core beliefs
Defectiveness, Abandonment, Emotional inhibition

Eating, weight and
shape concerns (e.g.,
“If I eat forbidden
foods, I won’t be able
to stop,” “If I lose
weight, others will
accept me,” “If my
hips are narrow, then
I am successful”)

“Others will think I
am fat and avoid me”
“They will think I
am a pig if they see
me eating”

“People will
humiliate me”
“I will be rejected”
“My friend will think
I’m not good enough”

Relationships (e.g., “It
is only by deceiving
others about my true
self that I can make
them like me”)
Affect (e.g., “If I
express my true
feelings to others,
they will humiliate
or reject me”)

Moderator

Traumatic social
experiences (e.g.,

being bullied by peers
during school years)

Moderator

Criticism about eating,
weight and shape (e.g.,

being teased about
weight and appearance

by family members)

Perceived social threat

Figure	13.1	 The general formulation of the links between avoidant person-
ality disorder and eating disorder pathology.
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are associated with the development of eating-related dysfunctional 
assumptions, socially traumatic experiences (e.g., being teased or 
humiliated in front of others) are likely to contribute to the develop-
ment of socially related dysfunctional assumptions (e.g., Hackmann, 
Clark, & McManus, 2000). a. T. Beck et al. (2004) proposed that two 
types of dysfunctional assumptions (“if … then …” beliefs) are at the 
core of avoidant personality disorder—assumptions about relationships 
and assumptions about negative affect.

first, although a patient believes that his or her real self cannot be 
liked by other people, there is the belief that by hiding one’s true nature, 
he or she will be able to deceive others and get them to at least like him 
or her superficially (e.g., “if i always agree with others, they might think 
i’m OK”). as a relationship with another person becomes more inti-
mate, the patient with avoidant personality disorder experiences strong 
fears of abandonment, leading him or her to subjugate personal needs 
to those of the other person to minimize the potential for conflict or 
disagreement (e.g., being nonassertive). Second, a patient fears that his 
or her negative feelings will get out of control and that he or she will 
not be able to cope (e.g., “if i allow myself to feel down, the feeling will 
overwhelm me and i won’t be able to cope”). as a result, the patient 
constantly strives to avoid experiencing negative affect. Thus, a central 
characteristic of patients with eating disorders and comorbid avoidant 
personality disorder is their tendency to block or avoid negative cogni-
tions and affect (i.e., cognitive and emotional avoidance).

Negative Automatic Thoughts, Behaviors, and Maintenance

figure 13.1 illustrates the example of a patient who has been invited to 
her best friend’s birthday party and is experiencing negative thoughts 
about eating, weight, shape, and the possibility of social rejection. The 
resulting sense of social threat might lead the patient either to avoid 
the party altogether or to attend the party despite experiencing severe 
social anxiety. in the weeks and days leading up to the event, the patient 
is likely to engage in cognitive and emotional avoidance (e.g., restrict-
ing, excessively exercising, sleeping, watching television) to minimize 
the sense of perceived social threat. in the majority of cases, the avoid-
ance becomes so pervasive that the patient ends up avoiding the social 
interaction altogether (route a in figure 13.1). although this behavior 
temporarily reduces one’s sense of perceived social threat, it ultimately 
serves to confirm the dysfunctional assumptions (e.g., “Others will 
accept me only if i lose weight,” “if i reveal my true self to others, they 
will reject me”).

if the patient is unable to avoid the social interaction (e.g., the friend 
insists that he or she come to the party; route b in figure 13.1), he or 
she is likely to experience severe social anxiety. This social anxiety will 
lead him or her to engage in safety behaviors and emotional blocking 
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behaviors during the event (e.g., revealing nothing of himself or herself, 
keeping the conversation focused on the other person, binge eating, get-
ting drunk) to manage anxiety and minimize the risk of being disliked 
or rejected. in addition, because of their core beliefs, avoidant person-
ality disorder patients tend to misinterpret any perceived disapproval 
during social interactions as a sign of rejection (e.g., “He doesn’t like 
me because i’m boring/weird/odd/unintelligent”). Conversely, positive 
reactions or compliments are reinterpreted as resulting from the indi-
vidual not having revealed the real self, thereby also confirming the core 
beliefs (e.g., “She likes me only because we didn’t talk about me/i agreed 
with her/i presented myself as strong and in control,” “as soon as he gets 
to know the real me, he will see what a boring/inferior/defective/dam-
aged person i am”). The result is that patients end up avoiding both 
negative and positive social interactions, for fear that their real self will 
be revealed and they will be rejected or abandoned. again, the patient’s 
use of safety and subtle avoidance behaviors during social interactions 
leads to a reinforcement of dysfunctional assumptions, thereby main-
taining the social anxiety (see figure 13.1).

CBT fOR aVOiDaNT PeRSONaliTY 
DiSORDeR iN THe eaTiNg DiSORDeRS

effective treatment for comorbid avoidant personality disorder in 
patients with eating disorders requires the skillful integration of treat-
ment strategies for the eating disorders (e.g., Cooper, Whitehead, & 
Boughton, 2004; fairburn, Marcus, & Wilson, 1993; Waller, Kennerley 
et al., in press) with those for avoidant personality disorder (e.g., a. T. 
Beck et al., 2004; Butler & Surawy, 2004) and generalized social pho-
bia (e.g., Butler & Hackmann, 2004; Clark, 2005; Hinrichsen & Clark, 
2003). in cases of moderate social anxiety or social phobia, the principle 
of parsimony leads us to address the eating pathology first, addressing 
the social concerns only later. Our experience is that this approach is 
likely to result in changes in both aspects of pathology from an early 
point in treatment. However, the findings of the case series by ghaderi 
(in press) suggest that this outcome is less likely among patients who 
report severe social phobia or avoidant personality disorder.

in such cases, it makes sense to assume that the two disorders are 
linked rather than coincidental. as the formulation in figure 13.1 indi-
cates, the two disorders are capable of maintaining each other. Thus, 
we find it most useful to work on the eating disorder and the avoidant 
personality disorder simultaneously, in keeping with the fact that CBT 
needs to address emotional avoidance and eating-related cognitions 
(e.g., fairburn et al., 2003). Therefore, our treatment strategies for such 
cases are integrative rather than additive.
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Practice	Point
effective treatment for comorbid avoidant personality requires the skill-
ful integration of treatment strategies for the eating disorders with those 
for avoidant personality disorder and generalized social phobia.

although standard CBT for the eating disorders is often relatively 
brief (15 to 20 sessions), the treatment of an eating disorder in a patient 
with avoidant personality disorder can take considerably longer. This 
is mainly because of patients’ extensive use of avoidance and blocking 
behaviors in and out of sessions, which takes time to address. We have 
found that most patients require between 30 and 40 sessions to make 
significant progress.

Stages of CBT for Comorbid Avoidant Personality 
Disorder in the Eating Disorders

This treatment can be broadly divided into five stages, although these 
stages overlap rather than exist exclusively. as avoidant personality dis-
order is characterized by the patient’s extensive use of cognitive and 
emotional avoidance, and his or her fear of rejection, the initial focus 
in treatment is the establishment of a close working alliance (Stage 1). 
Thereafter (Stage 2), it is important to help the patient overcome his 
or her tendency to manage negative affect through the use of avoid-
ance (e.g., restriction, excessive exercise, compulsive behaviors) or emo-
tional blocking behaviors (e.g., alcohol abuse, binge eating). This work 
forms the basis for the identification and modification of the patient’s 
core beliefs and the development of alternative, more positive beliefs 
(Stage 3). Next, the patient and therapist jointly set up a series of 
behavioral experiments to test the patient’s dysfunctional assumptions 
that are specific to his or her eating disorder and avoidant personal-
ity disorder (Stage 4). The final stage involves ensuring that the patient 
maintains the progress he or she has made following the end of treat-
ment (Stage 5). The clinical techniques used during each stage are out-
lined next.

given the differences in patient presentation and speed of progress, it 
is important that these treatment stages are used flexibly and that they 
are allowed to overlap. for example, the identification and modifica-
tion of negative core beliefs may occur at an early stage in therapy or 
at the end, depending on whether the therapist feels that the patient’s 
core beliefs are getting in the way of his or her progress in treatment. 
However, we have found that the first two stages (establishing a close 
working alliance, and overcoming cognitive and emotional avoidance) 
must be addressed from an early point in the treatment of such cases, 
as both of these factors can be responsible for patients dropping out at 
an early stage.
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Practice	Point
The following five treatment stages should be used flexibly in the treat-
ment of comorbid avoidant personality disorder in the eating disorders:

Stage 1: establishing a close working alliance
Stage 2: Tackling cognitive and emotional avoidance
Stage 3: identifying and challenging negative core beliefs
Stage 4: Using behavioral experiments to test dysfunctional 

       assumptions
Stage 5: Maintaining progress after treatment

Stage 1: Establishing a close working alliance. The basis of successful 
treatment for avoidant personality disorder in the context of an eat-
ing disorder is the establishment of a trusting relationship between the 
patient and therapist. initially, the patient is likely to find it difficult to 
reveal his or her true self to the therapist, as the usual concerns about 
being rejected will also apply in this relationship. The patient should be 
encouraged to identify and express fears of rejection openly so that they 
can be discussed in the session. By making it clear that the therapist 
understands the patient’s concerns, the risks of early disengagement and 
dropout can be reduced. Once a trusting relationship has been estab-
lished, the therapy sessions provide an ideal environment in which the 
patient can try out alternative social behaviors through interactions with 
the therapist (e.g., expressing an opinion, making eye contact, revealing 
difficult personal experiences) and thereby explore their effects on the 
social interaction before experimenting with them outside the session.

Stage 2: Tackling cognitive and emotional avoidance. The second step 
is to address the patient’s extensive use of avoidance behaviors (e.g., 
restriction, excessive exercise, compulsive behaviors) and to increase his 
or her tolerance of negative cognitions and affect. The construction of 
a joint formulation (based on the model outlined earlier) can help the 
patient to understand how he or she is using avoidance to manage anxi-
ety in anticipation of social events. for example, a patient who has been 
invited to a dinner party might feel unable to change the social demands 
of attending but might exercise and restrict excessively prior to the 
event because of concerns about being judged about physical appear-
ance. However, as this activity does not address the patient’s core con-
cerns, it is likely that the social anxiety will return, leading ultimately 
to the avoidance of the event. Once the patient has been made aware 
of this connection, he or she can be asked to track the use of avoidance 
behaviors with the help of a diary (see leahy, 2005). Using the informa-
tion the patient has collected, the patient and therapist can then con-
sider the use of more adaptive behaviors in anticipation of social events 
(e.g., meeting up with a close friend before going into a party).

The patient’s pattern of avoidance can be further explored through 
identifying negative cognitions and emotions in the session. for exam-
ple, following a discussion of an incident at work, the therapist may 
notice a significant drop in the patient’s mood. However, the patient 
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may fail to express any negative thoughts or suddenly move on to a 
different subject. The therapist should take note of such behavior and 
point it out to the patient so that the process can be jointly formulated. 
The therapist can explain that the drop in mood is not random but a 
secondary emotional state, consequent on emotional inhibition strate-
gies and behaviors that are used in response to the patient’s primary 
emotion (social anxiety) (see Corstorphine & Mountford, 2005). for 
homework, the therapist can then encourage the patient to watch out 
for similar patterns during the week and make note of possible triggers 
that set off avoidant behavior. for example, the therapist may discuss 
experiences that the patient typically avoids (e.g., dating, completing 
the “thoughts and feelings” column on the food record) and the associ-
ated primary and secondary emotions. By encouraging the patient to 
stay with the negative feelings in session (rather than using blocking or 
avoidance behaviors), the therapist can teach the patient to build toler-
ance for such emotions so that he or she can become more skilled at 
identifying avoidant reactions and the underlying emotions and cogni-
tions. This allows the patient to challenge his or her underlying beliefs 
in real-life settings.

Stage 3: Identifying and challenging negative core beliefs. The major-
ity of patients with eating disorders and avoidant personality disorder 
exhibit negative core beliefs regarding the self and others—particularly 
defectiveness, abandonment, and emotional inhibition beliefs. Such core 
beliefs should be identified at assessment and monitored thereafter.

When starting to address core beliefs, the therapist may find it helpful 
initially to discuss with the patient the results from the Young Schema 
Questionnaire–Short Version and the Personality Belief Questionnaire. 
This involves educating the patient about the nature of core beliefs (par-
ticularly those they have identified) and clarifying the personal meaning 
of these beliefs to them (e.g., defectiveness: “i am not worthy of love”; 
abandonment: “Ultimately, people i care about will leave me”). The 
therapist should emphasize that the patient’s core beliefs are likely to 
have been adaptive at an earlier stage of life (e.g., the patient as a child 
may have experienced rejection and criticism by parents, and at that 
time it may have been appropriate to expect such treatment) but that 
they are no longer valid now (e.g., in relationships with a partner or 
friends). The therapist can start challenging the patient’s core beliefs by 
carrying out a historical review of one of the most central beliefs (e.g., 
“i’m unlikable,” “i’m different,” “Nobody cares about me”). This usually 
allows the patient to obtain a better understanding of the belief’s devel-
opmental origins. The historical review should be followed up with 
the joint construction and subsequent testing of alternative beliefs that 
better explain the patient’s life experiences (e.g., “i am as likeable as 
most other people, but i grew up in an environment where others could 
not deal with my needs”). These new beliefs can then be considered as 
“alternative hypotheses,” to be tested using positive experience diaries 
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and behavioral experiments (for more details see J. S. Beck, 2005; a. T. 
Beck et al., 2004; fennell & Jenkins, 2004).

although cognitive restructuring is an important element of core 
belief work in CBT, we find it vital to ensure that the behavioral ele-
ment of the treatment is integrated into such treatment, in the form of 
behavioral experiments. The key targets for change in core belief work 
are the patient’s attributional patterns. Most patients attribute nega-
tive life experiences to themselves in a global and consistent way, and 
schema-focused CBT is most effective when the individual learns to 
attribute such events in less self-critical ways (e.g., understanding that 
his or her childhood experiences were not his or her fault or that they 
no longer apply).

Occasionally, the patient will find it difficult to shift the meaning of 
negative experiences through the use of positive experience diaries and 
behavioral experiments alone. in such cases, the therapist may consider 
the use of imagery rescripting exercises (see arntz & Weertman, 1999). 
These strategies allow the patient to explore and reinterpret early child-
hood experiences (e.g., bullying by peers in childhood, teasing about 
weight and shape by family members) that may have played a significant 
role in the development of negative assumptions and core beliefs.

Stage 4: Using behavioral experiments to test dysfunctional assump-
tions. Patients with avoidant personality disorder have a number of dys-
functional assumptions and conditional beliefs about the world, which 
can be addressed with the help of behavioral experiments (Hinrichsen 
et al., in press). for example, the dysfunctional assumption “it is only 
by deceiving others about my true self that i can make them like me” 
might be tested by setting up an experiment in which the patient dis-
closes important personal information (e.g., the fact that he or she has 
an eating disorder) to those closest to them (e.g., parents, partner). in 
follow-up experiments, this might be extended to the patient’s three 
best friends. By gradually disclosing more information about the self, 
the patient usually discovers that the result is not rejection but the 
development of a closer connection with friends and family. another 
typical experiment involves the patient expressing his or her opinions 
with friends or at work. By comparing the patient’s negative predictions 
with actual outcomes, it can be established that others’ reactions to this 
change in behavior are more positive than anticipated.

Patients’ use of safety behaviors and emotional blocking behav-
iors within social situations also needs to be addressed. Butler and 
Hackmann (2004) and Clark (2005) proposed a series of behavioral 
experiments to help patients explore the consequences of using safety 
behaviors (i.e., behaviors that the patient uses to conceal the real self) 
during social interactions. each experiment involves a conversation with 
a stooge, during which the patient either uses or drops safety behaviors. 
The conversations usually help patients to discover that, contrary to 
their belief, safety behaviors significantly increase their social anxiety. 
By reviewing a video recording of these conversations, it can usually be 
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established that the patient comes across better than he or she thought 
and that the negative self-impression is misleading (i.e., the patient does 
not look as anxious/odd/strange as he or she thinks). Once these points 
have been established, they can be followed up with a series of behav-
ioral experiments, where the patient drops safety behaviors in a variety 
of social situations and focuses attention on the other person, instead. 
in this way, the patient can learn that revealing more personal informa-
tion about oneself does not result in rejection or humiliation (for fur-
ther details of such experiments, see Bennett-levy et al., 2004; Waller, 
Cordery et al., in press).

Patients’ use of emotional blocking behaviors (e.g., alcohol, drugs, 
binging) in social situations is often related to the underlying assump-
tion that these behaviors are effective in reducing social anxiety. By 
carrying out a pros-and-cons analysis (see leahy & Holland, 2000), the 
therapist can often establish that, over the longer term, these behav-
iors pose significant health risks (e.g., alcohol and drug dependency, 
increased use of binging to cope with negative emotional states) and 
increase the risk of humiliation or rejection by others (e.g., acting out 
when drunk). Moreover, by asking the patient to track the effects of 
using these coping strategies on his or her levels of anxiety (see Ken-
nerley, 2000), the therapist can often establish that the benefits are 
short-lived or nonexistent (i.e., the patient feels no better after using the 
blocking behavior). The patient should be encouraged to use alternative, 
more adaptive, behaviors during social interactions (e.g., making contri-
butions to conversations, keeping track of and limiting the amount of 
food and alcohol consumed).

Stage 5: Maintaining progress after treatment. Toward the end of ther-
apy, the therapist and patient must develop a plan for maintaining prog-
ress. Patients will often be tempted to become avoidant again as they 
start facing new social challenges. Therefore, the patient and therapist 
should jointly set goals, such as establishing new friendships and deep-
ening existing relationships, expressing opinions more openly, becom-
ing more assertive with others at work or in social settings, or starting a 
new course. as the patient will feel anxious about setting up such chal-
lenges, the therapist must emphasize that being proactive is essential for 
further progress. When the patient does experience feelings of anxiety 
on encountering new situations, the therapist should stress that such 
an emotional reaction is normal rather than pathological and that it is a 
necessary (but transient) stage in learning new skills to overcome fears. 
finally, the therapist should encourage the patient to continue a log of 
positive experiences and to regularly review the evidence for and against 
fears and alternative beliefs.
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Further Considerations

a number of considerations apply when treating avoidant personality 
disorder in the context of an eating disorder. first, many patients find 
it difficult to eat in the presence of others. The underlying fear in these 
situations is usually that others will judge or humiliate the patient for 
eating too much or being greedy. Such fears can be addressed by set-
ting up graded behavioral experiments, starting with the patient’s eat-
ing small amounts of food (e.g., a snack) in the company of others, and 
closely self-monitoring his or her reactions.

Second, some patients present with body image concerns or report a 
tendency to engage in social comparisons when they are in social situ-
ations. These concerns are usually driven by the process of rumination 
or worry, focus on the patient’s perceived shortcomings compared to 
others, and significantly lower mood. By educating patients about the 
negative effects of worry and rumination, and asking them to keep a 
“worry diary” (see leahy, 2005), the therapist can establish that these 
behaviors contribute to (rather than reduce) the patient’s anxiety and 
have a significant negative impact on mood. The patient is then asked 
to practice focusing attention on others in social situations, rather than 
on the self.

Third, a patient with avoidant personality disorder may feel that he 
or she lacks the knowledge of how to act in certain social situations (e.g., 
he or she may never have developed a close friendship or been out on 
a date). in these cases, the therapist should consider the use of social 
skills training (e.g., maintaining eye contact, asking open-ended ques-
tions during a conversation) to help widen the patient’s repertoire of 
socially engaging and appropriate behaviors. for example, the therapist 
and patient may role play a scenario in which the patient asks a friend to 
have a chat over coffee. Through the use of video feedback, the thera-
pist can help the patient to understand the effects of different behaviors 
on the social interaction.

CONClUSiONS

about a fifth of patients with eating disorders fulfill the diagnostic crite-
ria for avoidant personality disorder. Conceptually, avoidant personality 
disorder can be thought of as lying on a continuum with social pho-
bia, representing the most severe end of the social anxiety spectrum. 
although CBT is an effective treatment for avoidant personality disor-
ders, no studies have so far looked at the effectiveness of this treatment 
when combined with CBT for the eating disorders. However, recent 
research indicates that patients with eating disorders whose extreme 
social concerns have not been addressed in treatment may have a poorer 
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outcome. Thus, effective treatment needs to address patients’ personal-
ity pathology and the eating difficulties.

effective treatment of avoidant personality disorder in the context of 
an eating disorder requires the skillful integration of treatment strate-
gies for the eating disorder with those for avoidant personality disorder 
and generalized social phobia. Treatment can be broadly divided into 
five stages, starting with the establishment of a close working alliance 
and a reduction in patients’ use of avoidance or emotional blocking 
behaviors in anticipation of social events. This work forms the basis for 
the identification and modification of core beliefs and the implementa-
tion of behavioral experiments to test dysfunctional assumptions that 
are specific to patients’ eating disorder and extreme social concerns. 
additional issues (e.g., difficulties eating in the presence of others, body 
image concerns, social skills deficits) may also need to be addressed.

further research is required to determine the effectiveness of these 
treatment techniques in this comorbid group. Thus far, we know com-
paratively little about the nature of social phobia and avoidant person-
ality in the eating disorders. However, it is increasingly apparent that 
both disorders are driven by similar core beliefs and comparable dys-
functional assumptions. further research is currently underway to help 
determine these assumptions and core beliefs, and we hope to be able 
to refine the present treatment in the years to come.

NOTe
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Personality disorders affect between 5% and 10% of the general popu-
lation (ellison & Shader, 2003). among those with eating disorders, 
the explicit prevalence of axis ii disorders remains unknown (see San-
sone, levitt, & Sansone, 2005), although these types of comorbidities 
appear common	 (Sansone et al., 2005). Personality disorders may be 
more prevalent among patients with eating disorders in inpatient set-
tings and residential and tertiary-care facilities compared with those 
in outpatient settings. in these more intensive settings, patients tend to 
have more complex psychiatric comorbidity. although these patients, 
who are challenging to treat, may seem to be the very population in 
most need of pharmacological intervention, studies of medications spe-
cifically designed for patients with eating disorders and personality dis-
orders are virtually nonexistent.

in approaching this complex topic, we decided to restrict the con-
tent of this chapter to philosophical issues and the broader princi-
ples of psychotropic medication management, rather than to review 
the available studies of individual drugs and their efficacy in specific 
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axis ii populations. We elected this approach for two reasons. first, 
the overall data on medications in axis ii disorders is sparse, particu-
larly with regard to studies of patients with eating disorders. Second, 
summaries of these studies are available, elsewhere (Kapfhammer & 
Hippius, 1998; Koenigsberg, Woo-Ming, & Siever, 2002; Markovitz, 
2001; Rivas-Vazquez & Blais, 2002; Trestman, Woo-Ming, de Vegvar, 
& Siever, 2001). as a preamble to the material that follows, there is no 
medication to date that has been specifically approved by the food and 
Drug administration for the treatment of any personality disorder.

a geNeRal CONSTRUCT Of PeRSONaliTY 
aND PeRSONaliTY PaTHOlOgY

The consolidation of personality, including personality disorders, appears 
to be influenced by a number of variables (see figure 14.1). as much as 
50% of the variance in personality traits may be attributable to genetics 
(ellison & Shader, 2003). genetic predisposition, which is supported 
by twin, adoptive, and family studies (Trestman et al., 2001), appears 
to then create the rudimentary biological framework for the individual’s 
neurohormonal physiology and temperament (ellison & Shader, 2003; 
Markovitz, 2001; Trestman et al., 2001). Subsequently, the external 
environment, which is known to influence personality development 
(Demetriou, 2003; Siever, Koenigsberg, & Reynolds, 2003; Uzuncan, 
2003), appears to modify this primal neurohormonal environment dur-
ing early development through various external experiences, including 
learning (ellison & Shader, 2003). eventually, this evolving internal 
environment appears to gradually consolidate into ongoing cognitive, 
affective, and behavioral patterns, which constitute the individual’s 
hardwiring, or personality structure. How these various factors (i.e., 
genetics, environment, stressors) explicitly contribute to personality 
disorder symptomatology, however, remains unknown. During times 
of stress, and in the presence of axis i symptomatology including eat-
ing disorders, personality symptoms appear to undergo exacerbation 
(Chick, Martin, Nevels, & Cotton, 1994).

although the preceding conceptual model is appealing, it is important 
to acknowledge the possibility that disordered personality may also lead 
to, or reinforce, underlying neurochemical changes (Markovitz, 2001). 

Temperament

Physiology

Genetics

Learning

Hardwiring

StressDevelopmental Experiences

Neurohormonal Framework

Symptom Exacerbation

Cognition

Affectivity

Interpersonal Functioning

Impulse Control

Figure	14.1	 a general construct of personality and personality disorder 
symptomatology.
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This possibility introduces the classic chicken–egg dilemma regarding 
which comes first—the neurochemical changes or the personality disor-
der (or does each reinforce the other?).

HOW MeDiCaTiONS MigHT WORK 
iN PeRSONaliTY DiSORDeRS

How psychotropic medications exert their effects in those with per-
sonality disorders is unknown. There are several theories (e.g., Kapf-
hammer & Hippius, 1998; Rivas-Vazquez & Blais, 2002). first, it may 
be that medications exert a direct effect on the personality disorder. 
Second, it may be that the medication exerts an effect on the predomi-
nant or core symptoms of a personality disorder. finally, it may be that 
medications exert a direct effect on a comorbid axis i disorder, which 
alleviates, to some degree, the symptomatology of the axis ii disorder. 
This phenomenon has been confirmed in at least one study (Black & 
Sheline, 1997).

although the last theory (i.e., axis i treatment influencing axis ii 
functioning) is intriguing, some authors (Koenisberg et al., 2002; 
 Soloff, 1998) question altogether the distinct separateness of axis i and 
axis ii disorders. Rather than existing as separate diagnostic entities, 
some axis i and axis ii disorders might actually overlap and exist on 
a continuum of psychopathology. a classic example of this symptom 
blending across axes might be social phobia and avoidant personality 
disorder. if the two exist on a continuum, it may be that medication 
treatment simultaneously affects disorders on both axes.

Practice	Point
How medications work in the treatment of personality disorders is 
unknown.

POTeNTial PROBleMS iN eValUaTiNg STUDieS 
Of MeDiCaTiONS iN PeRSONaliTY DiSORDeRS

empirical studies are the foundation of evidence-based medicine. How-
ever, in examining the empirical efficacy of psychotropic medications 
in those with personality disorders, a number of methodological chal-
lenges emerge.

first, a given individual may manifest several different personal-
ity disorders (ellison & Shader, 2003; gitlin, 1993). for example, 
among those with eating disorders, it is not uncommon to encounter 
both borderline and obsessive-compulsive personality symptoms. The 
phenomenon of multiple axis ii diagnoses in a single individual is par-
ticularly evident when using assessment measures for personality disor-
ders such as the Personality Diagnostic Questionnaire–4 (Hyler, 1994), 
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the Millon Clinical Multiaxial inventory–iii (Millon, Davis, & Millon, 
1997), and the Structured Clinical interview for DSM Personality Dis-
orders (Spitzer, Williams, gibbon, & first, 1990). Multiple personality 
disorder diagnoses tend to blur diagnostic clarity and cloud the inter-
pretation of findings (i.e., which axis ii disorders is the medication 
affecting?).

Second, explicit criteria for personality disorder diagnosis have 
emerged only recently. Prior to 1980 (i.e., the publication year of the 
third revision of the Diagnostic and Statistical Manual of Mental Disor-
ders [DSM]), there were no specific or	reliable criteria for personality 
disorder diagnoses, and therefore there was a lack of consistency.

Third, the classification of personality disorders has evolved over 
time, with the use of different diagnoses during different eras (i.e., each 
version of the DSM has a different collection of personality disorders). 
The second edition of the DSM contains 11 distinct personality dis-
orders, including the now-defunct disorders of cyclothymic, explosive, 
asthenic, passive-aggressive, and inadequate personality disorders. The 
third edition contains 11 distinct personality disorders, including the 
now-defunct disorder, passive-aggressive personality. The revised third 
edition contains 15 personality disorders, including the now-defunct 
disorders of multiple, organic, passive-aggressive, sadistic, and self-
defeating personalities. The fourth edition (DSM–IV) (american Psy-
chiatric association, 1994) and text revision (DSM–IV–TR) (american 
Psychiatric association, 2000a) contain 10 personality disorders. So, 
depending on the date of the pharmacological study, various personality 
disorders might have been under study, and others excluded, because of 
DSM nosology.

fourth, for any given personality disorder, there appear to be het-
erogeneous symptoms or subtypes among individuals (gitlin, 1993; 
 Koenigsberg et al., 2002). This is most evident in borderline personality 
(e.g., obsessive-compulsive features, antisocial features, histrionic fea-
tures). it is possible that these different personality disorder subtypes 
respond to different medications. Therefore, some studies may have 
obtained inconsistent results because of the unintentional incorporation 
of various subtypes of individuals with the “same” general personality 
disorder. This phenomenon may explain why several authorities cau-
tiously emphasize that no single pharmacological agent is consistently 
effective for a specific personality disorder (Coccaro, 1993; ellison & 
Shader, 2003).

in addition to the preceding issues, there are other potential diffi-
culties with empirical studies of medications in those with personality 
disorders. These include large placebo effects (Moleman, van Dam, & 
Dings, 1999), difficulties in measuring the response of specific target 
symptoms (e.g., affective lability) due to the lack of objective measures, 
and indeterminate time frames for medication response (i.e., how long 
should drug trials be for those with personality disorders?). in addition, 
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longer term studies (e.g., months to years) are virtually nonexistent in 
this area.

Practice	Point
The concept of the “personality disorder” has been changing, and thus 
how we treat it is also in a state of flux.

SeleCTiNg a MeDiCaTiON: 
THe TaRgeT-SYMPTOM aPPROaCH

We are not aware of any sources that espouse the belief that a given per-
sonality disorder diagnosis reliably propels the selection of a particular 
medication or medication class (e.g., antipsychotics). in the literature, 
the most commonly recommended approach to the pharmacological 
treatment of patients with personality disorders appears to be the target-
symptom approach (ellison & Shader, 2003; ewing, falk, & Otto, 1996; 
Kapfhammer & Hippius, 1998; Koenigsberg et al., 2002; Markovitz, 
2001; Rivas-Vazquez & Blais, 2002; Trestman et al., 2001). in this 
approach, the predominant personality disorder symptoms or symptom 
domains are identified, and then the corresponding psychotropic agents 
that are known to be effective for these symptoms are prescribed.

as for the delineation of symptom domains, various authors (elli-
son & Shader, 2003; Kapfhammer & Hippius, 1998; Koenigsberg et al., 
2002; Rivas-Vazquez & Blais, 2002) have commonly described (a) 
cognitive or perceptual symptoms (e.g., transient psychotic episodes, 
paranoia, ideas of reference, dissociation, magical thinking, unusual 
perceptual experiences), (b) impulsive or aggressive symptoms (e.g., 
anger, self-harm behavior, homicidal ideation), (c) affective instability 
(e.g., chronic dysphoria, depression, mood lability), and/or (d) anxiety 
or inhibition symptoms (e.g., fear, nervousness, behavioral inhibition 
with novel stimuli). Others (gillig, 2000) have identified additional 
symptom domains, which may include compulsivity, slow habituation 
to new stimuli, and the use of primitive defenses. it is possible that 
these target symptoms reflect underlying disturbances in specific neu-
rotransmitters. for example, serotonin dysfunction has been associated 
with impulsivity and noradrenaline dysfunction with mood disorders 
(Kavoussi & Coccaro, 1999; Koenigsberg et al., 2002).

The target-symptom approach is inherently appealing to clinicians. 
The identification of a target symptom and the use of corresponding 
medication appear simple (i.e., if the patient is depressed, prescribe an 
antidepressant; if the patient is psychotic, prescribe an antipsychotic). 
However, it is not necessarily a straightforward or predictable approach.

first, compared with the many studies of this approach in axis i dis-
orders such as mood and anxiety disorders, the target-symptom approach 
to the treatment of personality disorders has limited empirical support 
(ellison & Shader, 2003). Second, although identifying a particular 
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 target symptom appears straightforward, it may not be. for example, 
identified target symptoms might be naturally transient (e.g., quasi- 
 psychotic episodes in a patient with borderline personality disorder). 
likewise, there may be multiple target symptoms or target symptoms 
that fluctuate from day to day—which of these will require treatment?

Third, a specific medication may treat multiple types of symptoms, 
complicating the interpretation of findings. The best example of this 
might be selective serotonin reuptake inhibitors, which are effective in 
the treatment of depression, anxiety, impulsivity, post-traumatic stress 
disorder symptoms, and panic attacks. What symptom complex is the 
medication affecting?

fourth, positive empirical findings in a given study (i.e., evidence 
based) may result in the clinical exclusion of other, effective medica-
tions. Most important, the “absence of evidence” (e.g., the absence of 
studies that support a particular drug’s efficacy) does not equate with 
“evidence of absence” (i.e., the inability of the studied drug to be effica-
cious). This dilemma is best illustrated with the use of anticonvulsants 
in borderline personality. Only particular anticonvulsants have been 
studied and therefore empirically sanctioned. Yet prescribers may elect 
to use gabapentin (Neurontin), which has inconsistent empirical sup-
port but several advantages over other anticonvulsants (i.e., no labora-
tory studies or serum levels, safety in overdose, few drug interactions 
due to renal excretion). Should gabapentin be excluded from clinical 
consideration because of the lack of rigorous empirical trials, particu-
larly given the methodological issues associated with drug studies in 
those with personality disorders?

in addition to the preceding concerns, there is empirical evidence 
that the target-symptom approach is not always predictable in terms of 
treatment response. Markovitz (2001) described a group of patients with 
schizotypal personality, who were depicted as “schizophrenic-like” (i.e., 
the target symptoms being cognitive and perceptual disturbances). Yet 
the use of fluoxetine (Prozac) was of clear benefit to these patients. in 
retrospect, a rigid target-symptom approach in this particular population 
would have overlooked the use of this effective antidepressant in favor of 
antipsychotics. in the aftermath of this experience, Markovitz concluded, 
“No single behavior can predict responsivity to a medication group.”

finally, the target-symptom approach may not be a feasible strategy 
with all personality disorders. it may be that one particular category of 
medication, regardless of presenting symptoms, is effective for multiple 
symptoms found in various domains. for example, borderline person-
ality is highlighted by a seemingly unending array of symptoms; yet 
according to Moleman et al. (1999), low-dose antipsychotics are effec-
tive “beyond a doubt.”

Practice	Point
The target-symptom approach to medication selection in personality 
 disorders is widely espoused but has a variety of inherent limitations.
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The preceding discussion is not intended to summarily dismiss the 
value of the target-symptom approach or to diminish its current status 
in clinical settings. indeed, this is the approach that is suggested by 
most authorities. However, patients and prescribers need to be aware of 
its potential limitations.

eSSeNTial eleMeNTS Of THe PReSCRiBiNg 
CONTexT fOR PeRSONaliTY DiSORDeRS

We believe that the effective use of psychotropic medications in those 
with personality disorders requires a specific therapeutic context. for 
both the prescriber and the patient, this context sets the stage for suc-
cessful prescription. The following are suggested guidelines for psycho-
tropic medication management in the eating disorder and personality 
disorder population:

identify specific target symptoms and explain to the patient the 
anticipated role of the medication;
explore the patient’s interpretation or understanding of the medi-
cation (Silk, 1999);
prepare the patient for possible side effects (e.g., known weight 
effects of the medication);
anticipate drug sensitivity, which may be more prevalent in those 
patients with histories of early developmental trauma and/or met-
abolic disturbances (e.g., low potassium);
begin medications at low test doses and gradually increase the 
doses to standard levels;
explain to patients the importance of an orderly approach to med-
ications (Trestman et al., 2001) and the need for reasonable drug-
trial durations (e.g., 6 to 12 weeks);
develop a consistent approach for measuring symptom response 
over extended periods of time (e.g., assessing symptom change 
“over the past 4 weeks” according to a rating scale of a, B, C, D, f, 
or the overall percentage reduction of symptoms);
avoid benzodiazepines in patients with axis ii disorders—not only 
are they physiologically addicting, synergistic with other sedating 
medications including alcohol, and liable to cause cognitive impair-
ment (e.g., driving accidents, falls) but in some cases benzodiaz-
epines may paradoxically disinhibit the patient’s behavior;
avoid whenever possible medications that may pose serious risks in 
overdose, such as tricyclic antidepressants and lithium;
avoid dramatic polypharmacy (e.g., three antidepressants) or exces-
sive dosing (e.g., Zoloft 800 mg per day)—the potential benefits of 
such extreme interventions may not outweigh the potential risks 
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of harmful side effects, drug synergism, and/or iatrogenic overdose 
in a physically debilitated patient with an eating disorder; and
anticipate that the more severe the personality disorder is, the 
poorer the response will be to medications (friis, Wilberg, Dam-
men, & Urnes, 1999).

One recurrent dilemma with medications in patients with axis ii 
disorders is the anticipation of an immediate response. lack of a robust 
response may prompt the discontinuation of a drug, with the very quick 
exhaustion of multiple drugs. likewise, overt noncompliance is always a 
potential issue (Spitz, 1999), particularly among self-defeating patients. 
it is also important to recognize the environmental responsiveness of 
the patient’s symptoms (Koenigsberg et al., 2002) and to avoid reflex 
changes in medications with psychosocial crises.

Practice	Point
The following are reasonable expectations of psychotropic medications in 
patients with axis ii disorders:

 1. Medications are meaningful to the overall treatment.
 2. Responses may be modest and possibly dissipate over time.
 3. Residual symptomatology tends to be the rule.
 4. No single medication can be expected to resolve all symptoms in a 

given patient.
 5. How medications work in the treatment of personality disorders is 

currently unknown.

BORDeRliNe PeRSONaliTY 
DiSORDeR aND MeDiCaTiONS

among the personality disorders, borderline personality is the most 
studied with regard to psychotropic medication. Because of this, as well 
as its prevalence among those with eating disorders, we highlight several 
issues with regard to this specific disorder.

first, virtually every class of psychotropic medication has been 
explored in the treatment of borderline personality (e.g., antidepres-
sants, anxiolytics, anticonvulsants, lithium, antipsychotics, opiate antag-
onists). No single medication is consistently effective (Coccaro, 1998; 
Soloff, 1994), and a large placebo effect is observed in most studies 
(Moleman et al., 1999). Second, study samples of patients with border-
line personality have been small (Soloff, 2000), yet ironically these have 
functioned as the basis for treatment recommendations such as those 
proposed by the american Psychiatric association (2001). Third, there 
is virtually no information on the efficacy of drug combinations (e.g., 
combination of antidepressant and anticonvulsant drugs) (grossman, 
2002). fourth, there are no known bona fide predictors of drug response 

•
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in patients with borderline personality (Bagby, Ryder, & Cristi, 2002; 
gardner & Cowdry, 1986). fifth, although most medications have had 
varying degrees of success in patients with borderline personality (Brin-
kley, 1993), most treatment effects are modest, and residual symptoms 
tend to be the rule rather than the exception (Soloff, 2000).

Other important issues relating to medication management in 
patients with borderline personality are (a) the assessment of treatment 
response and (b) the duration of medication treatment. Regarding the 
assessment of the treatment response, target symptoms may be difficult 
to measure as they may tend to wax and wane in the natural course 
of the disorder. in addition, patients with borderline personality may 
unintentionally overstate the severity of some symptoms while under-
reporting other symptoms despite their severity or actual impact on the 
individual’s functioning.

in terms of the duration of medication treatment, there is no current 
empirical data to guide the prescriber (i.e., there are no long-term stud-
ies of medications in borderline personality). Should the prescriber use 
medications briefly for acute symptoms or continuously as prophylaxis 
against symptom recurrence? essentially, the role of extended pharma-
cotherapy remains unknown (ellison & Shader, 2003).

We have previously described a pharmacological approach to border-
line personality (Sansone, levitt, & Sansone, 2004). We suggest begin-
ning with at least two back-to-back trials of selective serotonin reuptake 
inhibitors (SSRis)—for example, sertraline (Zoloft), citalopram (Cel-
exa), escitalopram (lexapro), or fluoxetine (Prozac)—and, if these 
are ineffective, following with a trial of venlafaxine extended release 
(effexor xR). We support the use of SSRis as first-line medications in 
those with borderline personality because these patients are generally 
polysymptomatic and tend to have multiple axis i diagnoses (Sansone, 
Rytwinski, & gaither, 2003; Zanarini et al., 1998; Zimmerman & Mat-
tia, 1999); in turn, SSRis are broad spectrum in their clinical action 
(e.g., effective for depression, anxiety, obsessive-compulsive disorder, 
premenstrual dysphoric disorder, social anxiety disorder, post-traumatic 
stress disorder, panic disorder). in adolescent patients, the use of these 
medications entails careful monitoring, especially for suicidal ideation.

if partially effective, antidepressant therapy may then be aug-
mented by an anticonvulsant such as gabapentin (Neurontin), topira-
mate (Topamax), or valproate (Depakote). if further augmentation is 
indicated, the antidepressant and anticonvulsant may subsequently be 
supplemented with a low-dose, weight-neutral, atypical antipsychotic 
such as risperidone (Risperdal), ziprasidone (geodon), or aripiprazole 
(abilify). These recommendations do not exclude the use of other types 
of medications but rather provide an initial clinical framework or strat-
egy for prescribing.
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Practice	Point
The suggested initial medication approach for patients with eating disor-
ders and borderline personality disorder is as follows:

 1. The prescriber should begin with at least two back-to-back trials of 
SSRis.

 2. if the SSRis are ineffective, the prescriber should follow these medi-
cations with a trial of venlafaxine extended release.

 3. The prescriber may then augment antidepressant therapy, if partially 
effective, with anticonvulsant medications.

 4. The prescriber may consider low-dose, weight-neutral, atypical anti-
psychotics in refractory patients.

5. The prescriber needs to closely monitor all patients, especially 
adolescents. 

The prescription of psychotropic medications in the treatment of 
patients with borderline personality may precipitate a variety of behaviors 
and dynamics. Medication misuse, abuse, and dependence are all poten-
tial risks in these patients, as well as the emergence of suicide attempts 
or low-lethal self-harm behavior through medication overdoses. given 
the potential for splitting, patients with borderline personality may 
polarize therapists and prescribers (when different). Patients with bor-
derline personality may also take an all-or-none approach to the assess-
ment of the therapeutic effects of medication, resulting in very high and 
unrealistic expectations of drug treatment. Because of impulsivity, some 
patients may abruptly curtail drug trials and promptly demand new and 
different medications, a process that can drain medication options very 
quickly. Patients with borderline personality may also use medication 
crises to repetitively establish contact with the prescriber or to main-
tain their status as “the unique and untreatable patient.” These crises 
may relate to exquisite side-effect sensitivity, idiosyncratic responses to 
medications, medication allergies (Sansone, gentile, & Markert, 2000), 
and/or surreptitious noncompliance. Despite these risks, a substantial 
number of patients with borderline personality experience modest yet 
meaningful improvements with medication intervention.

SPeCial CONSiDeRaTiONS WiTH MeDiCaTiONS 
iN PaTieNTS WiTH eaTiNg DiSORDeRS

Anorexia Nervosa

in the treatment of low-weight patients with eating disorders, medi-
cations have been found somewhat ineffective, in comparison to their 
use following weight restoration (american Psychiatric association, 
2000b; Powers, 2000). following weight recovery, antidepressants 
have been found to protect against relapse in anorexia nervosa (Kaye 
et al., 2001). Whether this experience translates to the medication 
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treatment of personality disorder symptoms in low-weight patients is 
unknown, as no research is available.

Bulimia Nervosa

The only medication approved by the food and Drug administration 
for the treatment of eating disorders is fluoxetine (Prozac), which is 
indicated for the treatment of bulimia nervosa. Despite the implica-
tion that fluoxetine may be unique in this regard, other SSRis and non-
SSRi antidepressants (Brewerton, 1999; Peterson & Mitchell, 1999), 
and anticonvulsants (Marx, Kotwal, Mcelroy, & Malhotra, 2003), have 
been successful in the treatment of bulimia. again, empirical evidence 
does not exclude the potential value of other types of medications in 
particular patients or subpopulations. The only medication that is con-
traindicated in the treatment of eating disorders is bupropion (Well-
butrin) because of the enhanced risk of seizures.

Prescribing Suggestions

Because patients with eating disorders are highly sensitive to weight status 
and body issues, we advocate the use of medications that are relatively weight 
neutral (Sansone et al., 2004). These may include sertraline (Zoloft), fluox-
etine (Prozac), venlafaxine (effexor xR), low-dose gabapentin (Neuron-
tin), topiramate (Topamax), buspirone (Buspar), low-dose risperidone 
(Risperdal), ziprasidone (geodon), and aripiprazole (abilify) (Sansone 
et al., 2004). Medications associated with high frequencies of weight 
gain include most tricyclic antidepressants, paroxetine (Paxil), lithium, 
several anticonvulsants (e.g., valproate [Depakote], and most typical and 
several atypical (e.g., olanzapine [Zyprexa], clozapine [Clozaril]) (San-
sone et al., 2004) antipsychotics.

Practice	Point
Weight-neutral medications are advised in prescribing psychotropic drugs 
to patients with eating disorders and personality disorders.

CONClUSiONS

The role of medications in individuals with both eating disorders and 
personality disorders has undergone very little study. Medications have 
been examined among individuals with personality disorders, but these 
empirical studies are fraught with a variety of potential complications. 
it is not precisely known how medications actually work in personality 
disorders, although the current approach to prescription is based on 
a target-symptom approach, which has inherent limitations. Prior to 
prescribing medications in patients with eating disorders and personal-
ity disorders, establishing a prescriptive context tends to set the stage 
for successful intervention. for patients with borderline personality, the 
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risks and benefits of prescription are complicated, and for individuals 
with eating disorders, the effects of medications on body weight are 
particularly relevant. Clearly, a considerable amount of research remains 
to be done on the intersection of eating disorders, personality disorders, 
and medications.

NOTe
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Primary Care Center, 2115 leiter Road, Miamisburg, OH, 45342; tele-
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c H A P t e R

1�
Prognostic Implications 
of Personality Disorders 

in Eating Disorders

KeNNeTH R. BRUCe, PHD
HOWaRD STeigeR, PHD

Personality characteristics are thought to have various etiological and 
clinical implications in the eating disorders (eDs), and have, conse-
quently, intrigued eD specialists for years. We have previously reviewed 
the complex issues pertaining to the role of personality traits and pathol-
ogy in the etiology of eDs (Bruce & Steiger, 2005; Steiger, 2004; Stei-
ger & Bruce, 2004). in the present chapter, we focus on the prognostic 
implications of personality pathology for the eDs—that is, personality 
disorders (PDs) and pathological personality traits. Our chapter cov-
ers the implications of personality pathology for eD symptom status, 
development and onset, natural course, and treatment response. We 
highlight findings, where available, on the importance of personality 
pathology with regard to symptoms and treatment of anorexia nervosa 
(aN), bulimia nervosa (BN), and eating disorder not otherwise speci-
fied (eDNOS)—including binge eating disorder (BeD). Our aim is to 
provide a practice-oriented overview and synthesis of the literature.
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COMORBiD PeRSONaliTY PaTHOlOgY iN THe eDS

Clinical intuition suggests that PDs and eDs go together, and this 
impression is largely borne out by empirical findings. Compared to 
healthy controls, individuals with any type of eD (i.e., aN, BN, and 
eDNOS) are noted to have higher rates of Cluster C PDs (e.g., avoid-
ant, obsessive-compulsive, dependent personalities) as noted in the 
Diagnostic and Statistical Manual of Mental Disorders–Fourth Edition 
(DSM–IV) (american Psychiatric association, 1994) or related person-
ality traits, such as perfectionism and compulsivity (e.g., Devlin et al., 
2002; Herzog, Keller, lavori, Kenny, & Sacks, 1992; Karwautz, Troop, 
Rabe-Hesketh, Collier, & Treasure, 2003; Klump et al., 2004; Mitchell 
& Mussell, 1995; O’Brien & Vincent, 2003; Pratt, Telch, labouvie, Wil-
son, & agras, 2001; Vitousek & Manke, 1994; Wonderlich & Mitchell, 
1992). furthermore, perfectionism, specifically concern over mistakes, 
appears to differentiate patients with eDs from patients with mood, 
anxiety, and substance-use disorders (Bulik et al., 2003), indicating 
that this dimension of perfectionism is relatively unique to the eDs.

in a related vein, patients with “bulimic” eD variants (i.e., BN, aN 
binge eating/purging type, and binge-purge variants of eDNOS, like 
BeD) often show higher rates of Cluster B PDs (e.g., borderline, histri-
onic, or narcissistic personalities) and related traits of impulsivity and 
behavioral, affective, and interpersonal instability (grilo, 2002; Her-
zog, Keller, lavori, et al., 1992; Karwautz et al., 2003; Mitchell & Mus-
sell, 1995; O’Brien & Vincent, 2003; Steiger, Thibaudeau, ghadirian, 
& Houle, 1992). in terms of percentage overlap, a recent quantitative 
review found Cluster C PDs in roughly 45% of individuals with aN and 
44% of individuals with BN, whereas Cluster B PDs were found in 44% 
of individuals with BN (Rosenvinge, Martinussen, & Ostensen, 2000). 
as for specific PD subtypes, a recent review by Cassin and von Ran-
son (2005) determined the most common PD diagnoses, assessed by 
structured clinical interview, to be (a) obsessive-compulsive PD (15%) 
and avoidant PD (14%) for aN, (b) borderline PD (21%) and avoidant 
PD (19%) for BN, and (c) avoidant PD (11%), obsessive-compulsive PD 
(10%), and borderline PD (9%) for BeD. Comorbidity rates are variable 
across studies, but it remains clear that PDs are more common in indi-
viduals with, rather than without, an eD. in other words, eDs and PDs 
co-occur at greater-than-chance levels.

Practice	Point
eDs and pathological personality traits co-occur at greater-than-
chance levels.
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iMPaCT Of MalaDaPTiVe eaTiNg PRaCTiCeS 
ON exPReSSiON Of PeRSONaliTY PaTHOlOgY

Because malnutrition can adversely affect personality functioning 
(Keys, Brozek, Henschel, Mickelson, & Taylor, 1950), apparent person-
ality problems seen in sufferers of eDs can be attributed to the state 
sequelae of an active eD. Consistent with this, various findings show 
that eDs exacerbate features with a “characterological coloring” (ames-
frankel et al., 1992; Bulik, Sullivan, fear, & Pickering, 2000; garner 
et al., 1990; Steiger, leung, Thibaudeau, Houle, & ghadirian, 1993). 
in keeping with this notion, results of very recent studies by Rø and col-
leagues (Rø, Martinsen, Hoffart, & Rosenvinge, 2005; Rø, Martinsen, 
Hoffart, Sexton, & Rosenvinge, 2005) indicate that the remission of an 
eD precedes remission of a PD in a sizable proportion of cases—sug-
gesting substantial secondary effects owing to an active eD. However, 
we note that Rø and colleagues’ studies indicate that changes in PD 
status do not predict changes in eD symptoms.

THe effeCT Of PeRSONaliTY PaTHOlOgY 
ON CURReNT eD SYMPTOMS

eDs have traditionally been construed as expressions of underlying 
personality disturbances (Bruch, 1973; Johnson & Connors, 1987). 
Consequently, there has been an implicit assumption that personality 
pathology should confer an increased risk for eD development and more 
severe eD symptomatology. appealing as this notion is, empirical stud-
ies provide only limited support. for example, studies that compare 
individuals with BN with and without severe personality pathology 
do indeed document more severe general psychiatric symptoms (e.g., 
depression, self-mutilation, drug abuse), interpersonal problems, social 
maladjustment, and histories of sexual abuse in more “characterologi-
cally disturbed” individuals—but not more marked binge/purge fre-
quencies or other eD-specific symptoms (Johnson, Tobin, & Dennis, 
1990; Steiger, Thibaudeau, leung, Houle, & ghadirian, 1994; Won-
derlich & Swift, 1990). Such findings support the conclusion that PDs 
are associated with greater generalized psychopathology and poorer 
social functioning but may have negligible implications for the sever-
ity of eD symptoms, as may have once been believed (gonzalez-Pinto 
et al., 2004; grilo et al., 2003). in a similar vein, some studies have sug-
gested that personality pathology may be more relevant to generalized 
psychopathology in BeD patients than to disturbances in specific areas 
of eating	(fichter, Quadflieg, & Rehm, 2003). Other studies, however, 
have associated personality pathology with more severe binge eating in 
BeD (e.g., Stice et al., 2001; Wilfley et al., 2000).

RT53243.indb   249 5/31/06   5:03:15 PM



2�0 Personality Disorders and Eating Disorders

Practice	Point
although associated with greater generalized psychopathology, per-
sonality pathology does not appear to be systematically associated with 
increased severity of eD symptoms.

iNflUeNCe Of PeRSONaliTY PaTHOlOgY 
ON THe DeVelOPMeNT OR ONSeT Of eDS

Many studies have examined the hypothesis that personality pathology 
precedes the onset of eD symptoms. Rastam (1992) estimated that 67% of 
a sample of adolescents with aN had a PD prior to the eD onset, the most 
frequent of which was obsessive-compulsive PD (35% of cases). Similarly, 
Nagata, Kawarada, Kiriike, and iketani (2000) estimated that parasuicid-
ality, a feature associated with borderline PD, predated the onset of eD 
symptoms in 80% of patients with eDs showing such self-destructiveness. 
Such results imply that personality pathology likely precedes the onset of 
eDs and might therefore confer risk for eD development.

Other research corroborates this notion that personality pathology 
exists independently of active eating disturbances. for example, various 
findings indicate that personality problems may be relatively persistent 
in patients who recovered, or are recovering, from eDs. for example, 
Matsunaga et al. (1999) reported that 26% of patients who recovered 
from aN or BN show an ongoing PD, more often a dramatic-erratic 
cluster PD (i.e., Cluster B) in the case of BN. in patients with aN, 
after weight recovery, other investigators have reported persistent harm 
avoidance (Bloks, Hoek, Callewaert, & van furth, 2004; Klump et al., 
2004); obsessions, compulsions, social-interaction problems (Nilsson, 
gillberg, gillberg, & Rastam, 1999); and perfectionism (Pla & Toro, 
1999; Srinivasagam et al., 1995)—although some studies have indicated 
that these features in recovered patients are still lower than those of 
active ones (e.g., Bizeul, Sadowsky, & Rigaud, 2001; Sutandar-Pinnock, 
Woodside, Carter, Olmsted, & Kaplan, 2003). in a related vein, Stein 
and colleagues (2002) found higher perfectionism to be associated with 
higher eating-related cognitions in women who recovered from BN.

Prospective data examining whether PDs actually heighten the risk 
of developing an eD are relatively rare. However, based on limited 
available data, two recent reviews have reached similar conclusions: (a) 
perfectionism appears to be an antecedent factor for later aN and BN, 
and (b) obsessive-compulsive PD is a risk factor for the development 
of aN but not for BN (Jacobi, Hayward, de Zwaan, Kraemer, & agras, 
2004; Stice, 2002). The same two reviews noted that trait impulsivity 
does not emerge as a consistent factor for the subsequent development 
of an eD. Possible explanations might be that impulsivity is character-
istic of only a subgroup of individuals with eDs or that it emerges more 
robustly after eD onset. alternately, as suggested by Wonderlich, Con-
nolly, and Stice (2004), it may be that impulsivity is multifaceted and 
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that some of its component facets (e.g., specific behaviors such as delin-
quency) confer risk for BN and BeD whereas others (e.g., self-reported 
impulsiveness) do not.

Practice	Point
Perfectionism appears to be a risk factor for the onset or development of 
eD symptoms. impulsivity may be characteristic of only a subgroup of 
patients with eDs, or only some components of the impulsivity construct 
(e.g., self-destructive behaviors) may be associated with eD development.

iNflUeNCe Of PeRSONaliTY PaTHOlOgY 
ON THe NaTURal COURSe Of eD SYMPTOMS

Comprehensive reviews by Jacobi and her colleagues (2004) and Stice 
(2002) concluded that obsessive-compulsive PD and trait perfectionism 
predict poorer natural course outcome for patients with aN. Recent 
studies continue to bear out this notion (e.g., Bloks et al., 2004; Klump 
et al., 2004). in contrast, in the Jacobi et al. and Stice reviews, no per-
sonality trait was found to reliably influence the natural course of BN 
symptoms. Other reviews have, however, concluded that the dramatic-
erratic (Cluster B) PDs, even if having only weak predictive value for 
the course of bulimic symptoms, have stronger value as predictors of 
the course of ongoing, general psychopathology (e.g., symptoms such 
as anxiety or depression) and social maladjustment (Cassin & von Ran-
son, 2005; grilo, 2002; Steiger & Bruce, 2004; Wonderlich & Mitchell, 
2001). This pattern suggests that, in BN, personality pathology may 
have more direct relevance to the course of generalized psychopathol-
ogy symptoms than to eating-specific pathology.

as for the stability of eD syndrome manifestations, Tozzi et al. 
(2005) showed that self-directedness was associated with crossover in 
both directions between aN and BN, whereas crossover from aN to 
BN was associated with parental criticism and crossover from BN to 
aN was associated with low novelty seeking. These findings imply that 
there are few trait factors that predict crossover from aN to BN but 
that low impulsiveness may be associated with risk for aN development 
in individuals with BN.

Practice	Point
Obsessive-compulsive PDs and associated traits (e.g., perfectionism) 
appear to be associated with a poorer course in aN; Cluster B PDs (and 
associated traits) appear to predict a less favorable course of general psy-
chopathological symptoms in BN.
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iMPliCaTiONS Of PDS (aND aSSOCiaTeD 
TRaiTS) fOR eD TReaTMeNT OUTCOMe

Treatment guidelines based on expert consensus from the american 
Psychiatric association (2000) and the United Kingdom National insti-
tute for Clinical excellence (NiCe, 2004) support the idea that, in 
patients with eDs, comorbid PDs require specific clinical attention. The 
american Psychiatric association guidelines state, “[The] presence of a 
comorbid PD, particularly borderline PD, dictates the need for longer-
term therapy that focuses on the underlying personality structure and 
dealing with interpersonal relationships in addition to the symptoms of 
the eating disorder (p. 27).” Similarly, the NiCe guidelines state that 
impulsive patients with BN “may be less likely to respond to a standard 
program of treatment. as a consequence, treatment should be adapted 
to the problems presented (p. 70).”	Together, these guidelines corrobo-
rate the traditionally held notion that comorbid PDs require more elab-
orate treatments than those described in typical eD-focused treatment 
packages. a recent survey of community clinicians has indicated that 
therapists, regardless of theoretical orientation, offer lengthier treat-
ments to patients with eDs and comorbid PDs (particularly those with 
borderline and avoidant PDs) and rate these patients as having poorer 
outcomes on eating symptoms (Thompson-Brenner & Westen, 2005), 
suggesting that these concepts already influence clinical practice.

The preceding suggests that comorbid PDs, in general, negatively 
affect eD outcome. However, a careful review of findings on the impact 
of comorbid PDs for treatment response in different eD subtypes sug-
gests that this conclusion may need to be nuanced.

Anorexia Nervosa

following an extensive review, encompassing 119 treatment outcome 
studies and a total of 5,590 patients, Steinhausen (2002) concluded 
that obsessive-compulsive PD is associated with an unfavorable progno-
sis in aN. it is intriguing that he noted that hysterical personality traits 
(somewhat the antithesis of obsessive-compulsive traits) coincided with 
a favorable prognosis. These findings may reflect the intuitive notion that 
greater or lesser degrees of emotional and interpersonal constriction may 
negatively (or favorably) affect the ability of patients with aN to benefit 
from treatment. in keeping with this notion, three studies that have 
emerged since Steinhausen’s review have found that traits consistent 
with the obsessive-compulsive PD spectrum (namely, perfectionism, 
harm avoidance, and preference for sameness) predict poorer outcome 
in aN (Bulik et al., 2000; fassino et al., 2001; fichter et al., 2003). in 
a related vein, Woodside, Carter, and Blackmore (2004) and Zeeck, 
Hartmann, Buchholz, and Herzog (2005) found that intense maturity 
fears predicted early termination from inpatient treatment for aN. The 
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idea that anxious/fearful PDs and related traits are associated with a 
poorer outcome in aN is corroborated by the findings of two other 
studies that used posttreatment measures of personality pathology to 
reduce the potentially confounding effects of malnutrition (Herpertz-
Dahlmann et al., 2001; Saccomani, Savoini, Cirrincione, Vercellino, & 
Ravera, 1998). in other words, obsessive-compulsive PD and associated 
Cluster C personality traits appear to be associated with poorer treat-
ment outcome in aN.

We note two recent findings that contradict the association of elevated 
PD traits with poorer treatment response in aN. Halmi and colleagues 
(2005) found initial willingness to participate in a clinical trial offer-
ing cognitive-behavioral therapy (CBT) or CBT plus medication to be 
higher in patients with aN and high obsessive preoccupation—although 
obsessionality did not predict treatment completion. Similarly, Zeeck 
and colleagues (2005) found that PDs were not associated with comple-
tion of an inpatient treatment for aN. However, a recent review by 
finfgeld (2002) noted the particularly negative impact of borderline PD 
on treatment response in the binge eating/purging type of aN. in sum-
mary, the evidence generally supports the association between PDs in 
the obsessive-compulsive and borderline spectra and the poorer out-
come in aN.

Bulimia Nervosa

few studies are available that deal with the effects of Cluster C PDs (or 
related traits such as perfectionism and harm avoidance) as prognostic 
indicators for treatment response in BN. One study by anderson, Joyce, 
Carter, Mcintosh, and Bulik (2002), however, found that CBT-induced 
improvements in binge and purge frequencies were independent of 
changes in harm avoidance and self-directedness.

The majority of available studies on BN have explored Cluster B 
PDs and, most often, borderline PD. Some findings have suggested 
that patients with BN and borderline PD (fassino, abbate-Daga, Piero, 
leombruni, & Rovera, 2003) or marked trait impulsivity (agras et al., 
2000) appear more likely to prematurely discontinue therapy, perhaps 
indicating an association between impulsive personality characteristics 
and negative treatment outcome. among treatment completers, how-
ever, data on the observed impact of axis ii disorders on BN treatment 
are equivocal (Bell, 2002; grilo, 2002; Keel & Mitchell, 1997; Quad-
flieg & fichter, 2003; Steiger & Bruce, 2004; Vaz, 1998). Various stud-
ies have reported that Cluster B PDs (or traits) negatively influence the 
response of BN symptoms (e.g., binge eating and vomiting) to treat-
ment (Herzog, Keller, Sacks, Yeh, & lavori, 1992; Johnson et al., 1990; 
Rossiter, agras, Telch, & Schneider, 1993; Steiger, Stotland, & Houle, 
1994). in contrast, other reports have failed to strongly link Cluster B 
PDs or traits to the response of bulimic symptoms to treatment. for 
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example, Wonderlich, fullerton, Swift, and Klein (1994) reported that 
PD comorbidity predicted poorer global response but only weak differ-
ences on indices of bulimic symptoms. Our group found that during 
treatment and at follow-up, individuals with BN and comorbid border-
line PD show greater psychiatric symptoms than do individuals with 
BN who do not have comorbid borderline PD; however, there were 
limited differences on measures reflecting the course of eD symptoms 
(Steiger & Stotland, 1996; Steiger, Thibaudeau, et al., 1994). Norring 
(1993) reported similar findings in heterogeneous eD cases; patients 
showing a “borderline organization” showed the poorest response after 
2 and 3 years, but differences were more pronounced on comorbid psy-
chiatric symptoms rather than on eating-specific ones. furthermore, in 
an elegantly designed analysis, fichter et al. (2003) found the severity 
of bulimic and personality symptoms to be unrelated throughout the 
course of treatment. after an extensive review of the literature on the 
effects of axis ii comorbidity for BN treatment response, grilo (2002) 
concluded that PD is more closely linked to the longitudinal course of 
general psychiatric symptoms (or psychosocial functioning) than with 
fluctuations in the course of the eD symptoms.

Despite the preceding conclusion, it is possible that trait impulsivity 
may yield more reliable prognostic effects. after an extensive literature 
review, Keel and Mitchell (1997) concluded that impulsivity was fore-
most among the prognostic indices for BN, with PD having inconsistent 
effects. Contradictory findings may, therefore, be attributable to the 
fact that a trait dimension (impulsivity), and not general personality 
organization (e.g., borderline PD), accounts substantially for the vari-
ance in outcome.

EDNOS and BED

So far, there are only a few available studies examining the effects of 
PD on treatment outcome for BeD. We found two reports showing that 
comorbid PD may worsen treatment response among those with BeD. 
Wilfley and colleagues (2000) found that the presence of a Cluster B PD 
at pretreatment predicted significantly fewer improvements in binge eat-
ing symptoms in patients with BeD at 1 year after treatment. likewise, 
Stice and colleagues (2001) documented poorer treatment response in 
patients with BeD and a concurrent PD. By contrast, a study by fichter 
and colleagues (2003) suggested that improvements in eD symptoms in 
BeD were not associated with axis ii symptomatology.

Practice	Point
Perfectionism appears to be associated with poorer treatment response in 
patients with aN, and impulsivity appears, at least variably, to be associ-
ated with worsened treatment response in all eD subtypes.
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CONClUSiONS

findings on the clinical and prognostic implications of comorbid person-
ality pathology in those suffering from eDs are at times inconsistent, 
and it is therefore challenging for research-minded clinicians to develop 
evidence-based practice principles for the treatment of personality 
pathology in their patients with eDs. available findings, portraying eat-
ing and personality disturbances as “independent” and “interdependent” 
entities (e.g., for a theoretical discussion and comment, see Steiger & 
Bruce, 2004; Wonderlich, lilenfeld, Riso, engel, & Mitchell, 2005), are 
quite difficult to translate into clinical practice. as a limited first step, 
we offer the following general guidelines.

 1. eD symptoms often exaggerate personality problems—particu-
larly perfectionism and impulsivity. improving nutritional status 
with eD-focused interventions will normally help to improve 
general adaptation and personality functioning. in other words, 
it is not best clinical practice to focus exclusively on personality 
functioning on the assumption that eating symptoms will remit 
when deeper causes are addressed. However, it is perhaps equally 
important not to construe personality functioning as being only 
secondary in the treatment of the eD; clinicians who regard per-
sonality pathology as a “nonspecific factor” and focus exclusively 
on changing eating behaviors are ignoring a large body of research 
that demonstrates the pathoplastic contributions from personality 
factors and negative prognostic treatment implications of person-
ality pathology.

 2. eating and personality problems, at least in terms of natural course 
and treatment response, seem to have mutual effects (e.g., Stei-
ger, Bruce, & israel, 2003; Wonderlich & Mitchell, 1997). logi-
cally, purging behaviors (vomiting, laxative misuse, etc.) may be 
exacerbated by impulsivity and intolerance of anxiety, body dis-
satisfaction may arise from core low self-esteem, and compulsive 
dieting may be a reflection of generalized perfectionistic tenden-
cies. Therefore, therapeutic work aimed at generalized behavioral 
or self-image problems can have indirect benefits in reducing eat-
ing symptoms, when used along with eating-specific interventions. 
as patients learn to tolerate emotional distress and to process 
social experiences more adaptively, they may become less reliant 
on eating symptoms to soothe anxiety, diffuse angry affects, or 
regulate negative self experiences (Steiger, gauvin, Jabalpurwala, 
Séguin, & Stotland, 1999). These considerations have led various 
authors to advocate the use of more person-specific, integrated, 
multimodal treatment approaches that address eD symptoms and 
personality pathology concurrently (fairburn, Cooper, & Shafran, 
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2003; Steiger & Bruce, 2004; Steiger & israel, 1999; Wonderlich, 
Peterson, Mitchell, & Crow, 2000).

 3. Personality functioning affects the therapeutic relationship. for 
this reason, it is unlikely that individuals with eDs and personality 
pathology can be fully treated without attending to the therapeu-
tic relationship experience. The therapeutic relationship is vital as 
the vehicle of alliance, of course. But more so, it may also be an 
essential and direct ingredient of change, especially for patients 
with personality disturbances (see Steiger & israel, 1999). When 
patients have dysfunctional attitudes and expectancies about 
their internal and external worlds (true by definition in the case 
of individuals with comorbid personality pathology), they may 
pull for complementary behaviors from others—including their 
therapists. When such reactions are elicited, it is important for 
therapists to master the forces that inevitably draw them into an 
antitherapeutic stance, in which they confirm patients’ dysfunc-
tional relationship expectancies by evoking negative interpersonal 
experiences. for example, therapists’ overzealous attempts to cure 
sometimes entice them to be overbearing or intrusive, their fears 
of rejection or failure cause them to withdraw from needed levels 
of involvement, their desire to avoid being controlling lure them 
into an overly conciliatory stance, and so on. We believe that eD 
specialists can draw many useful concepts and techniques from an 
existing literature on relationship factors in general psychotherapy 
(see Safran, Muran, Samstag, & Stevens, 2001; Samstag, Muran, & 
Safran, 2004).

 4. finally, whether viewed as etiologically independent or inter-
dependent, personality pathology can be understood, in clini-
cal terms, as an integral part of the active eD syndrome, tightly 
woven into its symptoms, and relevant as both an expression of 
and influence on the presentation and evolution of the eD. indeed, 
some researchers have already argued for more attention to per-
sonality-trait variations in the development of eD diagnostic clas-
sifications (Steiger & Bruce, 2004; Steiger et al., 2003; Westen & 
Harnden-fischer, 2001; Wonderlich & Mitchell, 1997). This con-
cept, applied to treatment considerations, urges that clinicians and 
researchers begin to standardize and evaluate interventions aimed 
at personality components in the eDs.

NOTe
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conclusions about, 108–109
general problems in, 93–99
special problems in, 100–108

of obsessive-compulsive 
personality disorder, 
104–105, 108

of personality disorders, 79–88
challenges with, 79–80
clinician bias in, 98–99
construct problems with, 

93–94
criteria problems with, 94
difficulties in, 91–108
dimensional measures for, 

85–87
informant problems with, 

98–99
interviews for, 81, 83–85
levels for, 17
measure scale problems with, 

94–95
sampling/comparison group 

problems with, 95–96
self-report inventories for, 

80–82
timing problems with, 96–98
two-step approach to, 80, 87

Clinician bias, 98–99
Clomipramine (anafranil), 54
Cloxapine (Clozaril), 241

Cluster a, of personality disorders, 5, 
23, 151

anorexia nervosa in, 24, 26–29
binge eating in, 32–35
bulimia nervosa in, 24, 28, 30–32
childhood trauma associated with, 

62
Cluster B, of personality disorders, 5, 

24, 151
childhood trauma associated with, 

62–64, 68
eating disorders prognosis and, 

151, 248, 250–254
Cluster C, of personality disorders, 5, 

24, 151
childhood trauma associated with, 

64
eating disorders prevalence with, 

154–155
eating disorders prognosis and, 

151, 248, 253
Cognitive analytical therapy (CaT), 

for obsessive-compulsive 
personality disorder, 172

Cognitive-behavioral formulation, 
for avoidant personality 
disorder, 216–218

Cognitive-behavioral therapy (CBT)
for avoidant personality disorder

efficacy of, 213–214, 216, 
226–227

integrative approach to, 
220–221, 226

stages of, 221–225
for borderline personality 

disorder, 188
for eating disorders, 253, 255
for obsessive-compulsive 

personality disorder, 170, 
176

for self-injurious behavior, 54
for social phobia, 214

Cognitive processes
in avoidant personality disorder, 

153–154, 157
as negative, 215, 218–220
treatment strategies for, 

222–226
in borderline personality disorder, 

140–141
functional impairment of, 

185–186
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restructuring strategies for, 
192–193, 203–204

splitting of, 206–208
in obsessive-compulsive 

personality disorder, as 
distorted, 171

in target-symptom approach to 
medications, 235

Cognitive remediation therapy 
(CRT), for obsessive-
compulsive personality 
disorder, 171–172

Cognitive rigidity, eating disorders 
and, 54, 123

treatment strategies for, 171–172
“Cohort effect,” of personality 

disorders, 11
Cohort studies, of eating disorders, 

101
Collaborative longitudinal 

Personality Disorders Study, 
62

Common cause model, of borderline 
personality disorder, 142

Comorbidity(ies)
of axis i and axis ii, 13–14
eating disorders as, see eating 

disorders (eDs)
research problems related to, 96, 

99
Comparison groups, for personality 

disorder assessment
with childhood abuse history, 

62–64, 67
problems with, 95–96

Competition, in group therapy, 209
Complication/scar model, of 

borderline personality 
disorder, 142–143

Compulsivity
definition of, 45
dimensional measures of, 87
in eating disorders, 43–55

assessment difficulties with, 
103

bulimia nervosa example, 48, 
50

distinctions of, 43–45
prognosis implications of, 248, 

255
risk of developing, 15, 34, 

46–47

self-injurious behavior with, 
26, 34, 48, 50–55

transdiagnostic characteristics 
of, 47–49

treatment of, 53–54
impulsivity vs., 45
in personality disorders, see 

Obsessive-compulsive 
personality disorder

Conflict, as influencing factor, 11–12
Conflict management, for borderline 

personality disorder, 
192–193, 205

Confrontation, therapeutic, of 
perpetrators, 210

Conscientiousness, personality 
disorders and, 9, 45

dimensional measures of, 86
Constructs, for personality disorders

diagnosis based on, 3, 5, 8–11, 
16–17, 87

general, 232–233
problems with, 93–94

Contagion phenomenon, in group 
therapy, 209

Contract/contracting, therapeutic, 
borderline personality 
disorder and, 190–191

for high-lethal behavior, 199–200, 
210

for low-lethal behavior, 200–201
Cooperativeness, dimensional 

measures of, 86
Coping, self-injurious behavior 

associated with, 53
Coping skills, for borderline 

personality disorder, 
204–205

Core beliefs
in avoidant personality disorder

as dysfunctional, 218–219
as negative, 215, 217–218, 223
treatment strategies for, 

222–226
in borderline personality disorder, 

restructuring of, 203–204, 
207–208

Cosmetic surgery, 176
Court-documented childhood abuse, 

sample assessments of, 64
Crisis management, 199–200
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Criticism, avoidant personality 
disorder and, 215, 219

CRT (cognitive remediation therapy), 
for obsessive-compulsive 
personality disorder, 
171–172

Culture
borderline personality disorder 

and, 133
role in personality disorders, 4, 

11–13, 17, 150
Cutting, skin, eating disorders and, 

50–52

D

DaPP-BQ (Dimensional assessment 
of Personality Disorder 
Pathology), 85, 87

DBT, see Dialectical behavioral 
therapy (DBT)

Defectiveness, avoidant personality 
disorder and, 217–218

Demoralization, in borderline 
personality patients, 202

treatment strategies for, 202–205
Denial

self-injurious behavior associated 
with, 53

in self-report inventories, of eating 
disorders, 106–107

in trauma recall, 60, 69
Dependent personality disorder

anorexia nervosa in, 26–29
binge eating in, 32–34
bulimia nervosa in, 28, 30–32
childhood trauma associated with, 

63, 67
cultural influences on, 12
diagnostic concepts for, 5

Depression, as comorbidity, 3, 10, 
13–14

assessment difficulties of, 97–98
childhood trauma associated with, 

66
psychotropic medications for, 236
self-injurious behavior associated 

with, 52
Detachment, in avoidant personality 

disorder, 157

Devaluing, in borderline personality 
patients, 202

treatment strategies for, 202–205
Developmental studies, of eating 

disorders, 100–102
Developmental trauma, see 

Childhood trauma
Diagnostic and Statistical Manual 

of Mental Disorders–Third 
Edition (DSM-III), axis i vs. 
axis ii categories of, 3, 61

Diagnostic and Statistical Manual of 
Mental Disorders–Fourth 
Edition (DSM-IV)

avoidant personality disorder 
criteria, 152–153

personality disorders 
classification, 4–5, 24, 61, 
151

psychotropic medication 
evaluation and, 234

personality disorders criteria, 3–4
age appropriateness concerns, 

10–11
assumptions as basis for, 5, 93
challenges to, 5–8
models for, 8–10
problems with, 94

Diagnostic and Statistical Manual 
of Mental Disorders–Text 
Revision (DSM-IV-TR)

anorexia nervosa criteria, 122, 140
borderline personality disorder 

criteria, 134, 140–141
bulimia nervosa criteria, 122–123, 

140
obsessive-compulsive disorder 

criteria, 123, 125
obsessive-compulsive personality 

disorder criteria, 122–124
psychotropic medication 

evaluation and, 234
Diagnostic assessment, of personality 

disorders, see Clinical 
assessment

Diagnostic categories/criteria, for 
personality disorders, 3–4

adolescents and, 10–11
assumptions as basis for, 5, 93
dimensional vs. blended models 

of, 8–10, 43–44
distinctiveness of, 7–8
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eating disorders influence on, 
91–108, 256

maladaptiveness role in, 7, 16
problems with, 93–94
psychotropic medication 

evaluation based on, 234
reliability of, 5–6
validity of, 6

Diagnostic interview for Borderlines–
Revised, 136

clinical adaptation of, 136–137
clinical applications of, 199

Diagnostic interview for DSM 
Personality Disorders–iV 
(DiPD-iV), 84

Dialectical behavioral therapy (DBT)
for borderline personality 

disorder, 211
for obsessive-compulsive 

personality disorder, 
170–171

Dialogue, establishing, for borderline 
personality disorder, 203

Dimensional assessment of 
Personality Disorder 
Pathology (DaPP-BQ), 85, 
87

Dimensional model
of eating disorders, 51–52
of personality disorders, 8–9, 

43–44
classification measures for, 

85–87
of personality traits, five-factors 

of, 9, 86
Disability status, in borderline 

personality treatment, 205, 
210

Dissociation
in borderline personality disorder, 

134, 141
in trauma recall, 60, 69

Dissociative identity disorder, 
childhood trauma 
assessment with, 64

Distortion
cognitive, in obsessive-compulsive 

personality disorder, 171
in eating disorder assessment, 105

self-report inventories and, 
106–107

Diuretic abuse, 51–52

Diversion interventions, in borderline 
personality treatment, 205, 
210

DSM, see Diagnostic and Statistical 
Manual of Mental Disorders 
entries

Dysfunctional assumptions, avoidant 
personality disorder and, 
215, 218–219

treatment strategies for, 224–225
Dysphoria, chronic, in borderline 

personality disorder, 131, 
136–137

E
eating attitudes Test, 187
eating disorders (eDs), as 

comorbidity, 13–15, 248; see 
also specific disorder

aPa treatment guidelines for, 151
assessment difficulties of, 91–108, 

167
clinical examples of, 91–93
conclusions about, 108–109
general personality problems, 

93–99, 256
special problems in, 100–108

avoidant personality and, 149–160
assessment of, 216–220
links of meaning between, 

215–216, 218
treatment strategies for, 

220–227
axis ii disorders with, 23–24, 

154–157
borderline personality and, 

131–145
eclectic treatment approach to, 

197–212
self-regulation treatment 

approach to, 183–195
childhood trauma associated with, 

64, 70–71
complex relational dynamics of, 

149–151
developmental onset of, 

personality pathology effect 
on, 250–251

impulsivity/compulsivity in, 
43–55
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clinical vignettes of, 49–50
distinctions of, 43–45
risk of developing, 46–47
self-injurious behavior and, 26, 

34, 48, 50–55, 71
transdiagnostic characteristics 

of, 47–49
natural course of, personality 

pathology effect on, 251, 
255–256

obsessive-compulsive personality 
and, 121–128

treatment strategies for, 
165–178

prevalence of, 14, 23, 26–36, 
150–151

prognostic conclusions about, 
247–248, 255–256

psychotropic medications for, 
237–238

risk factors for, 46–51, 62–64, 71, 
215

symptoms of, personality 
pathology effect on, 
249–250, 255

treatment outcomes of, 
personality pathology 
implications for, 252–254

treatment strategies for
for avoidant personality 

disorder, 220–227
for borderline personality 

disorder, 183–195, 197–212
for obsessive-compulsive 

individuals, 165–178
eclectic treatment approach, to 

borderline personality 
disorder, 197–212

beginning tasks, 202–205
behavior containment contracts, 

190–191, 199–201, 210
ending tasks, 208–209
entry tasks, 198–202
for groups, 209
indications for, 197–198, 211
middle tasks, 205–208
pitfalls with, 209–211

“ecological niche,” 12–13
educational resourcing skills, in 

borderline personality 
treatment, 192–193

ego-dystonic behavior, in 
compulsivity, 45, 54

ego-syntonic behavior, in self-
injurious behavior, 44, 54

emotional abuse, as risk factor, 
62–64, 152

emotional avoidance, avoidant 
personality disorder and, 
217–219

treatment strategies for, 222–226
emotional neglect, as risk factor, 

62–64
emotions, expression vs. inhibition of

in avoidant personality disorder, 
217–219, 224

in borderline personality disorder, 
69, 141, 204–205

eating disorder prognosis and, 
159, 252

self-injurious behavior associated 
with, 51, 53

empirical studies, on psychotropic 
medications, 233–235, 239

of target-symptom approach, 
235–236

employment
borderline personality treatment 

and, 205, 210
personality disorders and, 8–9

empowerment, borderline 
personality disorder and, 
188–189

entertainment industry, as 
influencing factor, 11–13

entry phase, in borderline 
personality treatment

of eclectic approach, 198–201, 
210

of self-regulation approach, 184, 
187

environment, role in personality 
disorders, 139, 232

escitalopram (lexapro), 239
evidence-based medicine, with 

psychotropic medications, 
233–235, 239

exacerbation/pathoplasty model, 
of borderline personality 
disorder, 142–143

exercise program, for obsessive-
compulsive individuals, 
168–169
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experiences, see life experiences
extraversion, personality disorders 

and, 9, 14
dimensional measures of, 86

F

family dynamics/dysfunction
abuse and, see abuse
as eating disorder factor, 53, 71, 

126, 251
as personality disorder factor, 

11–12, 63, 139, 152
traumatic manifestations of, 63, 

68, 70; see also Childhood 
trauma

family informants, problems with, 
98–99

fear, see anxiety/anxiousness
feelings; see also affect/affective 

disorders
negative, tolerance for, 205
splitting of, in borderline 

personality disorder, 206, 
208

fluoxetine (Prozac), 176, 236, 239, 
241

food, as anorexia treatment, 104
food and Drug administration, 232, 

241
food restrictions

borderline personality disorder 
and, 144, 202

for longevity, 54, 71
assessment difficulties with, 

95, 105, 167
forensic patients, childhood trauma 

associations of, 66
foundation Skills, for borderline 

personality treatment, 188, 
193

frustration, self-injurious behavior 
associated with, 53

functionality continuum, in 
personality disorders, 17, 
150

assessment of, 79
avoidant, 152–153, 157–158

borderline, 138, 140–141, 
185–186, 199

eating disorders and, 140, 249, 
255

G

gabapentin (Neurontin), 236, 239, 
241

gender ratios
in borderline personality disorder 

distribution, 132
in research, 61

genetics
in avoidant personality disorder, 

152
in borderline personality disorder, 

132, 139
in obsessive-compulsive 

personality disorder, 126
predisposition in personality 

disorders, 232
global assessment of functioning, 

17
group treatment, for borderline 

personality disorder, 209

H

Hair pulling, eating disorders and, 
50–52

Harm avoidance
dimensional measures of, 86
eating disorders and, 250, 252

Hippocampus, role in borderline 
personality disorder, 139

Histrionic personality disorder
anorexia nervosa in, 26–29
binge eating in, 32–34
bulimia nervosa in, 28, 30–32
cultural influences on, 12–13
diagnostic concepts for, 5
gender distributions of, 132

Humiliation, avoidant personality 
disorder and, 215, 219

Hypersensitivity, in avoidant 
personality disorder, 157

RT53243.indb   276 5/31/06   5:03:21 PM



Index 2��

Hypervigilance
in avoidant personality disorder, 

157
in borderline personality disorder, 

198

I
ICD-10, see International 

Classification of Diseases–
10th Edition (ICD-10)

immobilization, in group therapy, 
209

impulsivity
in borderline personality disorder, 

136–137, 141
compulsivity vs., 45
definition of, 44, 46
dimensional measures of, 87
in eating disorders, 43–55

anorexia nervosa example, 
48–50

assessment difficulties of, 95, 
99

childhood trauma and, 71
distinctions of, 43–45
prognosis implications of, 248, 

250–251, 253–254
risk of developing, 15, 24, 34, 

46–47
self-injurious behavior with, 

26, 34, 48, 50–55
transdiagnostic characteristics 

of, 47–49
treatment of, 53–54, 254

evolutionary framework for, 
44–45

in personality disorders, 16, 87
psychotropic medications for, 

235–236
serotonin dysfunction associated 

with, 235
inadequacy feelings, in avoidant 

personality disorder, 
152–153, 159

incarcerated offenders, childhood 
trauma assessment of, 64

indecisiveness, personality disorders 
and, 45

independence model, of borderline 
personality disorder, 142

inflexibility, eating disorders and, 54, 
123, 126

inpatients, childhood trauma 
assessment of, 62

adult victims studies, 67
borderline personality studies, 65
other personality disorder studies, 

66
outpatient samples combined 

with, 63, 67
International Classification of 

Diseases–10th Edition 
(ICD-10)

personality disorders classification 
in, 4–5

personality disorders criteria of, 4
international Personality Disorder 

examination (iPDe), 84–85
interpersonal psychotherapy (iPT)

for borderline personality 
disorder, 188

for obsessive-compulsive 
personality disorder, 170

interpersonal relationships
in avoidant personality disorder, 

157, 159, 225
in borderline personality disorder, 

131, 136–138
diagnostic applications of, 

140–141
functional impairment of, 

185–186
splitting, 206, 208
treatment strategies for, 

206–209
cultural influences on, 12–13, 17
eating disorders and, 53, 71, 250, 

252
personality disorders and, 8–9

interpersonal restructuring, for 
borderline personality 
disorder, 204

interviews
for childhood trauma assessment, 

61
for personality disorders 

assessment, 80, 83
dimensional examples, 86–87
problems with, 94–95, 101
self-report inventories vs., 81
semistructured examples of, 

83–85, 136
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intrapsychic assessment, for 
personality disorder, 17

intrapsychic splitting, in borderline 
personality disorder, 206, 
208

introversion, personality disorders 
and, 9

inventories
questionnaires as, see interviews
self-report, see Self-report 

inventories
iPDe (international Personality 

Disorder examination), 
84–85

iPT, see interpersonal psychotherapy 
(iPT)

J

Juvenile delinquents, childhood 
trauma assessment of, 64

L

laxative abuse, 51–52, 71
learning disabilities, 60, 69
life experiences

avoidant personality disorder and
early, 215, 217–218
moderating, 218–219

openness to, dimensional 
measures of, 86

life perspectives, developing 
realistic, 205

lithium, 237, 241
longitudinal studies, 62

of eating disorders, 101
of psychotropic medications, 

234–235

M

Maladaptiveness, in personality 
disorders, 7, 10, 16

dimensional classification of, 9, 
85–87

eating disorder challenges with, 
100–108, 249

interviews for, 81, 83–85
measurement scales for, 80–85

Management skills, in borderline 
personality treatment, 
192–193

Mandometer, 169
Manipulation, self-injurious behavior 

associated with, 51, 53
Mclean Screening instrument for 

Borderline Personality 
Disorder, 134, 136

MCMi-iii (Millon Clinical 
Multiaxial inventory–iii), 
82, 234

Measurement scales, for personality 
traits/disorders, 9, 79–81

borderline, 134–136, 187
dimensional, 85–87
interviews as, 83–85
problems with, 94–95
self-report, 80–83

Medical treatment, for obsessive-
compulsive individuals, 
168–169

Medications, see Pharmacotherapy
psychotropic, see Psychotropic 

medications
Memory recall, of childhood trauma, 

60–61, 69
MeT (motivational enhancement 

therapy), 172
Millon Clinical Multiaxial 

inventory–iii (MCMi-iii), 
82, 234

Minnesota Multiphasic Personality 
inventory (MMPi), 82

in eating disorders study, 103–104
Mirror exposure, supervised, 176
Misrepresentation, in trauma recall, 

60, 69
Mood disorders

eating disorders and, 15, 141
assessment difficulties of, 

97–98, 103
prognosis implications of, 248

noradrenaline dysfunction 
associated with, 235

target-symptom approach to, 
235–236

Mood stabilizers, for impulsivity, 54
Morey MMPi Personality Disorder 

Scales, 82
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Motivation, borderline personality 
disorder and, 188–189

Motivational enhancement therapy 
(MeT), 172

Muscle dysmorphophobia, 175–176

N

Nail biting, severe, 51–52
Narcissistic personality disorder

anorexia nervosa in, 26–29
binge eating in, 32–34
bulimia nervosa in, 28, 30–32
childhood trauma associated with, 

62–63
cultural influences on, 12–13
diagnostic concepts for, 5

Negative automatic thoughts, 
avoidant personality 
disorder and, 218–220

treatment strategies for, 223–225
Negative core beliefs, avoidant 

personality disorder and, 
215, 217–218

treatment strategies for, 223–225
Negative feelings, tolerance for, 205
Neglect, during childhood, as risk 

factor, 62–64, 139
NeO Pi (Neuroticism extraversion 

Openness Personality 
inventory), 9–10

Revised, 85–86
Neurohormonal factors, of 

personality disorders, 139, 
232

Neurological factors, in borderline 
personality disorder, 69, 
132, 139

Neurosis, semi-starvation, 103–104
Neuroticism, personality disorders 

and, 9
dimensional measures of, 86

Neuroticism extraversion Openness 
Personality inventory (NeO 
Pi), 9–10

Revised, 85–86
NiCe guidelines, for eating disorder 

treatment, 252
Nonclinical studies, of childhood 

trauma, 62, 65

Nosological systems, personality 
disorders included in, 4–5

Novelty-seeking, dimensional 
measures of, 86

Nutritional rehabilitation
borderline personality disorder 

and, 202
obsessive-compulsive personality 

disorder and, 168–169

O

Obsessive-compulsive disorder 
(OCD)

diagnostic criteria for, 123, 125
eating disorders with, 121–122, 

126
perfectionism and, 121–123, 

126–128
treatment strategies for, 165–166

Obsessive-compulsive personality 
disorder (OCPD)

anorexia nervosa in, 23–24, 
26–29, 34, 46, 49

assessment difficulties with, 
104–105, 108

binge eating in, 32–34
body dysmorphic disorder with, 

167, 174–176
bulimia nervosa in, 23–24, 28, 

30–32
characteristics of, 165–166
childhood trauma associated with, 

62, 71
compulsivity in, 45, 49; see also 

Compulsivity
cultural influences on, 12
diagnostic concepts for, 5, 9, 87

problems with, 94, 97–98, 105
diagnostic criteria for, 122–124
eating disorders with, 121–128

axis i vs. axis ii distinctions, 
121–122

case report on, 127
definitions for, 122–123
perfectionism and, 121–123, 

126–128
prevalence of, 124–126
prognosis of, 248, 251–253
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symptomatology of, 165–166
treatment approaches to, 

165–178
treatment outcomes of, 176
treatment setting for, 168
treatment strategies for, 165–178

assessment difficulties and, 167
case histories of, 177–178
cognitive rigidity as target, 

171–172
eating disorders and, 165–166
general behavioral techniques, 

169
medical approach, 168–169
medications for, 173–176
perfectionism as target, 

171–172
physical approach, 168–169
psychodynamic approaches, 

172–173
psychoeducational approach, 

168–169
psychotherapeutic approaches, 

172–173
specific behavioral techniques, 

170–171
Obstinacy, eating disorders and, 54, 

123
Olanzapine (Zyprexa), 241
Openness to experience, dimensional 

measures of, 86
Organizing phase, in borderline 

personality treatment
of eclectic approach, 202–205
of self-regulation approach, 184, 

188–192
Outpatients, childhood trauma 

assessment of, 62
adult victims studies, 67
borderline personality studies, 66
inpatient samples combined with, 

63, 67
nonconfirming studies review, 68

P

Pai (Personality assessment 
inventory), 81–82

Panic attacks, psychotropic 
medications for, 236

Paranoid personality disorder
childhood trauma associated with, 

62–63, 67
diagnostic concepts for, 5

Pardon, inability for, eating disorders 
and, 123

Parenting, see family 
dynamics/dysfunction

Paroxetine (Paxil), 241
Path-analytic model, of borderline 

personality disorder, 68
Pathoplasty/exacerbation model, 

of borderline personality 
disorder, 142–143

Pattern recognition skills, in 
borderline personality 
treatment, 192–193

PDi-iV (Personality Disorder 
interview–iV), 84

PDQ-4 (Personality Disorder 
Questionnaire–4), 82

PDs, see Personality disorders (PDs)
Perfectionism

eating disorders and, 46–47, 104, 
108, 121, 159

prognosis implications of, 248, 
250–252

obsessive-compulsive traits and, 
121–123, 167

relationships among, 13, 
126–128

treatment strategies for, 
171–172

personality disorders and, 13–14
Perpetrators, therapeutic 

confrontation of, 210
Persistence

dimensional measures of, 86
obsessiveness and, 121

Personality assessment inventory 
(Pai), 81–82

Personality Belief Questionnaire, 
217, 223

Personality Diagnostic 
Questionnaire–4, 134, 187, 
233

Personality Disorder examination, 
136

Personality Disorder interview–iV 
(PDi-iV), 84

Personality Disorder Questionnaire–4 
(PDQ-4), 82
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Personality disorders (PDs)
abuse as risk factor for, 62–64; see 

also Childhood trauma
assessment levels for, 17, 80; see 

also Clinical assessment
blended models of, 9–10
classification of, 4–5, 24
clusters of, 5, 24
comorbidities of, 13–15
conceptualization of, 3, 16–17
constructs

diagnosis based on, 3, 5, 8–11, 
16–17, 87

general, 232–233
problems with, 93–94

cultural influences on, 4, 11–13, 
17

definition of, 4, 24
diagnostic criteria for, 3–4

challenges to, 5–8
dimensional models of, 8–9, 

43–44
classification measures for, 

85–87
eating disorders with, see eating 

disorders (eDs)
pharmacotherapy for, 231–242; 

see also Psychotropic 
medications

prevalence of, 231
prognostic implications of, 

247–256
temporal stability of, 10–11

Personality styles/traits
adaptive vs. maladaptive, 7, 16, 80
adolescent development of, 11
biosocial model of, 86
confounding components of, 7–8
culture as shaping, 11, 17, 150
eating disorders associated with, 

14–15, 140
assessment difficulties of, 

103–106
instruments to measure, 9

dimensional, 86
problems with, 94–95
timing of, 96–98

in personality disorder assessment, 
17, 80

Pharmacotherapy
for eating disorders, 104,  

240–242, 253

in obsessive-compulsive 
individuals, 173–176

for personality disorders, 231–242
psychotropic, see Psychotropic 

medications
for self-injurious behavior, 54

Phenomenological assessment, for 
personality disorder, 17

Phobias
body image, 167, 175

treatment strategies for, 
174–176, 226

social, role of, 214–215
Physical abuse, as risk factor, 62–64, 

139
Physical neglect, as risk factor, 62–64
Physical treatment, for obsessive-

compulsive individuals, 
168–169

Picking, skin, eating disorders and, 
50–52

PiSia, in Diagnostic interview 
for Borderlines–Revised, 
136–137, 199

Placebo effects, with psychotropic 
medications, 234, 238

Polypharmacy, 237–238
Polysymptomatic disorders, 138, 

149–150
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