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Abstract

The relationship of eating disorders and borderline personality captures attention as
considerable number of eating disorder patients do not respond to treatments as well as the
others. It was speculated that some of these patients also suffer from characterological
pathology that affects the treatment process and outcome. Therefore, the current study focused
primarily on the prevalence of borderline personality disorder among eating disorders and also
investigated the possible relationship between borderline features and unhealthy eating
attitudes and behaviors. 90 participants; 30 eating disorder patients, 30 patients diagnosed with
any other Axis-I disorder, and 30 university students were included to the study. The socio-
demographic and clinical forms, EAT-40 and BPI were used as instruments. The results
indicated that BPI scores did not differ among eating disorder groups and control groups.
Nevertheless, 11.1% of the patients diagnosed with anorexia nervosa, 33.3% of binge-eating
disorder, and 41.5% of bulimia nervosa suited the criteria for borderline personality. On the
other hand, only 20% of the Axis-I patients received borderline personality disorder diagnosis.
Moreover, the regression analysis results yielded a significant positive relationship between
borderline features and unhealthy eating attitudes and behaviors, when patients diagnosed with
anorexia nervosa was removed from the sample. Additionally, female participants and high
SES participants displayed higher unhealthy eating attitudes and behaviors. Finally, alcohol

users, binge-eaters and night-eaters displayed significantly higher levels of borderline features.



Ozet

Yeme bozuklugu tanisi alan hastalarin bir kisminin tedaviye yanit vermemesi, yeme
bozukluklar1 ve sinir kisilik arasindaki iligkiye dikkat cekmektedir. Bu hastalarin ayrica tedavi
stirecini etkileyen karakter patolojileri oldugu diistiniilmektedir. Bu nedenle, bu ¢alisma
ozellikle yeme bozukluklar1 ve sinir kisilik bozuklugunun birlikte goriilme sikligina ve
aralarindaki olasi iliskiye odaklanmistir.30 yeme bozukluigu, 30 Eksen-1 bozuklugu ve 30
iiniversite 0grencisi olmak tizere 90 kisi bu caligmaya katilmistir. Sirasiyla, sosyo-demografik
ve klinik bilgi formu, Yeme Tutum Testi (EAT-40) ve Borderline Kisilik Envanteri (BPI)
kullanilmistir. Sonuglar, gruplar arasinda BPI’nin farklilik géstermedigi yoniindedir. Ancak,
anoreksiya nervosa tanist konmus hastalarin % 11.1inin, tikanircasina yeme bozuklugu tanisi
almislarin % 33.3’ii ve bulimiya nervosa tanisi almislarin %41.5’inin borderline kisilik
bozuklugu kriterlerini doldurdugu bulunmustur. Bunun yani sira, Eksen-1 tanist almis
hastalarin ancak % 20’si bu kriterlere uymaktadir. Regresyon analiz sonuglari, anoreksiya
nervosa tansi almis hastalar 6rneklemden ¢ikartildiginda, borderline kisilik ve sagliksiz yeme
tutum ve davranislar arasinda pozitif bir iliski gostermistir. Ayrica, kadinlarin ve yiiksek
sosyo-ekonomik diizeydeki katilimcilarin daha yiiksek oranda sagliksiz yeme tutum ve
davraniglar sergiledigi bulunmustur. Son olarak, alkol kullanim, tikanircasina yeme ve gece
yeme aligkanliklar1 olanlarin daha yiiksek oranda borderline 6zellikler sergiledikleri

gOriilmiistir.
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A Study Exploring the Relationship

Between Eating Disorders and Borderline Personality Disorder

Eating disorders, defined as a general category of serious pathology in the Diagnostic
and Statistical Manual of Mental Disorders, DSM-IV-TR (American Psychological
Association [APA], 2001), are considered to be one of the most widespread mental health
problems. From the late 1960’s, concepts like body image, weight, and eating behavior
problems attracted substantial level of attention. Especially, over the past decades, eating
disorders have progressively become recognizable for the burdens they bring to general
functioning in life (Shipton, 2004). Accordingly, this particular pathology is a great interest to
the public, researchers, and clinicians, and the number of studies in this area keeps growing.

Aside from the studies that primarily focus on eating disorders, the prevalence of other
psychiatric disorders that accompany this pathology attracts attention. Considering the fact that
most patients diagnosed with eating disorders also suffer from significant characterological
pathology (Kernberg, 1995), it is understandable that the relationship between personality
disorders and eating disorders is one of the most frequently studied topics in literature (Batum,
2008; Bemporad et al., 1992; Dennis & Sansone, 1997; Godt, 2002; Godt, 2008; Lilenfeld,
Wonderlich, Riso, Crosby, & Mitchell, 2006; Livesley, Jang, & Thordarson, 2005; Maranon,
Echeburua, & Grijalvo, 2004; Matsunaga, Kiriike, Nagata, & Yamagami, 1998; Ro, Martinsen,
Hoffart, & Rosenvinge, 2005; R.A.Sansone, Levitt, & L.A. Sansone, 2005; Cassin & von
Ranson, 2005; von Ranson, 2008; Wonderlich & Mitchell, 2001; Wonderlich, 2002).
Indisputably, remarkable studies have evolved around the possible relationship of borderline
personality organization, borderline personality disorder, and eating disorders (Kernberg, 1995;
Livesley et al., 2005; Nooring, 1993; Sansone & Levitt, 2005; Sansone & Levitt, 2006;

Shipton, 2004).



The aim of the current project is two-fold. One aim is to trace the history of the
borderline personality disorder. The second aim is to investigate the prevalence of borderline
personality disorder among patients diagnosed with eating disorders; a topic which I believe
deserves immediate consideration as their comorbidity creates serious complications regarding
treatment process (Abbott et al., 2001; Dennis & Sansone, 1997; Kernberg, 1995; Levitt, 2005;
Wonderlich, 2002; Wonderlich & Swift, 1990). In this context, the possible relationship
between borderline features and unhealthy eating attitudes and behaviors are also explored.

A. Introduction to Eating Disorders

Fairburn and Walsh (2002) proposed a definition of eating disorder as; ‘a persistent
disturbance of eating behavior or behavior intended to control weight, which significantly
impairs physical health or psycho-social functioning’ (p.171).

As a diagnostic group, eating disorders are primarily divided into three main categories;
Anorexia Nervosa, Bulimia Nervosa, and Eating Disorders Not Otherwise Specified (APA,
2001). In addition, ‘Binge-Eating Disorder’ is a newly recognized form of eating disorders,
which is currently classified under Eating Disorders Not Otherwise Specified.

Anorexia Nervosa

Anorexia nervosa is the very first defined diagnostic category of eating disorders. The
essential features of anorexia nervosa are that the individual refuses to maintain a minimally
normal body weight, is intensely afraid of gaining weight, and exhibits a significant
disturbance in the perception of the shape or size of her/his body (APA, 2001). It has been
suggested that weight loss is experienced as an accomplishment and a sign of self-control, and
discipline (PDM, 2006; Smith, 2008).

In 1970, Russell defined the cardinal feature of anorexia nervosa as ‘a morbid fear of
becoming fat’ and stated three main diagnostic criteria (as cited in Giirdal, 1997, p.31; as cited

in Hsu, 1990, p. 115):



1. The patient’s behavior leads to a marked loss of body weight and malnutrition,
behavior that includes fasting, selective carbohydrate refusal, self-induced vomiting,
purgative abuse, or excessive exercise.

2. There is an endocrine disorder that manifests itself clinically by amenorrhea in the
female and loss of sexual interest and potency in the male; and

3. There are present a variety of mental attitudes, such as a morbid fear of becoming
fat, a belief to be thin is to be desirable, a loss of judgment regarding food intake
and body weight, and sometimes depressive and phobic symptoms.

The two subtypes of anorexia nervosa were defined as; (a) Restricting type: weight loss
is due to diet and excessive exercise, and (b) Binge-eating/Purging type: weight loss is due to
self-induced vomiting and/or the misuse of laxatives, diuretics, or enemas.

The DSM-IV-TR (APA, 2001) and the ICD-10 (WHO, 1992) diagnostic criteria for
anorexia nervosa are presented in Appendixes A and B respectively.

Bulimia Nervosa

Bulimia, meaning ‘great hunger’ (Holmes, 2001, p. 399), is another diagnosis among
eating disorders. As a word, bulimia was taken from the Greek bous (ox) and /imos (hunger),
symbolizing the individual’s capacity to eat an entire animal (Beumont, 2002; Vandereycken,
2002). As the word itself implies, bulimia nervosa is characterized with recurrent and
uncontrolled episodes of huge amount of food ingestion, efforts to control weight with methods
such as vomiting, laxative and diuretic abuse, using of diet pills, fasting, dieting, excessive
exercising, chewing and spitting out food, and rumination (Berkman, Lohr, & Bulik, 2007;
Crow & Mitchell, 2001; Kernberg, 1995; Morais & Horizonte, 2002).

Bulimia nervosa was first described by Russell in 1979 with three main diagnostic

criteria (p.445):



1. The patients suffered from powerful and intractable urges to overeat,
2. They seek to avoid the ‘fattening effects’ of food by inducing vomiting or
abusing purgatives, or both,

3. They have a morbid fear of becoming fat.

The DSM-IV-TR (APA, 2001) and the ICD-10 (WHO, 1992) diagnostic criteria for
bulimia nervosa are presented in Appendixes C and D respectively.
Atypical Forms of Eating Disorders

Anorexia nervosa and bulimia nervosa were commonly known forms of eating
disorders. However, a high percentage of individuals who should receive a diagnosis, just do
not fit the standard classification profiles (Fairburn & Walsch, 2002; Keel, 2001). In other
words, although these atypical cases suffer from clinically significant eating disorders, they fail
to fulfill all diagnostic criterions (quantitatively or qualitatively) of neither anorexia nervosa
nor bulimia nervosa (Fairburn & Walsch, 2002; Keel, 2001).

The classification system of these atypical cases have been subject to harsh criticisms as
the majority of eating disorders patients were diagnosed neither with anorexia nervosa nor with
bulimia nervosa, but with eating disorders not otherwise specified, EDNOS (Fairburn, 2007;
Striegel-Moore & Bulik, 2007). Fairburn (2007) stated that the high frequency of the EDNOS
diagnosis could be well explained as a handicap; while the patients could not easily meet
diagnostic criteria, it is practical to classify these cases under EDNOS as no diagnostic criteria
is required.

Binge-Eating Disorder

It is clinically known that a large number of individuals present recurrent episodes of

compulsive eating (de Zwaan & Mitchell, 2001; Morais & Horizonte, 2002). These individuals

uncontrollably ingest huge amounts of food in relatively short periods of time, and unlike



bulimics, they do not engage in regular use of compensatory behaviors, such as vomiting or
laxative use (Grilo, 2002; Morais & Horizonte, 2002; Walsh & Garner, 1997). It is common
that, individuals suffering from binge-eating disorder are above the expected body mass index
and usually, but not necessarily (de Zwann & Mitchell, 2001; Onar, 2008), diagnosed with
obesity (de Zwaan & Mitchell, 2001; Giirdal Kiiey, 2008a; Giirdal Kiiey, 2008b; Grillo, 2002).
On the other hand, similar to individuals diagnosed with bulimia nervosa, the feelings of loss
of control could be stated as one of the main features of binge-eating disorder (de Zwaan &
Mitchell, 2001; Giirdal Kiiey, 2008b; Waller, 2002). As expected, no significant relationship
was found between feeling hungry and binging (de Zwaan & Mitchell, 2001).

Regardless of all questions that remain unanswered about the diagnosis, prognosis, and
treatment, binge eating disorder (BED) was introduced in DSM- IV (APA, 1994) as a
provisional eating disorder diagnosis and recently included in the list of possible new
diagnostic categories of the DSM-IV-TR (APA, 2001). The provisional diagnostic criteria of
binge eating disorder are presented in Appendix E.

B. Epidemiology of Eating Disorders

The prevalence of anorexia nervosa, which is known to have the highest mortality rate
among all psychiatric disorders (Giirdal Kiiey, 2008b; van Hoeken, Seidell, & Hoek, 2005),
has been reported in a range from 0.0 % to 1.0% (Ebert, Loosen, & Nurcombe, 2000; Hoek,
2002; Hoek & van Hoeken, 2003; Kugu, Akyiiz, Dogan, Ersan, & Izgi¢, 2006; Mussell et al.,
2001; Sancho, Arija, Asorey, & Canals, 2007; van Hoeken et al., 2005). The reported lifetime
prevalence of anorexia nervosa among women was found to be 0.3% (APA, 2006; Berkman et
al., 2007; Hoek & van Hoeken, 2003). It was suggested that a more broadly defined anorexia
nervosa is more common than these given rates (APA, 2006).

With regard to bulimia nervosa, the prevalence rates were found to be higher than

those of anorexia nervosa, ranging from 0.0% to 4.5% (APA, 2006; Ebert et al., 2000; Demir,



Eralp Demir, Kayaalp, & Biiyiikkal, 1998; Fairburn & Beglin, 1990; Kugu et al., 2006;
Sancho et al., 2007). The estimates of the lifetime prevalence of bulimia nervosa were found
to be approximately 1% among females (APA, 2006; Berkman et al., 2007; Fairburn &
Beglin, 1990; Hoek, 2002; Hoek & van Hoeken, 2003; van Hoeken et al., 2005) and 0.1
among males (Hoek & van Hoeken, 2003).

For atypical eating disorders, EDNOS, the prevalence rate has been given in a range
from 0.2% to 4.5% (Hoek & van Hoeken, 2003; Sancho et al., 2007). Moreover, binge eating
disorder has been reported within the range of 0.7% to 3% (Berkman et al., 2007; de Zwaan &
Mitchell, 2001; Demir et al., 1998; Hay, 1998, as cited in Striegel-Moore & Franko, 2008;
Hudson, Hiripi, Pope, & Kessler, 2007, as cited in Striegel-Moore & Franko, 2008; Kugu et
al., 2006). The estimates of the lifetime prevalence of binge-eating disorder have found to be
at least 1% (Hay 1998, as cited in Striegel-Moore & Franko, 2008; Hudson et al., 2007, as
cited in Striegel-Moore & Franko, 2008; Hoek & van Hoeken, 2003). Furthermore, the
lifetime prevalence of binge eating disorder in females have been found to be 3.5% and in
males, 2.0% (Hudson et al., 2007 as cited in Striegel-Moore & Franko, 2008).

The incidence rates of eating disorders are problematic as the studies have been
generally composed by screening medical records of health care providers, general
practitioners and specialists (Hoek & van Hoeken, 2003). The incidence rates for anorexia have
followed a seriously increasing trend till 1970’s (Giirdal, 2008b; Hoek, 2002; Sancho et al.,
2007). However, after 1980’s, different opinions have been reported; some researchers
suggested stability over time (Hoek, 2002) whereas others suggested an increasing trend (Hoek
& van Hoeken, 2003; Lucas, Crowson, O’Fallon, & Melton, 1999; Pansberg & Wang, 1994 as
cited in Sancho et al., 2007) especially among young women aged fifteen to twenty four. The

basis of this increase has been generally explained by the public awareness of presence of



eating disorders and/or changes in diagnostic practice which also increases the chances for
seeking treatment (Fairburn & Harrison, 2003).

The incidence of anorexia nervosa varied considerably from 0.10 to 12.0 per 100.000
population per year (Hoek, 2002; Hoek & van Hoeken, 2003; Sancho et al., 2007; van
Hoeken et al., 2005; Lucas et al., 1999). It has been stated that eight females per 100.000,
whereas 0.5 males per 100.000 are diagnosed with anorexia nervosa (Hoek & van Hoeken,
2003; van Hoeken et al., 2005; Lucas et al., 1999; Nielsen, 2001). On the other hand,
regarding bulimia nervosa, the incidence rates were reported as 12 to 14 per 100.000
population per year (Hoek, 2002; Hoek & van Hoeken, 2003; van Hoeken et al., 2005;
Nielsen, 2001). Aside from these given rates, it is crucial to state that, today eating disorders
have become more and more heterogeneous (Hoek & van Hoeken, 2003).

Among all the psychiatric disorders, eating disorders are the most distinctive, in terms
of gender differences; in fact they are regarded as the third most common form of chronic
illness among girls and women (Reijonen, Pratt, Patel, & Greydanus, 2003). The male-female
prevalence ratio of eating disorders was stated in a range of 1:6 to 1:10 (APA, 2006; Beattie,
1988; Hsu, 1990; PDM, 2006; Lucas et al., 1999; Reijonen et al., 2003). In other words, eating
disorders are primarily a female pathology; approximately 90-95 % of individuals diagnosed
with eating disorders are females, whereas approximately 5-10 % of them are males. On the
other hand, an increase in eating disorders among males especially with higher prevalence of
homosexual or bisexual preference has been reported (Giirdal Kiiey, 2008a; Giirdal Kiiey,
2008b; Hsu, 1990; PDM, 2006; Striegel-Moore & Bulik, 2007).

The onset of eating disorders was usually reported around adolescence (APA, 2006;
Ebert et al., 2000; Hoek & von Hoeken, 2003; Hsu, 1990; Reijonen et al., 2003; Striegel-
Moore & Bulik, 2007). Furthermore, as the age of entering puberty is significantly

decreasing, now it is possible to see younger patients suffering from eating disorders (Crow &



Mitchell, 2001; Giirdal Kiiey, 2008a). The bulimia nervosa usually develops within the age
range of 16 to 20 (Crow & Mitchell, 2001; Giirdal Kiiey, 2008a). On the other hand, the onset
of anorexia nervosa is reported as earlier, around the age of 14-18 (Giirdal Kiiey, 2008b;
Reijonen et al., 2003).

Generally, eating disorders tend to be seen in Caucasian, educated, economically
advantaged, and ensconced in Western cultures (APA, 2006; Hsu, 1990; Jordan, Redding,
Troop, Treasure, & Serpell, 2003; Polivy & Herman, 2002). In this conceptualization, eating
disorders are seen as ‘culture bound syndrome’ suggesting that it is primarily a “Western’
epidemic predominantly seen in industrialized, developed countries (Crow & Mitchell, 2001;
Hoek, 2002; Polivy & Herman, 2002; Smith, 2008). In this view, it is also asserted that eating
disorders can be seen in individuals who have adopted and internalized Western values,
Western-defined standards of beauty ideal of extreme thinness and attractiveness (Hsu, 1990;
Striegel-Moore & Bulik, 2007) which promotes the objectification of the body (Morais &
Horizonte, 2002) within the high or middle socio-economic status population (Polivy &
Herman, 2002; Smith, 2008). Clearly, the concept of culture bound syndrome eliminates the
possibility that non-Western, non-white females or individuals with low socio-economic
status could develop eating disorders. In fact, reaching the medical system and in connection,
seeking treatment should be evaluated as an important factor. Similarly, several findings have
suggested that eating disorders do occur among non- Caucasians (Akan & Grilo, 1995;
French, Story, Neumark-Sztainer, Downes, Resnick, & Blum, 1997; Hsu, 1990) and non-
Western cultures. Moreover, it has been declared that there is no statistically significant
difference regarding the socio-economic level of individuals with eating disorders
(Vandereycken & Hoek, 1992). Furthermore, Turkish studies have revealed similar
conclusions (Demir et al., 998; Giirdal, Mirsal, & Cigeroglu, 1997; Izmir, Erman, & Canat,

1993; Yesilbursa, Imre, Tiirkcan, & Uygur, 1992); some suggesting that even though



symptoms differ among socio-economic levels, the primary symptoms of psychopathology do
not vary in different countries or socioeconomic groups (Giirdal et al., 1997). On the other
hand, ‘culture change syndrome’ could explain eating disorders, accepting the encounter of a
different culture as a triggering factor (Vandereycken & Hoek, 1992). According to this view,
immigrants such as Turks and Greeks in Germany are more likely to develop eating disorders
(Hoek, 2002; Vandereycken & Hoek, 1992).

It is also possible to suggest that there are high risk populations where thinness is
mandatory. Eating disorders have been found to be more common in models, dancers,
ballerinas and athletes (Anshel, 2004, as cited in Smith, 2008; APA, 2006; van Hoeken et al.,
2005).

From a more general point of view, risk factors for eating disorders can be listed as;
gender, childhood eating and gastro-intestinal problems, body image and weight concerns,
negative self-evaluation, sexual abuse, alcohol and drug abuse and general psychiatric
comorbidity including comorbid personality disorders.

C. Introduction to Borderline Personality Disorder

As an initial point, person means ‘mask’ signifying the individual’s unique way with
reference to behavior and interpersonal relationships (Gokalp, 1997, p.216). In general,
personality can be defined as an enduring and unique cluster of characteristics; the way an
individual responds emotionally, cognitively, and behaviorally in various situations (Holmes,
2001; Schultz & Schultz, 2001).

Accordingly, personality disorder is a class of mental disorders which can be
characterized by pervasive and persistent patterns of feeling, thinking, and behavior (Holmes,
2001). According to the DSM-IV-TR (APA, 2000), personality disorders are defined by
maladaptive personality characteristics beginning early in life that have consistent and serious

effects on functioning. The symptoms are typically marked in the areas of cognition,
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affectivity, interpersonal functioning, and impulse control (Jackson & Jovey, 2006).
Personality disorders have been grouped under three clusters: Cluster A (paranoid, schizoid,
and schizotypal) is characterized by odd behaviors, humorlessness and social isolation; Cluster
B (antisocial, borderline, histrionic, and narcissistic) is characterized by emotional instability
and distress, angry outbursts, and erratic behavior; Cluster C (avoidant, dependent, and
obsessive-compulsive) is characterized by, social anxiety, avoidance, and inflexibility (Abbott,
Wonderlich & Mitchell, 2001).

Definition of Borderline Personality Disorder

Sansone & Levitt (2005) defined borderline personality disorder as ‘a complex Axis-I11
phenomenon in which affected individuals sustain a superficially intact social fagade in
conjunction with longstanding self-regulation difficulties and self-harm behavior, chaotic
interpersonal relationships, and chaotic dysphoria (p.71). The DSM-IV-TR (APA, 2001) and
the ICD-10 (WHO, 1992) diagnostic criteria for borderline personality disorder are presented
in Appendixes F and G respectively.

Borderline personality disorder is characterized primarily by instability in several areas;
including interpersonal relationships, mood, identity (self-image), thoughts and behaviors
(Holmes, 2001; Paris, 2005). Consistently, Dennis & Sansone (1997) summarized that
borderline individuals commonly have low self-esteem associated with negative self-
perception, significant difficulties in maintaining stable interpersonal relationships with others,
self-regulatory deficits and impulse difficulties. Indeed, the label of ‘borderline’ seems to be
appropriate thinking given the instability of the symptoms; moving up and backing across the
borders (Holmes, 2001). Also, the name implies a chronic characterological organization

which can be replaced in a borderline area between neurosis and psychosis (Kernberg, 1985).
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The Conceptualization of Borderline Personality Organization/ Disorder

The co-existence of intense, erratic and unstable moods of some individuals was
recognized since the earliest records of medical history. In the late 1930’s, with the
contributions of Stern, the concept of borderline were originally coined with an effort to
conceptualize a group of patients existing between neurosis and psychosis. Stern (1938, p.55)
listed and discussed several characteristics for border line group. In 1942, Deutsch (1986)
introduced the concept of ‘as if personality’ that contributed to a more coherent understanding
of borderline organization through highlighting the importance of internalized object relations.

Additionally, several other theoreticians have contributed toward a coherent
understanding of borderline pathology regarding internalized object relations. Knight (1986)
mentioned that although neurotic symptoms can be seen in borderline patients, they should be
evaluated as camouflage of severe regression and weakening of ego functions; realistic
planning, maintenance of object relationships, and defenses against primitive impulses.
Jacobson (1964, as cited in 1986) investigated the vicissitudes of ego and superego formation
in borderline patients and Khan (1960, as cited in Kernberg, 1985) studied the specific
defensive operations and the specific pathology of object relationships in borderline patients.

Above all, Kernberg (1985) introduced the concept of ‘levels of personality
organization’; the most notable contribution to the literature on borderline organization.
Kernberg (1985) has placed the borderline level of organization between neurotic and
psychotic and believed that borderline level included the characteristics of both. According to
his view, borderline personality organization is characterized by identity diffusion, ego
weakness and predominance of primitive defensive operations. The aspects of ego weakness
referred to some characteristics including ‘lack of anxiety tolerance, lack of impulse control

and lack of developed sublimatory channels’ (1985, p.22).
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In Kernberg’s view, there is a predominant disturbance regarding internalized object
relations such that there is a reliance on primitive defensive operations including splitting,
primitive idealization, projective identification, and denial. Thus, in the mechanism of splitting,
‘good’ and ‘bad’ representations are unrelated and actively separated which could be presented
as the primary deficit in borderline personality organization affecting the stability of ego
boundaries. Consistently, Kernberg stated the major defect in the development of borderline
personality organization as individual's ‘incapacity to synthesize positive and negative
introjections and identifications, there is a lack of the capacity to bring together the
aggressively determined and libidinally determined self and object images’ (1985, p. 28).
Hence, these ‘all good’ and ‘all bad’ representations result in rapid switches between idealizing
and devaluating leading to emotional flooding and chaotic interpersonal relationships.
Accordingly, Kernberg mentioned a predominance of pregenital aggressive impulses stemming
from a constitutionally determined intensity of aggressive drives or from severe early
frustration resulting in disturbed object relations and specific ego weaknesses.

Consistent with his perspective, Kernberg (1985) believed that the borderline patients
are fixated at Mahler’s separation-individuation phase. According to this developmental
theory, developing borderline personality organization was associated with the unsuccessful
negotiation of the sub phase of separation-individuation; the rapprochement phase which is
primarily characterized with the ambivalence between symbiosis and autonomy. Therefore, the
mother’s libidinal availability to confine and hold as well as support for independency is
clearly important in order to solve the rapprochement crises. Consistently, from a theoretical
point of view, a severe lack of support from primary caretaker in this particular stage leads to
arrested development marked by swinging from dependency to omnipotence/ grandiosity that

is a dilemma for borderline personality disorder.
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In addition, Kohut studied the etiology, psychodynamics and psychotherapy of
borderline personality disorder. Kohut’s theory (1971; 1977) has focused on the subject of self
object; the sense of cohesion, stability, and resilience of the self. According to this theory,
interference at different stages of development leads to different impairments in the
development of idealizing process or the grandiose self. Thus, Kohut’s theory proposed that
borderline personality disorder is derived from chronic deficiency of parental empathy that also
blocks the development of a cohesive self.

Masterson (1981) has also believed that borderline character pathology emerges as a
developmental arrest resulting from a disruption of the normal separation-individuation
process. The internalization of a relationship that emphasizes the need for helplessness,
compliance, and clinging as the primary condition of attachment leads to borderline pathology.
In addition, in such particular developmental arrest, predominant use of primitive defenses
including splitting, denial, acting out, and projective identification, as well as ego deficits in
the areas of impulse control, frustration tolerance, reality perception, and ego boundaries is
expected. Also, Masterson used the term ‘the disorders of the self triad’ (1981, p. 133) which
refers to the fact that the efforts in activation of the real self evoke an abandonment depression,
followed by a defense used against this dysphoric state. In borderline personality disorder, the
pathological ego, a false defensive self is designed to avoid the experience of the abandonment
depression by maintaining a connection with either or both the rewarding and withdrawing part
of the object.

Moreover, Fonagy, Target, Gergely, Allen, & Bateman (2003) focused on the
importance of secure attachment and argued that at borderline personality disorder develops as
a result of a failure to develop secure attachment, an attachment trauma such as the primary
caretaker’s both physical and psychological neglect and non or inadequate mirroring or

containment, lack of playfulness, establishment of the ‘alien self” and failure of mentalization.
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As mentioned, the role of the primary caretaker and in broader sense the importance of
family relationships was commonly stressed in the etiology of borderline personality disorder
(Freeman et al., 2005; Kernberg, 1985; Kohut, 1971; Kohut, 1977; Mabhler et al., 1975;
Masterson 1981; Fonagy et al., 2003). As Freeman et al., (2005) put together fairly, according
to Kohut the patient suffering from borderline personality had experienced ‘insufficient
mirroring from the mother’, whereas according to Kernberg, it was ‘introjected negative
aspects of the mother’ (p.8).

Finally, it is possible to suggest several other factors associated with vulnerability to
borderline personality disorder that can be summarized as behavioral impulsivity, negative
affectivity, emotional lability, substance abuse, chaotic home environment, disorganized
attachment, severe or chaotic abuse/neglect or trauma and separation/ early loss (Stone &
Hoffman, 2005; Hsu, 1990; Paris, 2005; Wonderlich, 2002).

D. The Relationship of Eating Disorders with Borderline Personality Disorder

Personality traits have long been proposed as a critical determinant of risk for
developing an eating disorder. In the last decades, clinicians have primarily focused on the
issue of whether certain mechanisms increase the risk for both eating disorders and specific
personality characteristics, and the effect of personality on the clinical picture, course and
treatment of eating disorders (Nording, 1993; Wonderlich, 2002).

Clinical observations and empirical research have pointed to a link between personality
disorders and eating disorders, suggesting that diagnosis of personality disorders may be more
common among individuals with eating disorders (Batum, 2008; Cassin & von Ranson, 2005;
Dennis & Sansone, 1997) in a range of 27% to 77% (Bemporad et al., 1992; Godt, 2002; Godt,
2008; Ro et al., 2005; Wonderlich & Mitchell, 2001, Maranon et al., 2004; Matsunaga et al.,

1998).
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In general, the relationship of personality disorders and eating disorders has been
explored through comorbidity studies. Comorbidity studies are considered to be vital for
understanding the underlying psychopathology and etiology of these disorders which in turn
has relevance to the clinical formulation and treatment plan (Abbott, Wonderlich, & Mitchell,
2001; Cassin, & von Ronson, 2005; Lilenfeld et al., 2006; Lilenfeld, Jacobs, Woods, & Picot,
2008; Wonderlich, 2002).

The prevalence of personality disorders among bulimic subjects has been reported to
range from 0% to 84.5% (Dennis & Sansone, 1997; Sansone et al., 2005; Sansone, Fine,
Seuferer, & Bovenzi, 1989). In restricting subtype of anorexia nervosa, the prevalence of
personality disorders was found to be in a range from 31% to 86.7% (Dennis & Sansone, 1997;
Sansone et al., 2005). Also, in binge-eating/ purging subtype of anorexia nervosa, personality
disorders were reported in a range of 70% to 97.4% (Dennis & Sansone, 1997; Sansone et al.,
2005). In binge-eating disorder, the prevalence of personality disorders was found to be 73.1%
(Sansone et al., 2005).

In a review article presenting the noteworthy studies regarding the comorbidity of
personality disorders and eating disorders, (Cassin & von Ranson, 2005), the prevalence rates
of personality disorders among individuals with eating disorders were separately investigated
according to the method of assessment as (a) self-report, and (b) diagnostic interview. The
general point obtained from the prevalence rates of personality disorders among restricting
type of anorexia nervosa, assessed by using self-report, was that the Cluster C personality
disorders (particularly obsessive-compulsive personality disorder), followed by the Cluster B
disorders (especially borderline personality disorder), have the highest comorbidity rates.
Overall, Cluster C personality disorders were found to be predominant in restricting type of
anorexia nervosa and, thus, more than a few studies have yielded similar results (Abbott et al.,

2001; Berkman et al., 2007; Godt, 2002; Godt, 2008; Maranon et al., 2004; Ro et al., 2005;
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Sansone et al., 2005; Wonderlich, 2002). Additionally, for binge eating/ purging type of
anorexia nervosa, borderline personality disorder was found to be predominant, followed
respectively by avoidant or dependent personality disorders, and histrionic personality disorder
(Sansone et al., 2005). Regarding individuals with bulimia nervosa, again the Cluster C
personality disorders followed by borderline personality disorder were found to be most
common. In contrast, some other researchers reported that among people diagnosed with
bulimia nervosa, Cluster B, the borderline personality disorder was the most frequent disorder
(Abbott et al., 2001; Dennis & Sansone, 1991; Matsunaga et al., 1998; Ro et al., 2005; Sansone
et al., 2005; Shipton, 2004; Wonderlich, 2002; Wonderlich & Swift, 1990). Similarly, in a
review by Lilenfeld et al., (2006), it was captured that among the Cluster B personality
disorders, particularly borderline personality disorder was the most common among individuals
with bulimia nervosa.

The results assessed by diagnostic interview have demonstrated that the comorbidity of
restricting type of anorexia nervosa and the Cluster C personality disorders were most
common, whereas among individuals with bulimia nervosa, borderline personality disorder
were undeniably and highly common. Furthermore, in eating disorders not otherwise specified
(EDNOS) group, avoidant (Ro et al., 2005) and with a lower percentage borderline personality
disorder was predominant (Godt, 2002). In addition, among individuals with binge eating
disorder, the most common personality disorders were found to be avoidant, obsessive-
compulsive and borderline. On the contrary, Sansone et al., (2005) have reported that
obsessive-compulsive personality disorder was most common with 16%, and was followed by
the avoidant and borderline personality disorders.

Sansone et al., (2005) have indicated that the personality pathology was most loaded in
bulimia nervosa, then in binge-eating/purging type of anorexia nervosa, followed by binge-

eating disorder, and finally in restricting type of anorexia nervosa (Sansone et al., 2005). On
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the other hand, Maranon et al., (2004) have speculated that binge eating/ purging type of
anorexia nervosa has the highest comorbidity with personality disorders among all subtypes of
eating disorders.

Several personality traits have long been proposed as a critical determinant of risk for
developing an eating disorder. A review by Lilenfeld et al., (2006) noted that negative
emotionality, perfectionism, drive for thinness, poor interceptive awareness, ineffectiveness,
and obsessive personality traits were found as predisposing factors for developing eating
disorders. Additionally, impulsivity, perfectionism, obsessive-compulsiveness, narcissism, and
autonomy were identified as risk factors (Cassin & von Ranson, 2005; Favaro & Santonastaso,
20006; Lilenfeld et al., 2006; Johnson, Cohen, Kasen, & Brook, 2006; von Ranson, 2008).

Overall, in the literature, the relationship of anorexia nervosa, perfectionism and/or
obsessive-compulsive personality disorder (Maranon et al., 2004; Ro et al., 2005; Wonderlich,
2002) and the relationship of bulimia nervosa, impulsivity and/or dramatic-erratic (Cluster B)
personality disorders, specially borderline personality disorder were commonly demonstrated
(Ro et al., 2005; Wonderlich, 2002; Wonderlich & Mitchell, 2001).

E. Possible Explanations for the Relationship of Eating Disorders with Borderline Personality
Disorder
Levitt (2005, p.112) summarized several clinical characteristics of individuals suffering
from the comorbidity of eating disorders and borderline personality disorder such as:
- Poor social skills with pseudo-maturity
- Unable to cope with the demands of life
- Highly controlled, perfectionistic and performance-based
- Narrow psychological and interpersonal experiences
- Chaotic and frequent acting out behaviors

- Predominant affects of shame, guilt, and rage
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- Loss of control

- Wide range of concomitant impulsive and compulsive behaviors
- Multiple hospitalizations

- Life-threatening and pseudo-life threatening behaviors.

Additionally, Wonderlich and Swift (1990) found that in an eating-disordered
population, patients with borderline personality disorder differ from other personality-
disordered patients in their histories of sexual abuse, self-destructiveness, and perceptions of
hostility in their parental relationships.

It has been hypothesized that there are similarities between eating disorders and
borderline personality disorders regarding the affected areas of functioning including impulse
management, difficulties in modulating mood and behavior, maintaining self-esteem,
sustaining adequate relationships with others and constructing an identity (Sansone & Levitt,
2005; Sansone & Levitt, 2006). Several authors have suggested that eating disorder
symptomology may overlap with borderline personality disorder, regarding impulsivity and
affective instability (Abbott et al., 2001; Favaro & Santonastaso, 2006; Sansone & Levitt,
2005; Sansone & Levitt, 2006). Some individuals suffering from bulimia nervosa have been
found to commonly display ‘unstable and intense personal relationships, potentially self-
damaging impulsivity, emotional instability, inappropriate and intense anger, recurrent suicidal
threats or gestures, marked and persistent identity disturbances, chronic feelings of emptiness
or boredom, and fears of abandonment’ (APA, 1994). Self-destructive behaviors such as self-
mutilation; cutting, burning, biting, or bruising body parts, suicide attempts, high-risk
behaviors, alcohol and substance abuse or dependence, promiscuity, stealing, excessive
gambling, excessive shopping are also highly common (Abbott et al., 2001; Dennis & Sansone,

1997; Favaro & Santonastaso, 2006; Hsu, 1990; Kernberg, 1995; Wonderlich 2002).
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It has been speculated that eating disorder patients, in general, tend to display a higher
borderline functionality, compared to other borderline patients (Sansone & Levitt, 2005;
Sansone & Levitt, 2006). Dennis & Sansone (1997, p.439) explained the relationship of
borderline personality with eating disorders by stating that ‘eating disorder behaviors serve a
variety of adaptive functions for borderline patients’ and proposed five functions: (1) the
pursuit of thinness often functions to enhance the patient’s extremely low self-esteem, (2) these
patients usually have limited ability to self-sooth and binge-eating behaviors can be seen as a
self-soothing mechanism, (3) regarding self-regulation difficulties, purging behaviors can give
a sense of self-control, (4) self-destructive behaviors including self-starvation, excessive
exercising, laxative use may be understood as a form of self-punishment, and (5) these
behaviors can be suggested to provide a numbness against experienced intolerable emotional
pain.

Moreover, Dennis and Sansone (1991) have reviewed several developmental theories
that explain the ego deficits of eating disorder patients with borderline personality disorder.
The main focus of these theories is the primary caretaker’s role in promoting or decelerating
the specific developmental tasks that the infant experience. Their conclusion was that a severe
disruption in infants’ early relations interferes with the ability to internalize and structuralize
important ego skills including impulse control, problem solving, object relatedness and affect
modulation.

In addition to all, several etiological models were proposed explaining the relationship
of borderline personality disorder with eating disorders. According to the common cause
model, although borderline personality disorder and eating disorders share a common etiology;
they may have different symptom presentations and/or disease processes (Batum, 2008;
Lilenfeld et al., 2006; Sansone & Levitt, 2005; Sansone & Levitt, 2006). For instance, this

model assumes that a factor such as childhood trauma may increase the risk for developing
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both borderline personality disorder and an eating disorder. The spectrum model also suggests
that borderline personality disorder and eating disorders share the same underlying etiology but
this model assumes that they are not distinct disorders by means of mechanisms of action
(Batum, 2008; Lilenfeld et al., 2006; Sansone & Levitt, 2005; Sansone & Levitt, 2006).
Moreover, this model assumes that eating disorders represent a variant of and/ or a milder form
of borderline personality disorder (Batum, 2008; Lilenfeld et al., 2006; Sansone & Levitt,
2005; Sansone & Levitt, 2006).

The predispositional model suggests that etiologies of borderline personality disorder
and eating disorders are different and that disorder increases the likelihood/risk of developing
the other (Batum, 2008; Jackson & Jovev, 2006; Lilenfeld et al., 2006; Sansone & Levitt,
2005; Sansone & Levitt, 2006). For instance, several studies have conducted to investigate
whether traits as impulsivity, perfectionism, narcissism, autonomy and many more increases
the risk of developing eating disorders (Cassin & von Ranson, 2005; Favaro & Santonastaso,
20006; Lilenfeld et al., 2006; Johnson, Cohen, Kasen, & Brook, 2006; von Ranson, 2008).
According to the pathoplasty model, the etiology of borderline personality disorder and eating
disorders are independent; however, these two conditions interact in such a way that modifies
the presentation and the course of each other (Batum, 2008; Jackson & Jovev, 2006; Lilenfeld
et al., 2006; Sansone & Levitt, 2005; Sansone & Levitt, 2006). For instance, the presence of
eating disorders affects the course of borderline personality disorder which in return has
interactive effects on the course of eating disorders (Sansone & Levitt, 2005; Sansone &
Levitt, 2006). Indeed, in the review presented by Lilenfeld et al., (2006), the presence of
Cluster B personality disorders and/or obsessive-compulsive personality disorder have been
associated with poorer whereas histrionic personality traits and self-directedness have been

linked with more favorable course and/or outcome.
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E. The Aim of the Present Study and Specific Hypotheses
The main purpose of the present study was to investigate the prevalence of borderline

personality disorder among eating disorders. Also, in the light of assumptions of the
predispositional model, the relationship between borderline features and the likelihood of
developing unhealthy eating attitudes and behaviors was also explored. Moreover, several
socio-demographical and clinical variables that are thought to be associated with the
relationship of borderline personality features and eating attitudes and behaviors were
examined in order to bring a deeper understanding. Hence, the hypotheses of the current study
are as follows;

1. The patients diagnosed with eating disorders are expected to be more likely to
score above the cut-off point of Borderline Personality Inventory (BPI>20) and
to be more likely to meet the criteria for borderline personality disorder,
compared to the patients in both control groups. In other words, the prevalence
of borderline personality disorder is expected to be higher in the group which
includes patients diagnosed with eating disorders, than the Axis-I patients
group and/or university students.

2. The bulimia nervosa (BN) group is expected to score higher in BPI than the
binge-eating disorder group (BED) and the anorexia nervosa group (AN)
respectively.

3. Unhealthy eating attitudes and behaviors are expected to increase as a function
of borderline features displayed by the participants. In other words, it is
expected that as the BPI scores increase, the EAT-40 scores also increases.

4. The patients in eating disorders group are expected to score higher on EAT-40

than the Axis-I disorder group and the university student group.
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5. Female participants are expected to score higher in EAT-40, displaying higher
levels of unhealthy eating attitudes and behaviors than male participants.
6. The EAT-40 scores are not expected to differ according to participants’ socio-
economic level.
Method
Participants

A total of 90 individuals participated in the present study, divided into 3 main groups:

Group 1: The patients who have applied to The Eating Disorder Clinic of The German
Hospital and diagnosed with an eating disorder. All of these participants were evaluated by a
psychiatrist and a clinical psychologist according to Diagnostic and Statistical Manual of
Mental Disorders (DSM-IV-TR; APA, 2000) and International Classification of Diseases and
Related Health Problems (ICD-10; WHO, 1992) criteria. After this evaluation process, the
participants who were diagnosed with eating disorders (bulimia nervosa, anorexia nervosa, and
binge-eating disorder) were selected for the study, and the atypical cases (mixed types and
eating disorders not otherwise specified; EDNOS) were excluded. Another psychiatrist’s
professional opinion was not required as there have been no disagreements regarding patients’
diagnosis.

Group 2: The patients who have applied to The German Hospital, and diagnosed with
any other Axis-I disorder were used as a control group for the study. The psychiatric evaluation
process was exactly the same as the eating disordered group.

Group 3: The university students who were studying in a private university in Istanbul
were selected as another control group for the study.

For validity purposes, the participants in both control groups who received a score
higher than the cut-off score (+30) in The Eating Attitudes Test (EAT-40) were excluded from

the study.
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The sample included 65 female participants (72%) and 25 male participants (28%) with
a mean age of 26. The detailed descriptives are presented in Table 1.
Table 1
The Mean, Minimum, Maximum, and Standard Deviation of Participants’ Age according to

Gender

ED University Ax-1

patients students Patients

N Mean Min.-Max. SD N Mean Min.-Max. SD N Mean Min.-Max. SD

Female 28 27 18-48 7 11 21 20-24 1 26 29 18-45 6

Male 2 20 19-23 3 19 23 19-28 2 4 32 27-40 5

The majority of the participants (n=54, 60%) were born in Istanbul and 77 participants
(85%) were living in the big cities for the last 5 years. Moreover, 37 participants (41%) were
currently working, 33 (36%) were students, 11 (12%) were not working, and 7 (8%) were
working and studying at the same time. 68 participants (75%) perceived themselves as
successful students and 63 (70%) of them reported that they have had no missing year of
education. The participants’ level of education is presented in Table 2.

Table 2

The Frequencies and Percentages of Participants’ Level of Education

ED University Ax-1
patients students patients Total Total %
Primary school 1 0 5 6 7%
High school 6 27 5 38 42%

Higher education 23 3 20 46 51%
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Regarding socio-economic status, 65 participants (72%) perceived themselves as
middle, 20 (22%) as high, and 5 (6%) as low. The majority of the participants (n=55, 61 %)
were living with their family, and 14 (15%) were living alone. As for marital status, 74
participants (82%) were single, 12 (13%) were married, and 4 (4%) were divorced. The
majority of the participants’ parents (n=79, 87%) were married, 8 (9%) were divorced, and 3
(3%) were still married but living in different houses. 61 participants (68%) perceived their
parents’ socio-economic level as middle, 27 (30%) as high, and 2 (2%) as low. Regarding the
level of education, 32 mothers (36%) had received higher education, 30 (33%) primary
education, 26 (29%) high school education, and 2 (2%) had no history of education. On the
other hand, 48 fathers (54%) had received higher education, 23 (26%) primary education, and
17 (19%) high school education. Moreover, the majority of the mothers were declared as
unemployed at the moment, 47 (52%) were housewives and 29 (32%) were retired. 12 mothers
(13%) were self-employed and 2 (2%) were government employees. The majority of the
fathers (n=57, 63%) were self-employed, 26 (29%) were retired, 5 (6%) were government
employees, and 2 (2%) were blue-collar workers.

Instruments

The socio-demographic form, the clinical information form, the Eating Attitudes Test
and the Borderline Personality Inventory were administered respectively. In addition, all
participants signed a consent form before entering the study and were informed about the aim
of the study, namely, that the research aimed to investigate the possible relationship of eating
disorders and personality (Appendix H). Moreover, they were assured of anonymity and
confidentiality, and were asked to complete the questionnaires as honestly and as carefully as

possible.



25

The Socio-Demographical Information Form

This form primarily aimed to gather basic socio-demographic information with
questions regarding gender, age, place of birth, marital status, education, longest inhabited
place, status of current accommodation, the parents’ level of education, and employment
status (Appendix I).

The Clinical Information Form

The form consisted of questions investigating specific indicators which are thought to
be related to eating attitudes and behaviors such as weight checking, dieting, bingeing,
compensatory behaviors, body image issues, use of pills to control weight, exercising and use
of cigarette, alcohol and drugs. (Appendix J).

The Eating Attitudes Test-40 (EAT-40)

The Eating Attitudes Test (Appendix K) was developed by Garner and Garfinkel (1979)
as a self-report measure of characteristic eating attitudes and behaviors of the individuals. The
very first Turkish translation of the original test was completed in 1985 by Dogan, and in 1989,
Savasir and Erol retranslated the Eating Attitudes Test and also investigated the psychometric
properties of the test.

The Eating Attitudes Test includes 40 items and the items are presented in a 6-point
Likert scale including ‘always’, ‘very often’, ‘often’, ‘sometimes’, ‘rarely’, or ‘never’. For
questions 1, 18, 19, 23 and 39, the extreme (Savasir & Erol, 1989, pp.19) ratings (always, very
often, and often) were given ‘0’ points whereas non- extreme ratings (never, rarely, and
sometimes) representing pathology were weighted as 3, 2 points and 1 point respectively. For
the rest of the questions, non- extreme ratings (never, rarely, and sometimes) were given 0’
points whereas extreme ratings (always, very often, and often) were weighted as 3, 2 points and
1 point respectively (Savasir & Erol, 1989). According to this rating system, the answers that

do not represent any clinical significance are given no score at all.
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The total score for abnormal eating attitudes and behaviors is calculated by the sum of
the scores assigned to each item. The cut-off score for abnormal eating attitudes and behaviors
is reported to be +30. The reliability and validity study of the Turkish version of the test report
the alpha coefficients for anorexic patients as .65, and the total alpha coefficient for anorexic
patients and the control as .70 (Savasir & Erol, 1979).

The Borderline Personality Inventory

The Borderline Personality Inventory (Appendix L) was developed by Leichsenring
(1999) as a self-report instrument assessing borderline personality organization and borderline
personality disorder. Moreover, it was recommended for dimensional research of borderline
features in Axis-I and Axis-II disorders and for evaluating the intensity of borderline
personality symptoms. As Leichsenring (1999) stressed, this inventory is capable of identifying
borderline patients in high agreement with Kernberg’s definition of borderline personality
organization, Gunderson’s criteria for borderline personality disorder, and diagnostic criterions
of Diagnostic and Statistical Manual of Mental Disorders (DSM-IV-TR, 2001). The Borderline
Personality Inventory consists of 53 items to assess identity diffusion, primitive defense
mechanisms and reality testing and also fear of closeness (fear of fusion), and evaluates the
participants by true/false (yes/no) answers (Leichsenring, 1999; Aydemir, Demet, Danaci,
Deveci, Taskin, & Mizrak, 2003). The total score of the test is calculated by the sum of ‘true’
responses.

The Turkish translation and reliability/validity study of the Borderline Personality
Inventory was completed in 2003 (Aydemir et al.). Later, the study was repeated with an
increased sample size (Aydemir, Demet, Danaci, Deveci, Taskin, & Mizrak, 2006). The
reliability analyses of this research have indicated that the Cronbach alpha coefficient
calculated for the whole group was .92, and for the borderline personality disorders group it

was .84. Also test-retest correlation was found to be statistically significant (r=.67, p<0.005).
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In validity analyses, the cut-off point was found to be 15/16 with a sensitivity of 80.0% and
specificity of 79.3%. The cut-off score obtained from the Turkish version of the inventory
showed a slight difference from the original cut-off point +20. However, still, the Borderline
Personality Inventory was found to be discriminating the borderline personality disorder group

from other psychiatric disorder groups and from the healthy control group well.

Results
The total scores obtained from the EAT-40 are demonstrated in Table 3.
Table 3

The Minimum and Maximum, Means, and Standard Deviations of EAT-40 Scores

Groups N Min. Max. Mean SD

EAT-40 AN subgroup 9 19 74 46.3 17.3
BN subgroup 12 11 64 41.9 17.2

BED subgroup 9 15 46 26.8 10.8

Overall ED group 30 11 74 38.1 17.1

University students 30 5 29 13.5 6.1

Axis-I patients 30 2 26 13.0 5.5

Total 90 2 74 22 16.2




The total scores obtained from the BPI are presented in Table 4.

Table 4

The Minimum and Maximum, Means, and Standard Deviations of BPI Scores
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Groups N Min. Max. Mean SD
BPI AN subgroup 9 3 23 14.6 6.0
BN subgroup 12 8 33 20.8 7.1
BED subgroup 9 6 28 16.6 7.5
Overall ED group 30 3 33 17.4 7.1
University students 30 1 27 13.4 8.1
Axis-I patients 30 1 36 14.1 9.2
Total 90 1 36 15 8.2

Hypothesis 1: The patients diagnosed with eating disorders are expected to be more

likely to score above the cut-off point of BPI (BPI>20) and to be more likely to

meet the criteria for borderline personality disorder, compared to the patients in

both control groups. In other words, the prevalence of borderline personality

disorder is expected to be higher in the group which includes patients diagnosed

with eating disorders, than the Axis-I patients group and/or university students.

Regarding the prevalence of borderline personality disorder among eating disorders,

the Chi Square results demonstrated that the prevalence of borderline personality disorder did

not differ among eating disorder groups and control groups [x* (4, 90) = 3.7, p > .05]. Still, it

was observed that 28.7% of the eating disorder patients met the criteria for borderline

personality disorder (BPI score > 20) compared to 20% of Axis-I patients. In addition, 41.5%

of the patients diagnosed with bulimia nervosa, 11.1% of anorexia nervosa and 33.3% of

binge-eating disorder scored higher than the cut-off point of Borderline Personality Inventory
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and accordingly met the criteria for borderline personality disorder. The prevalence of
borderline personality disorder among all groups of eating disorders is displayed in Table 5.

Table 5

The Prevalence of Borderline Personality Disorder in the Eating Disorder Groups

N of
Groups N BPD %
AN subgroup 9 1 11.1
BN subgroup 12 5 41.7
BED subgroup 9 3 33.3
Overall ED group 30 9 28.7
University students 30 8 26.6
Axis-I patients 30 6 20
Total 90 23 254

*v% (4,90)=3.7, p> .05

Hypothesis 2: The bulimia nervosa (BN) group is expected to score higher in BPI
than the binge-eating disorder (BED) group and the anorexia nervosa (AN) group
respectively.
According to the results of ANOVA, there is no significant difference in BPI scores as
a function of group [F (2, 87) = 2.05, p>.05. The distribution of BPI scores among subgroups

of eating disorders and control groups is presented in Figure 1.
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Figure 1. The distribution of mean of BPI scores according to the different eating disorder sub-

groups
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Hypothesis 3: Unhealthy eating attitudes and behaviors are expected to increase as
a function of borderline features displayed by the participants. It is expected that
the participants’ EAT-40 scores will be predicted by their BPI scores.

The regression analysis results demonstrated a significant relationship between
borderline features and unhealthy eating attitudes and behaviors, = .250, ¢ (4.3) =12.9,p <
.01, once the anorexia nervosa group was excluded from the analysis. The BPI scores also
explained a small yet significant proportion of the variance in EAT-40 scores, R* = .062, F (1,

80) =5.25, p <.01. An illustration of the variance in EAT-40 as a function of BPI scores is

presented in Figure 2.



Figure 2. The distribution of EAT-40 scores as a function of BPI scores
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Hypothesis 4: The patients in eating disorders group are expected to score higher

on EAT-40 compared to the Axis-I disorder group and the university student

group.

The result of ANOVA for EAT-40 scores indicated a significant difference on groups

[F(2,87)=53.7, p<.001]. Moreover, the Post Hoc analysis using LSD yielded a significant

difference between; (a) eating disorder group and university students group (p<.01) and (b)

eating disorder group and Axis-I disorder group (p<.001). On the other hand, university

students and Axis-I patients did not differ significantly on EAT-40 scores (p>.05). The

detailed illustration of EAT-40 scores is presented in Figure 3.



Figure 3. The distribution of EAT-40 scores according to group

Mean EAT-40 Scores

60

EAT-40

N EAT-40

Anorexia Bulimia Binge Eating Axis-I University
Nervosa Nervosa Disorder Patients Students
Groups

*Error bars represent standard error of the mean

Hypothesis 5: Female participants are expected to score higher in EAT-40,
displaying higher levels of unhealthy eating attitudes and behaviors than male
participants.

It was observed that female participants received higher scores on both EAT-40 and
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BPI than male participants. The means and standard deviations of EAT-40 and BPI scores for

each gender are presented in Table 6.



Table 6
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The Means and Standard Deviations of EAT-40 and BPI Scores as a function of Gender

Gender N Mean SD
EAT-40 Male 25 12.7 4.1

Female 65 25.2 17.7
BPI Male 25 14.6 8.5

Female 65 15.1 8.3

The independent sample t-test results revealed that there was a significant effect for

gender [7 (88) =3.5, p<.001], with female participants receiving significantly higher scores in

EAT-40, displaying higher levels of unhealthy eating attitudes and behaviors than male

participants. On the other hand, according to the independent t-test results, gender was not

found to be a statistically significant factor for BPI scores. The gender difference in EAT-40

is shown in Figure 4.
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Figure 4. The distribution of EAT-40 scores as a function of gender.

EAT-40 Scores

35

30 I

25

20

. |

10

Mean EAT-40 Scores

Male Female
Gender

*Error bars represent standard error of the mean

Hypothesis 6: The EAT-40 scores are not expected to differ according to
participants’ socio-economic level.

The results of ANOVA demonstrated a significant difference in EAT-40 scores as a
function of participants’ socio-economic status [F (2, 87) =3.9, p<.005]. The Post Hoc
analysis using LSD yielded a significant difference between middle and high socio-economic
status (p<.01). The low SES group excluded from Post Hoc analysis because of small sample
size (N=5). The difference as a function of SES levels regarding EAT-40 scores is

demonstrated in Figure 5.
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Figure 5. The distribution of EAT-40 scores as a function of SES.

EAT-40

35

30

25 -

20

15 W EAT-40

Mean EAT-40 Scores

10 -

Low Middle High
SES Levels

*Error bars represent standard error of the mean

There were also additional exploratory analyses. It was observed that 40 participants
(45%) reported consuming alcohol. Among these participants, 26 (29%) stated that they used
alcohol once every 3 day to everyday, 21 (24% ) declared that the amount of alcohol taken in a
day varied between 1 to 2 glasses, 9 (10%) up to 3 glasses, and 8 (9%) more than 3 glasses.
The results of the independent samples t-test showed that alcohol users displayed significantly
higher levels of borderline features [z (88) = 2.5, p <.05] than non-users. A second independent
samples t-test revealed that binge-eaters exhibited significantly higher levels of borderline
features [z (88) =2.12, p<.05] than participants who did not binge. Finally, 35 participants
(39%) reported night eating habits, and an independent samples t-test showed a statistically
significant effect for night eating [z (88) = 1.09, p<.005], with night eaters scoring higher on

BPI, and thus, representing higher levels of borderline features.
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Discussion

The primary aim of the current study was to determine the prevalence of borderline
personality disorder among patients diagnosed with eating disorders. As an introduction to the
current study, an overview of the history of the borderline personality was presented, followed
by a discussion of the theoretical and empirical arguments for the relationship between the two
types of disorders. A set of hypotheses concerning this relationship were tested. Moreover,
several dimensions that were thought to be explaining the possible relationship between
borderline features and unhealthy eating attitudes and behaviors were investigated.

It was initially hypothesized that the prevalence of borderline personality disorder was
expected to be higher among the group of eating disorders compared to the control groups. The
analyses failed to support this hypothesis for the eating disorder group as a whole. This
insignificant result is possibly due to the low number of borderline personality disorder
diagnosis in anorexia nervosa subgroup compared to the other subgroups of eating disorders.
Moreover, the bulimia nervosa group was hypothesized to score higher in BPI than the binge-
eating disorder group and the anorexia nervosa group respectively. In fact, the analyses failed
to support this hypothesis as there was no significant difference in borderline personality
disorder scores as a function of group. As mentioned above, the context of the results indicated
that anorexia nervosa group could not be evaluated as a standard subgroup as there was an
elevated variance within the group, meaning some anorexia nervosa patients displayed high
borderline features whereas others displayed none. As the least borderline personality loaded
and the most eating disorder loaded group, anorexia nervosa subgroup was thought to be
different than other groups of eating disorders.

In the light of this differentiation and as the group least loaded with borderline
personality disorder, anorexia nervosa group was excluded from the sample, and thereafter,

the results of the current study demonstrated borderline features predicted and explained a
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small yet significant portion of variance in unhealthy eating attitudes and behaviors. This
finding was important as a partial support of the hypothesis expecting unhealthy eating
attitudes and behaviors to increase as a function of borderline features.

This finding was understandable since the subtypes of anorexia nervosa are
considerably different from one another. In fact, in previous research, binge-eating/purging
type of anorexia nervosa was predominantly associated with borderline personality (all cited
in Dennis & Sansone, 1997).

Moreover, even though anorexia nervosa and bulimia nervosa were grouped under the
same title of pathology, their etiology differs considerably. The literature has pointed out a
relationship between anorexia nervosa and obsessive-compulsive personality, in connection
with perfectionism (Dennis & Sansone, 1997; Favaro & Santonastaso, 2006; Maranon et al.,
2004; Ro et al., 2005; Sansone et al., 2005; Wonderlich, 2002) whereas for bulimia nervosa,
the relationship was bound to dramatic-erratic (Cluster B) personality disorders, and
especially borderline personality, in connection with impulsivity (Abbott et al., 2001; Dennis
& Sansone, 1991; Dennis & Sansone, 1997; Matsunaga et al., 1998; Ro et al., 2005; Sansone
et al., 2005; Shipton, 2004; Wonderlich, 2002; Wonderlich & Swift, 1990). Moreover, it was
stated that bulimia nervosa patients are more likely than anorexia nervosa patients to fit the
description of borderline personality disorder (Shipton, 2004).

Nevertheless, 28.7% of eating disorder patients met the criteria for borderline
personality disorder. This finding was consistent with the comorbidity ranges given in the
literature (Bemporad et al., 1992; Godt, 2002; Godt, 2008; Maranon et al., 2004; Matsunaga et
al., 1998; Ro et al., 2005; Sansone & Levitt, 2005; Sansone et al.., 2005; Wonderlich &
Mitchell, 2001).

In addition, 41.7 % of the bulimia nervosa patients fulfilled the criteria for borderline

personality, with the highest percentage. Consistent with the conclusion of Sansone et al.,
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(2005), bulimia nervosa appeared to be the most personality pathology loaded group among
eating disorders. Also, several studies concluded that borderline personality disorder is more
prevalent in individuals suffering from bulimia nervosa (Dennis & Sansone, 1997; Matsunaga,
1998; Ro et al., 2005; Sansone et al., 2005; Sansone et al., 1989) Indeed, Sansone et al., (1989)
pointed four major former researches which have especially studied the prevalence of
borderline personality among those with bulimia nervosa.

The prevalence rate of 41.7% for bulimia nervosa was consistent with the findings of
several studies in which prevalence rates were ranging from 35% to 44% (Bulik et al., 1995,
as cited in Cassin & von Ranson, 2005; Gwirstman, Roy-Bryne, Yager, & Gerner, 1983; as
cited in Sansone et al., 1989; Inceoglu et al., 2000; Johnson, Tobin, & Enright, 1989; as cited
in Sansone et al., 1989; Ristvedt et al., 1996, as cited in Cassin & von Ranson, 2005). On the
other hand, Dennis & Sansone (1997) declared prevalence rates ranging from 1.9% to 75%,
with an average of 34%, stressing the wideness of and discrepancy among findings. While
several studies stated quite lower prevalence rates such as 28% ( Sansone et al., 2005) and 30%
(Ro et al., 2005) it is possible to find much lower prevalence rates in the literature (Berkman
et al., 2007; Godt, 2002; Godt, 2008; Fichter, Quadflieg, & Hedlung, 2008; Maranon et al.,
2004; Matsunaga et al., 1998; Pope, Frankenberg, Hudson, Jonas, & Yurgelun-Todd, 1987; as
cited in Sansone et al., 1989; Wonderlich, Swift, Slotnick, & Goodman, 1990). For example,
the research by Sansone et al., (1989) aimed to assess the borderline symptomology in bulimic
patients; participants were administered three different borderline assessments and it was found
that 39% of the bulimic were classified as borderline according to at least one measure, 29%
according to two measures, and 18% according to all three measures.

The comorbidity of borderline personality disorder and bulimia nervosa has been
frequently explained by self-destructiveness, (Abbott et al., 2001; Dennis & Sansone, 1997,

Favaro & Santonastaso, 2006; Hsu, 1990; Kernberg, 1995; Sansone et al., 2005; Wonderlich
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2002; Wonderlich & Swift, 1990), impulsivity and affective instability (Abbott et al., 2001;
Favaro & Santonastaso, 2006; Sansone et al., 2005; Sansone & Levitt, 2005; Sansone &
Levitt, 2006) as well as conflictual family structures (reviewed in Dennis & Sansone, 1991).
In addition, it is known that individuals with bulimia nervosa display higher levels of
impulsivity as exemplified in the behaviors of binge eating and purging. Shipton (2004, p.54-
55) described some features of patients suffering from bulimia nervosa that seems highly
associated with borderline personality as ‘unstable and intense personal relationships, self-
damaging impulsivity, emotional instability, inappropriate and intense anger, (...), and
chronic feelings of emptiness or boredom’.

Moreover, 33.3% of the binge-eating disorder group fulfilled the criteria for borderline
personality disorder. Frankly, this prevalence rate appears to be considerably high compared
with the literature. Sansone et al., (2005) reported the prevalence of borderline personality
disorder among individuals with binge eating disorder at around 12%. Moreover, it is
possible to find different prevalence rates ranges from 7% to 14 % in the literature (Berkman
et al., 2007; Fichter et al., 2008; Telch & Stince, 2008; Wilfley, Friedman, Dounchis, Stein,
Welch, & Ball, 2000).

Finally 11.1% of patients diagnosed with anorexia nervosa suited the criteria for
borderline personality disorder. The prevalence rates obtained from studies that used
diagnostic reviews seem pretty low, ranging from 3% to 6% (Cassin& von Ronson, 2005;
Matsunaga et al., 1998). On the other hand, the prevalence rates gathered from self-reports
ranges from 17% to 60% (Cassin & von Ronson, 2005; Godt, 2001; Ro et al., 2005). In an
article (Sansone et al., 2005) which also summarized the literature regarding prevalence of
personality disorder among those with eating disorders, it appeared that a number of
researches have divided anorexia nervosa into its subtypes as restricting and binge-eating

purging anorexia nervosa, and reported that 10% of restricting anorexia nervosa and 28% of
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binge-eating purging anorexia nervosa have received borderline diagnosis. Unfortunately, the
present study did not make such differentiation. Nevertheless, these wide ranges regarding the
prevalence of borderline personality might originate from the methodological differences in
data collection as well as from the natural diversity that arises as a result of differentiation in
subtypes of anorexia nervosa.

Moreover, the results demonstrated gender as a significant risk factor for unhealthy
eating attitudes and behaviors. As hypothesized, the female participants scored significantly
higher, displaying higher unhealthy eating attitudes and behaviors than male participants.
Indeed, eating disorders appeared to be the most gender distinctive group among all
psychiatric disorders. In the present study, the overwhelming majority (93%) of the patients
diagnosed with eating disorders were female. This finding was perfectly compatible with the
declared male-female percentages for eating disorders; 90-95 % females and 5-10% males
(APA, 2006; Hoek, 2002; Hsu, 1990; PDM, 2006; Lucas et al., 1999; Reijonen et al., 2003).

Another expectation of the study was that socio-economic status (SES) would not
make a difference in the amount of unhealthy eating attitudes and behaviors. The results
failed to support this hypothesis. Unfortunately, in the current study, the number of low SES
participants was too small for variance analyses. The participants ranked in the high SES level
were found to display higher unhealthy eating attitudes and behaviors than participants ranked
in the middle SES level. Even though, this finding was compatible with conventional Western
literature (Polivy & Herman, 2002; Smith, 2008; Vandereycken, 2002; Vandereycken &
Hoek, 1992), it contradicts with the recent literature (Vandereycken & Hoek, 1992). It is also
different from the findings of some Turkish studies (Demir et al., 998; Giirdal, Mirsal, &
Cigeroglu, 1997; Izmir, Erman, & Canat, 1993; Yesilbursa, imre, Tiirkcan, & Uygur, 1992)

that point to a lack of relationship between socio-economic status and eating disorders.
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One reason for the low representation of low SES participants in this study has to do
with the difficulty of reaching the medical system and getting professional help in Turkey. In
fact, this was stated as a challenging factor for the low SES individuals. In countries where
the social health systems function better, eating disorders are also prevalent in the low SES
population (Vandereycken & Hoek, 1992). Still, the nature of the sample could also affect
these results as the data were gathered from a private hospital, The Eating Disorders Clinic of
Alman Hospital. However, the data of control groups were also collected from the Psychiatric
Unit of the same hospital and from a private university.

Finally, the results demonstrated that binge-eaters, night-eaters and alcohol users
presented significantly higher levels of borderline features. In previous research, several
similarities of the binge eating disorder and the night eating syndrome have been defined such
as they are both seen in overweight and obese individuals and they both experience
considerable amount of emotional distress and feelings of loss of control (Allison, Grilo,
Mashep, & Stunkard, 2005).

Additionally, a study found that 44% of the participants diagnosed with night eating
syndrome also fulfilled binge eating disorder criteria (Stunkard et al., as cited in Napolitano,
Head, Babyak, & Bluementhal, 2001). Also, the night eating syndrome has been characterized
with the combination of night eating and bingeing rather than night eating alone (Napolitano
etal., 2001).

It is known that borderline individuals present impulse difficulties, commonly
expressed in self-destructive behavior and self-regulatory problems (APA, 2001; Dennis &
Sansone, 1997; Sansone & Levitt, 2005). Hence, it makes sense to evaluate bingeing behavior
and night eating as highly impulsive acts. Impulsivity is conceptualized as a trait rather than a
state feature and defined as ‘the presence of impulsive behavior (e.g., kleptomania,

addictions...binge eating..) or emotions that lead to impulsive reactions such as fear or anger,
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which are difficult to resist and may be harmful to oneself or others’ (Beck & Mak, 1995, as
cited in Favaro & Santonastaso, 2006, p.44). Moreover, borderline patients have limited
capacity to self-sooth and it has been suggested that bingeing behaviors could be used as a
mechanism that often supports self-soothing (Dennis & Sansone, 1997) as well as night
eating. Also, regarding sense of control, it is known that individuals with borderline
personality suffer from sense of loss of control, which could be triggered with both bingeing
and night eating habits. Finally, the relation of alcohol and borderline features could be
evaluated through impulsivity. The difficulties regarding impulse control could be expressed
via self-regulation problems that may manifest themselves as alcohol abuse (APA, 2006;

Dennis & Sansone, 1997; Welch & Fairburn, 1996 as cited in Favaro & Santonastaso, 2006).

Conclusion

The current study focused on the prevalence of borderline personality disorder among
patients diagnosed with eating disorders, a topic which has not previously been studied in
Turkey; also, several variables that were thought to be affecting the possible relationship
between borderline features and unhealthy eating attitudes and behaviors were investigated.

The research design is fairly powerful as it included the study group of eating disorder
patients and two other control groups. One control group was university students; the other
control group was recruited from patients diagnosed with any other Axis-I disorder, in order to
observe whether borderline personality is more common among those with eating disorders
compared to individuals with other Axis-I diagnosis. As criticized by Batum (2008), very few
studies compared eating disorders and other Axis-I disorders when studying comorbidity of
personality disorders.

A major limitation of the study has to do with the sample. First of all, the sample size

was too small. It was difficult to find a sufficient number of eating disorder patients as the
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inclusion criteria were pretty limiting. Atypical and mixed types were excluded from the study
to avoid any complications resulted from the mixed inner dynamics of the patients. As
mentioned earlier, the majority of eating disorders patients tend to be diagnosed neither with
anorexia nervosa nor with bulimia nervosa, but with eating disorders not otherwise specified as
it requires no diagnostic criteria. Other researchers (Ro et al., 2005) have also complained that
sometimes it is difficult to get large enough samples while conducting research on eating
disorders.

Another limitation was that many patients, who have applied to The Eating Disorder
Clinic of Alman Hospital were excluded from the study as they have not reached the
recommended age for the borderline personality diagnosis. It is known that eating disorders
patients are commonly pre-adolescences or adolescences. Therefore, eating disorder patients
who were under the age of 18 and therefore below the age criteria for borderline personality
diagnosis criteria were not able to participate in the study. Finally, the Psychiatric Unit of
Alman Hospital is an outpatient psychiatric setting. Therefore both the eating disorder patients
and Axis-I patients were outpatients. In literature, it has been speculated that inpatients suffer
more from borderline personality than outpatients (Favaro & Santonastaso, 2006).

For future studies, my recommendation is to try to have equivalent numbers of
participants in the different subgroups of eating disorders could be evenly distributed in order
to conduct variance analyses. The research design can also be extended to include the
subgroups of anorexia nervosa and bulimia nervosa as separate study groups. Finally, other

specific Axis-I disorder groups could be included to observe different trends.
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Appendix A: The Diagnostic Criteria for Anorexia Nervosa According to the DSM-IV-TR.

A. Refusal to maintain 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 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, i.e., the absence of at least three consecutive
menstrual cycles. (A woman is considered to have amenorrhea if her periods occur
only following hormone, e.g., estrogen, administration.)

Specific types:

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 win binge-eating or purging behavior (i.e., self-induced vomiting or

the misuse of laxatives, diuretics, or enemas).

Adopted from APA, 2001
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Appendix B: The Diagnostic Criteria for Anorexia Nervosa According to the ICD-10.
For a definite diagnosis of anorexia nervosa:

(a) Body weight is maintained at least 15% below that expected (either lost or never
achieved), or Quetelet's body-mass index is 17.5 or less. Prepubertal patients may show
failure to make the expected weight gain during the period of growth.

(b) The weight loss is self-induced by avoidance of "fattening foods" and one or more of
the following: self-induced vomiting, self-induced purging; excessive exercise; use of
appetite suppressants and/or diuretics.

(c) There is body-image distortion in the form of a specific psychopathology whereby a
dread of fatness persists as an intrusive, overvalued idea and the patient imposes a low
weight threshold on himself or herself.

(d) A widespread endocrine disorder involving the hypothalamic-pituitary-gonadal axis is
manifest in women as amenorrhea and in men as a loss of sexual interest and potency.
(An apparent exception is the persistence of vaginal bleeds in anorexic women who are
receiving replacement hormonal therapy, most commonly taken as a contraceptive
pill.) There may also be elevated levels of growth hormone, raised levels of cortisol,
changes in the peripheral metabolism of the thyroid hormone, and abnormalities of
insulin secretion.

(e) If onset is prepubertal, the sequence of pubertal events is delayed or even arrested
(growth ceases, in girls the breasts do not develop and there is a primary amenorrhea;
in boys the genitals remain juvenile). With recovery, puberty is often completed

normally, but the menarche is late.

Adopted from WHO, 1992
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Appendix C: The Diagnostic Criteria for Bulimia Nervosa According to the DSM-1V-TR.

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 in order to prevent weight gain, such
as self-induced vomiting, misuse of laxatives, diuretics, enemas, or other medications,
fasting; 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.

Specific types:

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

Non-purging Type: During the current episode of Bulimia Nervosa, the person has used

other inappropriate compensatory behaviors, such as fasting or excessive exercise, but has

not regularly engaged in self-induced vomiting or the misuse of laxatives, diuretics, or

enemas.

Adopted from APA, 2001
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Appendix D: The Diagnostic Criteria for Anorexia Nervosa According to the ICD-10.

For a definite diagnosis of bulimia nervosa:

(a) There is a persistent preoccupation with eating, and an irresistible craving for
food; the patient succumbs to episodes of overeating in which large amounts of
food are consumed in short periods of time.

(b) The patient attempts to counteract the "fattening" effects of food by one or more of
the following: Self-induced vomiting,; purgative abuse, alternating periods of
starvation; use of drugs such as appetite suppressants, thyroid preparations or
diuretics. When bulimia occurs in diabetic patients they may choose to neglect their
insulin treatment.

(¢) The psychopathology consists of a morbid dread of fatness and the patient sets
herself or himself a sharply defined weight threshold, well below the premorbid
weight that constitutes the optimum or healthy weight in the opinion of the
physician. There is often, but not always, a history of an earlier episode of anorexia
nervosa, the interval between the two disorders ranging from a few months to
several years. This earlier episode may have been fully expressed, or may have
assumed a minor cryptic form with a moderate loss of weight and/or a transient

phase of amenorrhea.

Adopted from WHO, 1992



60

Appendix E: The Diagnostic Criteria for Binge Eating Disorder According to the DSM-1V-TR.

A. Recurring episodes of binge eating. The two characteristics of a binge eating

episode are:

1.

Eating a much larger amount of food than most people would consider normal
under similar circumstances and within the same time frame (eating may
continue for several hours).

While eating, there is a feeling of loss of control over the amount of food or type

of food being consumed.

B. Binge eating episodes are related to at least three of the following:

1.

2.

3.

4.

5.

Eating until feeling uncomfortably full.

Eating large quantities of food when not even hungry.
Eating noticeably faster than is considered normal.
Eating alone due to embarrassment of overeating.

Feelings of disgust, depression, or guilt after a binge.

C. There is obvious distress concerning binge eating behavior.

D. On average, binge eating takes place twice weekly, and has done so for 6 months.

E. There are no recurring efforts to compensate for binge eating, such as purging or

excessive exercise. The disorder occurs at times other than during episodes of anorexia

nervosa or bulimia nervosa.

Adopted from APA, 2001
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Appendix F: The Diagnostic Criteria for Borderline Personality Disorder According to the

DSM-IV-TR.

Five out of nine criteria listed below are required as being present for a significant

period of time;

1.

Frantic efforts to avoid real or imagined abandonment (Not including suicidal or self-
mutilating behavior covered in Criterion 5).

A pattern of unstable and intense interpersonal relationships characterized by
alternating between extremes of idealization and devaluation.

Identity disturbance: markedly and persistently unstable self-image or sense of self.
Impulsivity in at least two areas that are potentially self-damaging (e.g. promiscuous
sex, eating disorders, binge eating, substance abuse, reckless driving) [Again, not
including suicidal or self-mutilating behavior covered in Criterion 5].

Recurrent suicidal behavior, gestures, threats, or self-mutilating behavior such as
cutting, interfering with the healing of scars (excoriation) or picking at oneself
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).

Chronic feelings of emptiness, worthlessness.

Inappropriate anger or difficulty controlling anger (e.g., frequent displays of temper,
constant anger, recurrent physical fights).

Transient, stress-related paranoid ideation, delusions or severe dissociative symptoms.

Adopted from WHO, 1992
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Appendix G: The Diagnostic Criteria for Borderline Personality Disorder According to the
ICD-10
1. Impulsive type: The predominant characteristics are emotional instability and lack of
impulse control. Outbursts of violence or threatening behavior are common,
particularly in response to criticism by others.
Includes:
* explosive and aggressive personality (disorder)
Excludes:

* dissocial personality disorder

2. Borderline type: Several of the characteristics of emotional instability are present, in
addition, the patient's own self-image, aims, and internal preferences (including sexual)
are often unclear or disturbed. There are usually chronic feelings of emptiness. A
liability to become involved in intense and unstable relationships may cause repeated
emotional crises and may be associated with excessive efforts to avoid abandonment

and a series of suicidal threats or acts of self-harm (although these may occur without
obvious precipitants).

Includes:

* borderline personality (disorder)

Adopted from APA, 2001
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Appendix H: The consent form in Turkish

ARASTIRMA iZiN VE ONAY FORMU

“Yeme Bozuklugu ve Kisilik’ adl1 arastirmanin yeme tutum ve davranislart ve bir takim kisilik
oOzelllikleri arasindaki iligkiyi anlama ihtiyacina yonelik diizenlendigi diislincesiyle;
katilacagim arastirmanin ve sonuglarinin, bu tip c¢aligmalarda incelenmesi amaciyla
kullanilmasina onay verir, sadece ve sadece bu amacla kullanilmasinda sakinca olmadigini

beyan ederim.

Caligma ile ilgili yaziy1 okudum ve anladim.

Ad-Soyad :

Tarih:.../.../....

Uygulayan
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Appendix I: The Socio-demographic Form in Turkish

SOSYO-DEMOGRAFIK BILGI FORMU
Asagidaki sorular, sosyo-demografik 6zellikleriniz ile ilgili bilgi toplamay1 amaglamaktadir.
Liitfen ifadeleri dikkatle okuyunuz ve size uygun oldugunu diisiindiigiiniiz kutucugu isaretleyiniz.

*Bu bilgiler sadece bu arastirma kapsaminda kullanilacak ve gizli tutulacaktir.

2.Yagmniz

4.En son bitirdiginiz okul

[ Ogrenimim yok O [lkdgretim [ Lise [ Yiiksekogretim
[ Evet [] Hayir

[ Evet [] Hayir

[1 Calistyorum [ Calismiyorum ] Ogrenci [ Diger

[J Bekar [J Dul

[ Evli [J Evli/ayr evlerde

[J Bosanmus [ Bosanmig/ayni evde

DAl 71 Orta 0 Ust

DAl 71 Orta 0 Ust

[ Koy [J Kasaba [0 Sehir 0 Biiytik sehir

[ Koy [J Kasaba 00 Sehir 0 Biiytik sehir

[ Size ait [J Kiralik [ Lojman [J Diger

[ Evet [] Hayir

[ Evli [ Evli/ayr1 evlerde

[J Bosanmus [ Bosanmig/ayni evde
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[ Yalniz [1 Ailemle beraber [J Annemle beraber

[} Babamla beraber [l Sevgilimle beraber [ Diger (belirtiniz..........c.oevevcincncncnensl)

[J Annem [J Babam [J Bakict

0 Biiyiikanne/Biiyiikbaba 00 Diger

[0 Calismiyor [J Ev Hanimui 00 Emekli

0 Calistyor [J Serbest [J Memur [ Isci

1 Ogrenimi yok ) Tlkdgretim [ Lise [ Yiiksekogretim

[] Evet [J Hayir

[1 Calismiyor [J Emekli

[1 Calistyor [J Serbest [ Memur 1 Isci

(1 Ogrenimi yok ] [kogretim ] Lise [] Yiiksekogretim

[J Evet [J Hayir

Yok

0l [ Erkek/benden biiyiik 1 Kiz/ benden bilyiik [ Erkek/benden kiigiik [ Kiz/ benden kiigiik
02 [ Erkek/benden biiyiik 1 Kiz/ benden bilyiik [ Erkek/ benden kiigiik [ Kiz/ benden kiigiik

[ 3 ve {istil [0 Erkek/benden biiyiik [1 Kiz/ benden biiyiik 1 Erkek/ benden kiigiik 1 Kiz/ benden kii¢iik

01 02 03 [] 4 ve listi

[] Evet ] Hayir

[] Evet ] Hayir

[ Evet [] Hayir

Yok 01 2 [1 3 ve Usti
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Appendix J: The Clinical Information Form in Turkish

BIiLGiFORMU = e

Asagidaki anket, yeme aligkanliklariniz ve bedeninizle ilgili bazi genel ve klinik sorulardan olugmaktadir.

Liitfen ifadeleri dikkatle okuyunuz ve size uygun oldugunu diisiindiigiiniiz kutucugu isaretleyiniz.

[0 Glinde en az 1 [0 Ayda 1’den daha seyrek [J Haftada 1-ayda 1 arasi
[J Giinde 1- haftada 1 arasi [J Nadiren ya da hig tartilmam

[J Cok sik [J Olduke¢a sik [] Ara sira
[J Nadiren [J Hi¢bir zaman

1 Ogiin atlama [ Biitiin giin yememe [1 Yaghlart sinirlama
[ Tatlilar1 sinirlama [1 Karbonhidratlari sinirlama [ Porsiyon kii¢iiltme
(1 Giincel diyet programlari 1 Diger (belirtiniz......cc.ccveereenvenieveencnnne )

[0 Hi¢ yapmiyorum. [J 1-2 giin [] 2-3 giin [] 4 giin ve Tstii

[0 1-2 saat [0 2-3 saat [J 3 saat ve lsti

[] Evet [J Hayir

[J 5-10 tane [J 10-20 tane [ 1 paket ve iistii

[ Evet [] Hayir

(] 1-3 gilin [J 3-5 gilin [] 5 giin ve st

] 1-2 bardak [J 2-3 bardak ] 3 bardak ve usti

[J Evet [J Hayir

[J Ayda bir ') Iki haftada bir [ Haftada bir [ Giin asir1 [J Hergiin

[] Evet [J Hayir
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[] Evet [J Hayir

[] Evet [J Hayir

[ Evet [] Hayir

[J Cok sik [J Olduke¢a sik [] Ara sira
[J Nadiren [J Higbir zaman

[ Cok sik [1 Oldukga sik [] Ara sira
[J Nadiren [J Higbir zaman

0 Cok sik [J Oldukga sik [J Ara sira
[J Nadiren 00 Higbir zaman

0 Cok sik [J Oldukga sik [J Ara sira
[J Nadiren OJ Higbir zaman

00 Cok sik [J Oldukga sik [J Ara sira
[J Nadiren [J Higbir zaman

[ Evet [] Hayr

[ Evet [] Hayir

[ Evet [] Hayir

[J Evet [ Hayir

[J Evet [ Hayir

O Evet (belirtiniz...........cocceveviiiiiiiiiiiiiiievcesciesieeeeenn) [ Hayir

[] Evet [J Hayir
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[J Abur cubur 0 Diger (belirtiniz..........ccoovvvvvninninnnnnnnn. )

[ Evet [] Hayir
7] Idrar soktiiriicii ilaglar [1 Laksatifler (digkilamaya yardimeci ilaglar)
[ Diyet haplari [1 Tiroid metabolizmasini hizlandirici ilaglar

[J Evet [J Hayir Liitfen 44. soruya ilerleyiniz.

[] Evet [l Hayir

37. Hastaliginiz ne kadar siiredir devam ediyor?

39. Hastaligimiz ilgili ilk hangi doktora gittiniz?

[0 Dahiliye [0 Kadin dogum uzmani [0 Psikiyatr/ Psikolog

[0 Diyetisyen [ Pratisyen 00 Aile hekimi

() Diger (DElirtiniZ......ccvervvereeereerieeieeseeieesieeieesieesieese e eseeennes )

[ Evet [] Hayir

1 Ozel hastane [] Devlet hastanesi ") Universite hastanesi

[ Hayr [ Elektrolit dengesizligi (kan tuz dengesizligi, 6r: potansyum dengesizligi)
[ Anemi (kansizlik) [1 Osteoporoz (kemik erimesi)

[] Evet [J Hayir
00 Ekmek, hamur isi O Siit ve siit iirtiinleri
O Et irtinleri [J Tathilar

[0 Meyveler [J Sebzeler
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[] Evet [J Hayir

[] Evet [J Hayir

[ Evet [1 Hayir

[J Cok sik [J Olduke¢a sik [J Ara sira

[J Nadiren [J Higbir zaman

[1 Yok [J Depresyon [J Anksiyete

[ Yeme bozuklugu [ Duygu-durum bozuklugu [J Obsesif-kompiilsif bozukluk

[J Kleptomani [J Alkol kétiiye kullanimi [1 Kendine zarar verme davraniglar

[0 Uyku problemleri [J Madde kétiiye kullanimi 0 Diger (belirtiniz.........c.ccoeeueee )

b
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Appendix K: The Eating Attitudes Test (EAT-40) in Turkish

YEME TUTUM TESTI
Asagidaki ifadeler, yeme aliskanliklarmiza dair tutum, duygu ve davranislarimizi ile ilgilidir. Liitfen ifadeleri

dikkatle okuyunuz ve her soru i¢in size uygun oldugunu diisiindiigiiniiz bir kutucugu isaretleyiniz.

Higbir

zaman Nadiren Bazen Siksik Coksik Daima

2. Bagkalar i¢in yemek pisiririm, fakat pisirdigim yemegi

yemem. 0 U 0 0 0 U

4. Sismanlamaktan 6diim kopar. O O O 0 O [

6. Aklim fikrim yemektedir. O O O 0 O 0

8. Yiyecegimi kiigiik kiigiik pargalara bolerim. 0 O 0 O O O

10. Ekmek, patates, piring gibi yiiksek kalorili
yiyeceklerden kaginirim. O O O 0 O 0

12. Ailem fazla yemek yememi bekler. N [ 0 N O O

14. Yemek yedikten sonra agir1 sug¢luluk duyarim. 0 O 0 O 0 O

16. Aldigim kalorileri yakmak i¢in yorulana kadar
egzersiz yaparim. O O O O O O

18. Viicudumu saran dar kiyafelerden hoglanirim. 0 O 0 O O O
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Higbir

zaman Nadiren Bazen Siksik Coksik Daima

20. Sabahlar1 erken uyanirim. O O 0 0 0 0

22. Egzersiz yaptigimda harcadigim kalorileri hesaplarim. O O 0 O 0 0

24. Baskalar1 ¢cok zayif oldugumu diisiiniir. O O O O O O

26. Yemeklerimi yemek bagkalarinkinden daha uzun

stirer. O O O 0 O 0

28. Miishil haplar1 kullanirim. O O O O O O

30. Diyet yemekler yerim. O O O 0 O 0

32. Yiyecegim konusunda kendimi denetleyebilirim. 0 O 0 O O O

34. Yiyecekle ilgili disiinceler ok zamanim alir. O O O O O 0

36. Tath yedikten sonra rahatsiz olurum. 0 0 0 0 O O

38. Midemin bos olmasindan hoslanirim. ad O O 0 O O

40. Yemeklerden sonra i¢imden kusmak gelir. O 0 O 0 O 0
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Appendix L: The Borderline Personality Inventory in Turkish

18. Diigiincelerim baskalar1 tarafindan ¢kiSkIyiknEN VIANTERIigim oldu. DOGRU  YANLIS
Asagida, kisilik 6zellikleri ile ilgili ifadeler bulunmaktadir.

Liitfen ifadeleri dikkatle okuyunuz ve bu climlelerden size uygun olanlaring isaretleyiniz.
Bazen gercekte suc islemedigim halde, sanki “iSlemisim gibi~ sugluluk

hissederim. DOGRU  YANLIS
20. Bilesdk pandinsbeedensekraramyerdigim oldu. DOGRU  YANLIS
21. Bazen ger¢ekte olmadigi halde insanlarin ve nesnelerin goriiniimlerinin .
2. Son zamanlarda beni duygusal olarak etkileyen hi¢ birsey olmadi. DOGRU YANLI

degistigi hissine kapiliriim. DOGRU YANLI
3. %ogu kez gergekte kim oldugumu merak ederim. DOGRU YANLI
22. Yogun dini ugraslarim olmustur. DOGRU YANLI
23. Doggksat bilgshideismebeakaiidbrklgiremtiir bir iliski istedigimden emin DOGRU YANLIS

olamam. . o o ) ) DOGRU YANLI
5. Bagkalar1 bana yogum ilgi gosterdikleri zaman kendimi bogulmus hissederim. DOGRU YANLI
24. Bazen bir kahin gibi %elecekle ilgili 6zel hislerim olur. DOGRU YANLI
6. Bazen icimde bana ait olmayan bagka bir kisi ortaya ¢ikar. DOGRU YANLI
25. Bir iligki ilerledik¢e kendimi kapana kisilmig gibi hissederim. DOGRU YANLI
7. Gergekte olmadigi halde acayip sekiller veya goriintiiler gérdiigiim oldu. DOGRU YANLI
26. Gergekte kimse olmadigi halde bir bagka insanin varligini hissettigim oldu. DOGRU YANLI
8. Bazen ¢evremdeki insanlar ve nesnelerin gergek olmadigini hissederim. DOGRU YANLI
27. Bazen bedenim ya da bedenimin bir kismi bana acazip ve a.d_egigni% gibi
9. Bagkalarna yonélik duygularim bir ugtan bir uca ¢ok hizla degisir (Or. Sevgi 5

gOriiniir. DOGRU YANLI

ve begeniden, nefret ve hayal kirikligina). DOGRU YANLI
28. Iliskiler ¢ok ilerlerse, cogunlukla kO{)arma gereksinimi duyarim. DOGRU YANLI
10. Cogu kez degersizlik ya da umutsuzluk duygusuna kapilirim. DOGRU YANLI
29. Bazen birilerinin pesimde oldugu hissine kapilirim, ) DOGRU YANLI
11. Cogu kez parami ¢argur ederim ya da kumarda kaybederim. DOGRU YANLI
30. Sik sik uyusturucu kullanirim (esrar, hag z%ibi). DOGRU YANLI
12. Gergekte kimse olmadigi halde hakkimda konusan sesler duydugum oldu. DOGRU YANLI
31. Baskalarini kontrol altinda tutmaktan hoslanirim. L DOGRU = YANLIS
13. Eger 12. maddeye ‘Dogru’ dediyseniz agagidaki ciimlelerden sizin i¢in dogru olanini seginiz:
32. Bazen, 6zel biri oldugumu hissederim. DOGRU  YANLI
a. Busesler benim disimdan gelmistir. DOGRU YANLI
33. Bazen dagiliyormus gibi hissederim. DOGRU YANLI
b. Busesler benim igimden gelmistir. DOGRU YANLI
34. Bazen bana bir seyin gergekte mi, yoksa yalnizca hayalimde mi oldugunu
14. Yakeedkigkilasdedton incinirim. DOGRU  YANLIS
35. Bauna kemgyandreimdiibisseied@miyimddedasendidifsibioddyranirim. DOGRU  YANLIS
16. Bir kukla gibi digsaridan yonetiliyormus ve yonlendiriliyormus gibi hissettigim .
36. Bazen gercek olmadigim duygusuna kapilirim. DOGRU YANLI

oldu. DOGRU YANLI
37. Bazen bedenim yokmuf ya da bir kismu eksikmis hissine kapilirim. DOGRU YANLI
17. Herhangi birine Tiziksel olarak saldirida bulundugum oldu. DOGRU YANLI




38.
39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.
52.

53.

Cogu kez kabus goriiriim.
Cogu kez bagkalar1 bana giililyormus ya da hakkimda konusuyormus hissine

kapilirim.

Cogu kez insanlar bana diismanmig gibi gelir.

Insanlarin kendi diisiincelerini benim zihnime soktuklarini hissettigim oldu.
Cogu kez gercekten ne istedigimi bilmem.

Gegmiste intihar girigiminde bulundum.

Bazen ciddi bir hastaligim olduguna inanirim.

‘Alkol, uyusturucu ya da hap aliskanligim vardir’.

Eger yamtiniz ‘Evet’ ise asagidakileren uygun olanlarini isaretleyiniz.

a. Alkol b. Uyusturucu c. Hap
Bazen bir riiyada yasiyormus ya da yasamim bir film seridi gibi goziimiin

onilinden gec¢iyormus hissine kapilirim.

Cogu kez birseyler ¢alarim.

Bazen 0yle aglik nobetlerim olur ki 6niime gelen her seyi silip siiplriiriim.
Asagidaki konularla ilgili sorularda ¢ogu kez kendimi rahatsiz hissederim.
a. Politika b. Din c. Ahlak (iyi-kotii)
Bazen aklimdan birilerini 6ldiirme diisiincesi geger.

Yasalarla bagimin derde girdigi oldu.

Yukaridaki maddelerle anilan yasantilardan herhangi birini ilag etkisi altinda
yasadiginiz oldu mu? Eger yanitiniz ‘Evet’ ise ilgili maddelerin numaralarini
272111 U 40 (P )
Yukaridaki maddelerle anilan yasantilardan herhangi birini psikoterapi
sirasinda yasadigiiz oldu mu? Eger yanitimiz ‘Evet’ ise ilgili maddelerin

NUMATralaring YAZINIZ: ......ooueiniiniieiit ettt e ettt et eeeneeaeeen )

DOGRU

DOGRU
DOGRU
DOGRU
DOGRU
DOGRU
DOGRU
DOGRU

DOGRU

DOGRU
DOGRU
DOGRU

DOGRU

DOGRU

DOGRU

DOGRU

DOGRU
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YANLIS

YANLIS
YANLIS
YANLIS
YANLIS
YANLIS
YANLIS
YANLIS

YANLIS

YANLIS
YANLIS
YANLIS

YANLIS

YANLIS

YANLIS

YANLIS

YANLIS
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