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Descrição do Produto


Anorectic Family Dynamics: Temperament and Character Data Secondo Fassino, Dragan Svrakic, Giovanni Abbate-Daga, Paolo Leombruni, Federico Amianto, Stana Stanic, and Giovanni Giacomo Rovera Modern psychobiologic research conceptualizes personality as a complex adaptive system involving a bidirectional interaction between heritable neurobiologic dispositions (temperament) and social learning (character). In this study, we evaluated temperament and character traits of patients with anorexia nervosa and their mothers and fathers, and we analyzed the correlation of temperament and character traits among family members in anorectic families. Finally, we tested the ability of the Temperament and Character Inventory (TCI) to discriminate between normal controls and anorectic subjects, their parents, and their families. Temperament and character features of 50 restricter anorectic patients and their parents (23 fathers and 25 mothers) were analyzed and then compared with a control group of 60 women and their 20 fathers and 20 mothers using the TCI. Data suggest that both temperament and character factors are involved in anorexia nervosa (AN). Anorectic individuals were high in harm avoidance (HA), low in novelty



seeking (NS), and high in persistence (P) (“obsessive temperament type”). Their character was remarkable for low self-directedness (SD). Their mothers were distinguished by low SD. The fathers were high in HA, but also low in P, and high in reward dependence (RD). Again, they were low in SD. The anorectic family had low SD as a common denominator observed in all family members. This finding indicates that the psychopathology of AN extends beyond obsessiveness, but combines obsessiveness with low character development. None of the above temperament and character profiles is pathognomic of restricter anorectics. The observation that both temperament and character have an important role in the etiopathogenesis of AN has important treatment ramifications. The TCI was useful in discriminating between normal controls and anorectic subjects, their parents, and the whole anorectic family. Copyright 2002, Elsevier Science (USA). All rights reserved.
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parents of anorectics but not in those of bulimic patients.8 In summary, there appears to be a complex relationship between the personality characteristics of an anorectic person and the family. Cloninger’s psychobiological model9-11 provides a dimensional description of personality as an integrated interaction of temperament and character traits. Temperament is described as the stylistic component of behaviour involving emotional, motivational, and adaptive aspects.9,11 Character corresponds to the process of symbolization and abstraction, which is based on conceptual learning.10,11 Despite some controversial reports,12-17 temperament features of anorectic subjects have been well established in the literature. The “epigenetic core” of anorectic temperament is composed of high harm avoidance, low novelty seeking, and high reward dependence.18 Character of anorectic subjects and especially their families has not been studied as frequently. In this work, the Temperament and Character Inventory (TCI)10,19 was used to evaluate temperament and character features of anorectic daughters and their parents. In addition, we analyzed the correlation of temperament and character traits among family members in anorectic families and compared them with those of control, normal families. Finally, we tested the ability of the TCI to discriminate between normal controls



UMEROUS FACTORS (e.g., biologic, psychologic, familial, social, and cultural) combine in various ways in the pathogenesis and clinical presentation of anorexia nervosa (AN).1 Personality characteristics and family interactions of anorectic women have been studied extensively.2 Following Minuchin’s3 classic demonstration of specific “anorectic” family dynamics (i.e., entanglement, poor definition of roles, overprotection, etc.), research has recently shifted to the psychopathologic characteristics of parents of anorectic individuals. A greater vulnerability to mental disorders in families with daughters suffering from an eating disorder has been shown.2,4-6 One or both parents with obsessive personality appear to constitute a specific risk for AN in their daughters.2,7 Similarly, higher levels of over-involvement and psychiatric symptoms have been observed in the From the Department of Neuroscience, Psychiatric Institute and Clinic, Torino University School of Medicine, Turin, Italy; and the Department of Psychiatry, Washington University School of Medicine, St Louis, MO. Address reprint requests to Secondo Fassino, M.D., Psychiatric Institute and Clinic, University of Turin, Via Cherasco 11, 10126, Torino, Italy. Copyright 2002, Elsevier Science (USA). All rights reserved. 0010-440X/02/4302-0012$35.00/0 doi:10.1053/comp.2002.30806 114
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and anorectic subjects, their parents, and the whole family of the anorectic individual. METHOD



Subjects Subjects included 50 women who met the DSM-IV criteria20 for AN restricter-type (RA), selected from a sample of 95 consecutively presented patients, and 23 fathers and 25 mothers of these anorectic women. The anorectic outpatients selected for the study were all those directed to the Eating Disorder Pilot Centre of the Department of Neuroscience, University of Turin between July 1996 and October 1998. Anorectic women were recruited during initial assessment, before treatment. All interviews were conducted in person with the examiner. DSM diagnoses were established by a psychiatrist during the first examination using the Structured Clinical Interview for DSM-III-R21 (SCID) and corroborated 4 weeks later by another psychiatrist who monitored the patients during the assessment (four sessions). Seven patients with clinically significant (i.e., responding to DSM criteria assessed with SCID) comorbid anxiety and two patientst with comorbid major depression were excluded; this enabled us to study only those patients with “pure” anorectic symptoms, which we supposed to be a direct expression of personality traits (mood and anxiety syndromes have been shown to alter scores on some dimensions of personality).22-24 Six male anorectic patients were also excluded, and five patients refused to participate. Finally, 50 RA patients were recruited. The fathers and mothers of the anorectic women were recruited on a voluntary basis. All parents of the RA subjects were contacted, informed about the aims and methods of the study, and asked to participate by completing the TCI. Ten patients refused to give their consent to contact their parents, and nine families were out of reach. From a total of 31 families eligible for the study, 25 mothers (RAmo) and 23 fathers (RAfa) collaborated; of these, two families were composed of only one parent (mother), while the father was out of reach. Seven families refused participation because they were unwilling to cooperate with the study. The parents were interviewed by a psychiatrist using the SCID to diagnose past or present mental disorders. Two RAmo with history of major depression and one RAfa with obsessive-compulsive symptoms were included. In fact, although we selected patients for their symptoms, we decided to accept all parents as they “naturally” were because the influence of present or past axis I symptoms on parents’ personality traits could be relevant in the etiopathogenesis or outburst of AN of daughters. Control women (CS) were recruited during a single school lesson of one class of the School of Medicine of Torino University (28 women) and two classes of a high school in Turin (35 women). Students were informed only at the moment of the contact with the investigator about the aims and methods of the study and freely asked to complete the TCI. None refused to participate in the study. Only the TCI of females were used to form the control group of this study. It resulted a sample of 63 subjects compared with the RA for age, race, and level of schooling. They were interviewed by a psychiatrist using the SCID to rule out past or present mental or eating disorders. All subjects who were underweight or overweight (body mass index [BMI], ⱕ18.5 or ⱖ24) were excluded. Three subjects
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who were underweight were thus excluded; no control subject was overweight. The final control group consisted of 60 female students. Control group parents were recruited on a voluntary basis as well using the same procedure described for parents of anorectic patients. Only 24 controls gave their consent and cooperation to contact their parents. Four families with axis I disorders were excluded from the study. This was done to select a homogeneous parent group, with no confusing factors deriving from axis I disorders and to obtain evidence with more sensibility22,23 and eventual personality differences with respect to the RAfa and RAmo groups. The final control parent groups were composed of 20 fathers (CSfa) and 20 mothers (CSmo). The two parents groups were not matched for age, education, or geographic origin. No statistically significant differences were found for either sex.



Ethics All anorectic subjects gave informed consent to participate in this study, and provided written permission to our research staff to contact close relativesto solicit participation in this study. Parents and controls gave written informed consent to participate in the study. All patients and parents were assured that the refusal to participate in the study would not compromise in any way further therapies or contacts with the investigators. All students were guaranteed that their refusal to complete the TCI would in no way endanger their school career.



Measures The TCI was used to evaluate personality features.The TCI is an extension of the Tridimensional Personality Questionnaire (TPQ),9 which has proven useful in studies of AN patients.22,25-27 The TCI is a 240item true/false self-report, measuring four temperament dimensions of personality: novelty seeking (NS), harm avoidance (HA), reward dependence (RD), and persistence (P), and three character dimensions: self-directedness (SD), cooperativeness (C), and self-transcendence (ST).



Data Analysis Descriptive statistics were calculated for all variables. The Student t test for independent samples was used to analyze continuous variables: age, level of schooling, BMI, and TCI dimension scores. Demographic variables were tested by chisquare test. All tests of significance were two-tailed. Variance estimates are given as standard deviation scores (SDS). The Pearson bivariate correlation was used to analyze the correlations between single temperament and character dimensions of the parents and those of their daughters. Discriminant analysis between RA and CS, RAfa and CSfa, and RAmo and CSmo was performed to test the ability of the TCI to classify individuals into their correct original group. Kappa coefficients were used to compare clinical and control groups with predicted groups.28 In addition, the RA and CS families were compared by a discriminant analysis that included personality scores for daughters and parents. The above discriminant analyses were intended to verify whether the patients and control group could be differentiated using the TCI as suggested by Bulik et al.29 and to test whether this was also true for both their parents and their families as a whole. Finally, a discriminate stepwise anal-
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ysis to identify TCI dimensions that discriminate between various groups was also performed. All discriminant analyses were performed using the method of Wilkins. An ␣ level of ⱕ0.05 was used in the study. In accordance with Gendall, we think that corrective measures like the Bonferroni correction were not necessary because data dredging was avoided by conducting only preplanned analyses,30 and this kind of corrective measure is not needed with exploratory studies.31 All analyses were conducted using the Statistical Package for the Social Sciences.32



RESULTS



Demographics of Subjects, Controls, and Parents The data distribution of the probands and controls was normal and variances were similar in all considered variables. The RA and CS groups did not differ in age or education. Baseline BMI was significantly higher in the CS group (15.7 ⫾ 1.8 v 20.3 ⫾ 4.5, t ⫽ ⫺2.504, P ⫽ .001), because all control women with pathologic weight (high or low) were excluded from the study. The two groups of parents were comparable in age, social, geographic, cultural, and mental health characteristics. Temperament and Character Traits Anorectics versus controls. The TCI profiles of RA subjects and controls (Table 1) demonstrates that RA subjects had lower NS (t ⫽ ⫺2.69; P⫽.001) and higher HA (t⫽ 4.16; P ⫽.001) and P (t ⫽ 3.20; P ⫽ .002) than the controls. Also, the RA subjects were significantly lower in SD than controls (t ⫽ ⫺3.42; P ⫽.001). Early-onset (i.e., before age 18) anorectics (25 women) and lateonset (i.e., after age 18) anorectics (25 women) did not differ in any TCI score.



Mothers of anorectics versus mothers of controls. The RAmo were lower in SD (they were immature with higher risk psychopathology) than the CSmo (t ⫽ ⫺2.05; P ⫽.05) (Table 1). Fathers of anorectics versus fathers of controls. The RAfa had significantly higher HA (t ⫽ 2.14; P ⫽ .04) and RD (t ⫽ 2.80; P ⫽.008). They were also lower in P (t ⫽ 3.64; P ⫽ .01) and SD (t ⫽ ⫺2.76; P ⫽.01) (Table 1). Fathers and mothers of early-onset anorectics (13 fathers and 12 mothers) and fathers and mothers of late-onset anorectics (10 fathers and 13 mothers) did not differ in any TCI score. Daughters and Parents Compared Anorectic group. Comparison between the TCI seven personality dimensions of the RA and those of their parents showed some interesting correlations. Mothers and daughters were positively correlated in NS (r ⫽ 0.5; P ⫽ .02) and P (r ⫽ 0.43; P ⫽ .05). Fathers and daughters were not correlated in their personality features (either temperament or character). Mothers and fathers were negatively related in P (r ⫽ 0.43; P ⫽.05) and RD (r ⫽ 0.47; P ⫽ .03) and positively related in low SD (r ⫽ 0.53; P ⫽.01). Control group. When comparing the TCI personality dimensions of the control group family members, only one significant correlation emerged. The fathers and the daughters were directly correlated in their RD (r ⫽.47; P ⫽.047). Discriminant Analyses Discriminant analysis (Table 2) of the TCI scores (all dimensions) showed that the RA were quite well differentiated from the CS (canonical



Table 1. TCI Scores in AN and Control Families: Significant Dimensions TCI Dimensions



RA (n ⫽ 50)



RAmo (n ⫽ 25)



RAfa (n ⫽ 23)



CS (n ⫽ 60)



CSmo (n ⫽ 20)



CSfa (n ⫽ 20)



NS HA P SD



15.4 ⫾ 7.0* 24.4 ⫾ 7.2* 5.3 ⫾ 2.1* 14.6 ⫾ 7.5*



14.0 ⫾ 5.7 18.9 ⫾ 8.2 4.4 ⫾ 1.9† 26.0 ⫾ 8.2



16.0 ⫾ 5.7‡ 16.4 ⫾ 6.5‡ 4.4 ⫾ 2.0‡ 28.2 ⫾ 7.3‡



18.8 ⫾ 6.4* 19.0 ⫾ 4.2* 3.8 ⫾ 2.7* 25.4 ⫾ 8.7*



15.7 ⫾ 5.9 17.0 ⫾ 7.7 4.0 ⫾ 2.1† 30.9 ⫾ 8.0



14.4 ⫾ 7.2‡ 11.9 ⫾ 6.9‡ 6.5 ⫾ 1.6‡ 33.7 ⫾ 4.9‡



NOTE. TCI raw scores are reported with standard deviation. Abbreviations: RA, restricter-type anorectics; RAmo, anorectic group mothers; RAfa, anorectic group fathers; CS, control group women; CSmo, control group mothers; CSfa, control group fathers; NS, novelty seeking; HA, harm avoidance; P, persistence; SD, self-directedness. *Significant difference between RA and CS. †Significant difference between RAmo and CSmo. ‡Significant difference between Rafa and Csfa.
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Table 2. TCI Discriminant Analysis: Correct Classification Percentages and Kappas Groups



RA



CS



RA CS RAmo CSmo RAfa CSfa RAfam CSfam Total



36 (72%) 14 (28%)



13 (22%) 47 (78%)



Kappa



50 0.52



60 0.52



RAmo



CSmo



18 (73%) 7 (27%)



1 (6%) 19 (94%)



25 0.49



20 0.49



RAfa



CSfa



15 (66%) 8 (44%)



4 (18%) 16 (82%)



23 0.68



20 0.68



RAfam



CSfam



92 (94%) 6 (6%) 98



0 (0%) 100 (100%) 100



0.90



0.90



NOTE. Percent scores derive from SPSS discriminant analysis of all TCI scores. For comparison, kappas ⬎ 0.75 represent excellent agreement, from 0.40 to 0.75 fair to good agreement, and ⬍ 0.40 poor agreement. Abbreviations: RA, restricter-type anorectics; RAmo, anorectic group mothers; RAfa, anorectic group fathers; CS, control group women; CSmo, control group mothers; CSfa, control group fathers; RAfam, anorectic group families; CSfam, control group families.



correlation 0.52; 75% correct classification). The same was true for their mothers (canonical correlation 0.49; 73% correct classification) and even more so for their fathers (canonical correlation 0.68; 82% correct classification). These results imply a good characterization of anorectic family members in comparison to CS family members. Discrimination was even better for the respective entire families, anorectic versus control (canonical correlation 0.9; 98% correct classification). Stepwise discriminant analysis was performed to identify only the most significant TCI dimensions separating anorectic individuals from their controls. HA and P discriminated between anorectic and control women (canonical correlation 0.48; correct classification 73%). SD discriminated poorly between RAmo and CSmo (canonical correlation 0.34; correct classification 59%). The fathers were discriminated based on P and SD (canonical correlation 0.63; correct classification 80%). Discrimination between RA families and CS families (canonical correlation 0.82; correct classification 95%) is excellent and is based on three dimensions: SD and P of daughters and P of fathers. DISCUSSION



and their families (this novel finding was not possible in studies using personality models that confound biologic and social components of personality). Temperament The “anorectic triad.” A temperament triad composed of high HA, low NS, and high P characterized the temperament profiles of RA. This triad corresponds to the traditional description of obsessive (or methodical) temperaments. These results are consistent with clinical descriptions and psychodynamic interpretations of AN by numerous authors.16-18,33 The high P accounts for rigidity, the need to control, and obsessiveness; high HA explains shyness, fatigability, pessimism, fear of uncertainty; and low NS explains their low impulsivity, orderliness, avoidance of novel situations, and resistance to change. Our results are also consistent with previously reported high HA and low NS in anorectic patients.22,25-27 In contrast, the findings of Strober17 were only partly replicated; high HA and low NS were observed, but the RD (average in our study) was high in Strober’s study using the TPQ. However, P was not a separate dimension, but a part of RD in the TPQ, which probably explains the high overall RD.



Personality Characteristics of Anorectic Subjects The sample size of this study was too small to allow definite conclusions. However, the observed trends may serve as a starting point for hypotheses to be tested in larger scale family studies. This study demonstrates the importance of both temperament and character factors in RA subjects



Immature Character of RA Subjects High risk of personality disorder. The RA subjects manifested low SD when compared to controls. To the best of our knowledge, this is the first demonstration of this important point. Low SD is a significant indicator of character immaturity and
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the presence or absence of a personality disorder.34 Thus, anorectic individuals are immature (irresponsible, blaming, with low resourcefulness and lack of meaning), and with high risk of a cluster C personality disorder, particularly avoidantor obsessive (high HA and low NS). Specific for the development of anorexia symptoms, low SD has been considered as a risk factor for susceptibility to social pressures for slenderness,31 further contributing to the development of AN on the basis of a temperamental predisposition. Considering that the average age of our subjects at onset of AN was higher than usually reported in the literature,35 we tested the hypothesis that subjects with early-onset AN will have different TCI scores than those with late-onset AN. To that end, the subjects were divided in two subgroups: 25 early-onset anorectics (ⱕ18 years old) and 25 lateonset anorectics (ⱖ18 years old). No significant difference in TCI scores was found. Personality Characteristics of Parents Mothers of AN patients are usually regarded as “pathogenic.”33,35-38 In contrast, some studies have not firmly demonstrated increased psychopathology in AN mothers.2,4,7 In this study, mothers of anorectic subjects were lower in SD than the controls. Subjects with low SD are generally described9,10,18 as immature, unreliable, with low responsibility, decreased ability to set and pursue worthwhile goals, no clear sense of purpose and meaning in life, and excessive need for guidance.18,39 Our data indicate the possibility that the mother facilitates anorectic symptoms in her daughter through a reinforcing feedback loop (see below). Because of her unstable character, she may also fail to become a role model (object of identification) for the daughter during the process of her identity formation. The mother’s temperamental profile seems not to be a specific ethiopathogenetic factor for development of RA in the daughter, whereas it is a specific factor for the poor character development. This would imply that RA mothers do not evidence neurobiologic deficits but only a poor development of personality. Fathers of RA subjects differed from their controls both in temperament (higher HA and RD, lower P) and in character (lower SD). Thus, they have an increased risk of cluster C personality disorder, avoidant or dependent in particular. Their low P also shows their lack of will-power and low
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perseverance. The father may be the “weak spot” in the family; his high HA removes him from the protective stereotype, and his high RD causes even further weakening of this role. Moreover, low P was one of the discriminating factors between anorectic and normal families, indicating that this is a possible risk factor for AN. Fathers display temperamental weakness linked to neurobiologic traits and less dependent on environment. This is the most significant difference from RA mothers. Anorectic Family Dynamics Symbiosis and symptom-reinforcing loops. The RA family had an intense intrafamilial pattern of correlation for temperament and character features. Compared to the controls, RA family members were much more frequently intercorrelated with their temperament and character traits (5:1). The sample size was too small, but this may indicate unhealthy entanglement, less psychological independence for individual family members, poorer definition of individual roles,and, in general, a less favorable environment for personal growth. These multiple interconnections are not readily open to linear analysis. However, some observations are noteworthy. Fathers were unrelated to their daughters in the observed temperament and character traits. In controls, a father and daughter were related directly with RD, which may be reinforcing each other’s positive emotionality, attachment, and sentimentality.22 This may appear to be a protective familial factor against AN. Mothers and daughters were directly related in low NS and high P. In other words, through a positive feedback mechanism, a mother and daughter may reinforce each other’s low NS and high P (two essential parameters of RA). The observed feedback connections between anorectic daughters and their mothers reinforcing anorectic traits is a novel finding not in accord with some previous reports.15 The mothers and the fathers were complementary or symbiotic, that is, related inversely in their RD and P; increased persistence and dependence in one partner is matched by decreased persistence and dependence in the other. They also perpetuated immaturity in each other, as indicated by a positive correlation in their low SD. The anorectic family is rather immature with high risk for psychopathology; low SD is a common denominator observed in all members of the
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family. This finding indicates that the psychopathology of RA extends beyond mere obsessiveness, but combines obsessiveness with immaturity and poor character development. As character develops in the family, it appears that mothers and fathers with poor character development may be failing to provide a favorable environment for character development for their daughters. In fact, fathers also display a peculiar “passive” temperament profile and are at risk for the so-called “fearful” (cluster C) personality disorders (avoidant, dependent). Thus, parents live in symbiosis and perpetuate one another’s symptoms. Our data seem to confirm the theory of pathologic parental couples40 and also some theories about the father’s role. Note that none of the above temperament and character profiles, in daughters and their parents, is pathognomic of AN. It seems that individual psychopathologies of each family member in a unique familial setting interact to produce symptoms of AN in susceptible members. The TCI was useful in discriminating between normal controls and anorectic subjects, their parents, and the whole anorectic family. Stepwise discriminant analysis shows the greater importance of some dimensions to characterize AN. A poorly developed character trait of SD is a common predictor in all family members.Temperament features were specific predictors, that is, high HA and high P in daughters and low P in fathers. P was the most effective TCI dimension for the separation of RA and CS, RAfa and CSfa, and RA families and CS families (Table 1). The observation that both temperament and character have an important role in the etiopatho-



genesis of AN has important ramifications for treatment.41 The observed psychopathology of parents, who also appear to reinforce anorectic symptoms in their daughters, supports the hypotheses that the optimal approach to treatment of anorectic subjects is the network projects41 with treatment of parents and daughters. Previous studies have shown that a patient improves more quickly when at least one of her parents is treated.42 In this regard, the psychobiology of temperament and character provides efficient treatment guidelines for both psychotherapy and medication.10,11 Specifically, it has been demonstrated that temperament traits can be used to customize pharmacotherapy, whereas character traits can be used to customize psychotherapy to the individual needs of patients41 and their families. In this case, psychotherapy could be beneficia to help character development of mothers who only display character weakness. Fathers, who seem more impaired according to their temperament profile, would also need a psychopharmacologic approach combined with psychotherapy.41 In the future, larger scale family studies are clearly needed to test our findings more reliably. Follow-up studies may also determine which of the personality characteristics of RA patients or their parents could be secondary to illness. ACKNOWLEDGMENT We thank Bossi Enrico, M.D., Garzaro Lorenzo, M.D., Rambaudi Andrea, M.D., Viglianco Paola, M.D., Maura Levi, Institute of Psychiatry, Turin, Italy, for their work in the assessment of eating disorders. We also thank C.R. Cloninger, M.D., for useful suggestions.



REFERENCES 1. Garfinkel PE, Garner DM. Anorexia Nervosa: A Multidimensional Perspective. New York, NY: Brunner/Mazel, 1982. 2. Lilenfeld LR, Kaye WH, Green CG. A controlled family study of anorexia nervosa and bulimia nervosa. Arch Gen Psychiatry 1998;53:603-610. 3. Minuchin S. Families and Family Therapy. Cambridge, MA: Harvard University Press, 1974. 4. Garfinkel PE, Garner DM, Rose J, Darby PL, Brandes OS, O’Hannon J, et al. Comparison of characteristics in the families of patients with anorexia nervosa and normal controls. Psychol Med 1983;13:821-828. 5. Strober M, Lampert C, Morrel W, Burroughs J, Jacobs C. A controlled family study of anorexia nervosa: evidence of familial aggregation and lack of shared transmission with affective disorders. Int J Eat Disord 1990;9:239-253. 6. Lyon M, Chatoor I, Atkins D, Silber T, Mosimann J, Gray



J. Testing the hypothesis of the multidimensional model of anorexia nervosa in adolescents. Adolescence 1997;32:101-111. 7. Fairburn CG, Cooper Z, Doll HA, Welch SL. Risk factors for anorexia nervosa. Arch Gen Psychiatry 1999;56:468-476. 8. Santonastaso P, Saccon D, Favaro A: Burden and psychiatric symptoms on key relatives of patients with eating disorders: a preliminary study. Eat Weight Disord 1997;2: 44-48. 9. Cloninger CR. A systematic method for clinical description and classification of personality variables. Arch Gen Psychiatry 1987;44:573-588. 10. Cloninger CR, Svrakic DM, Przybeck TR. A psychobiological model of temperament and character. Arch Gen Psychiatry 1993;50:975-989. 11. Cloninger CR, Svrakic DM. Personality disorders. In: Sadock B, Sadock V (eds). Kaplan and Sadock’s Comprehen-



120



sive Textbook of Psychiatry, Ed. 7. New York, NY: Williams & Wilkins, 1999:1723-1764. 12. Garfinkel PE, Garner DM, Goldbloom DS. Eating disorders: implication for the 1990. Can J Psychiatry 1987;624630. 13. Yates A. Current perspectives on the eating disorders: history psychological and biological aspects. J Am Acad Child Adol Psychiatry 1989;28:813-828. 14. Derkson J. An exploratory study of borderline personality disorder in women with eating disorders and psychoactive substance abuse patients. J Pers Disord 1990;4:372-380. 15. Herzog DB, Keller MB, Lavori PW. The prevalence of personality disorders in 210 women with eating disorders. J Clin Psychiatry 1992;53:147-152. 16. Bruch H. The Golden Cage. Cambridge, MA: Harvard University Press, 1978. 17. Strober M. Personality and symptomatological features in young non-chronic anorexia nervosa patients. J Psychosom Res 1980;24:353-359. 18. Strober M. Disorders of the self in anorexia nervosa: an organismic-developmental perspective. In: Johnson C (ed). Psychodynamic Theory and Treatment of Anorexia Nervosa and Bulimia. New York, NY: Guilford Press, 1992:354-373. 19. Cloninger CR, Przybeck TR, Svrakic DM, Wetzel R. The Temperament and Character Inventory: A Guide to Its Development and Use. St. Louis, MO: Washington University School of Medicine, 1994. 20. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, Ed. 4. Washington, DC: APA Press, 1994. 21. Spitzer RL, Williams JB, First M. Structured Clinical Interview for DSM-III-R. Washington, DC: American Psychiatric Press, 1990. 22. Casper RC, Hedeker D, McKlough JF. Personality dimensions in eating disorders and their relevance for subtyping. J Am Acad Child Adol Psychiatry 1992;31:830-840. 23. Svrakic DM, Przybeck TR, Cloninger CR. Mood states and personality traits. J Affect Disord 1992;24:217-226. 24. Hansenne M, Pichot W, Gonzales Moreno A, Machurot PY, Ansseau M. The tridimensional personality questionnaire and depression. Eur Psychiatry 1998;13:101-103. 25. Brewerton TD, Dorn LJ, Bishop ER. The Tridimensional Personality Questionnaire in eating disorders. Biol Psychiatry 1992;31:91A (abstr). 26. Brewerton TD, Hand LD, Bishop ER. The Tridimen-



FASSINO ET AL



sional Personality Questionnaire in eating disorder patients. Int J Eat Disord 1993;14:213-218. 27. Kleifield EI, Sunday S, Hurt S, Halmi KA. The Tridimensional Personality Questionnaire: an exploration of personality traits in eating disorders. J Psychiatr Res 1994;28:413-423. 28. Fleiss JL. Statistical Methods for Rates and Proportions. New York, NY: Wiley, 1981. 29. Bulik CM, Sullivan PF, Weltzin TE, Kaye WH. Temperament in eating disorders. Int J Eat Disord 1995;17:251-261. 30. Grove VM, Andreasen NC. Simultaneous tests of many hypotheses in exploratory research. J Nerv Ment Dis 1982;170: 3-8. 31. Gendall KA, Joyce PR, Sullivan PF, Bulik CM. Personality and dimensions of dietary restraint. Int J Eat Disord 1998;24:371-379. 32. SPSS Base 8.0. Application Guide. Chicago, IL: SPSS Inc, 1998. 33. Selvini-Palazzoli MP. Self Starvation. London, UK: Chaucer Publishers, 1974. 34. Svrakic DM, Whitehead C, Przybeck TR, Cloninger CR. Differential diagnosis of personality disorder by the Seven Factor Model of Temperament and Character. Arch Gen Psychiatry 1993;50:991-999. 35. Warren W. A study of anorexia nervosa in young girls. J Child Psychol Psychiatry 1968;9:27-40. 36. Bruch H. Eating Disorders: Obesity, Anorexia Nervosa, and the Person Within. New York, NY: Basic Books, 1973. 37. Sours JA. The anorexia nervosa syndrome. Int J Psychoanal 1974;55:567-571. 38. Gatti B. Anima o animale? Il conflitto tra anoressia e bulimia. In: Rovera GG, Leombruni P (eds). La psicoterapia dei disturbi alimentari psicogeni. Torino, Italy: Centro Scientifico Editore, 1996:3-12. 39. Dare C, Le Grange D, Eisler I, Rutherford J. Redefining the psychosomatic family: family process of 26 eating disorder families. Int J Eat Disord 1994;3:211-226. 40. Selvini Palazzoli ML. Anoressia Mentale. Milano, Italy: Feltrinelli Editore, 1981. 41. Fassino S, Abbate Daga G, Amianto F, Leombruni P, Fornas F, Garzaro L. Outcome predictors in anorectic patients after 6 months of multimodal treatment. Psychother Psychosom 2001;70:208-211. 42. Eisler I, Dare C, Hodes M, Russell G, Dodge E, Le Grange D. Family therapy for adolescent anorexia nervosa: the results of a controlled comparison of two family interventions. Br J Psychiatry 2001;178:216-221.





 Lihat lebih banyak...



Comentários



























Relatórios "Anorectic family dynamics: Temperament and character data "






Por favor, preencha este formulário, tentaremos o mais rápido possível.


Teu nome




Correio eletrônico




Razão
-Escolha um motivo-
Pornografia
Difamação
Ilegal / Haram
Spam
Outros termos de serviço
Arquivar uma reclamação de direitos autorais





Descrição do Produto








Fechar
Enviar














Download "Anorectic family dynamics: Temperament and character data "





Somos uma comunidade de intercâmbio. Por favor, ajude-nos com a subida  1  um novo documento ou um que queremos baixar:



ARQUIVO DO DOCUMENTO DE ATUALIZAÇÃO


OU DOWNLOAD IMEDIATAMENTE













Fechar













Compartilhar e Incorporar "Anorectic family dynamics: Temperament and character data "





Copie e cole esse script de incorporação para o local onde deseja incorporar



Incluir Script




Tamanho(px)
750x600
750x500
600x500
600x400





URL










Fechar











 
 
 



Sobre nós | 
Termos | 
Privacidade | 
Direito autoral | 
Contato










Copyright © 2017 DADOSPDF Inc.






