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(i)

Abgtract

This project uses the case-study method to illustrate
the application of integrating varied accepted modes of
paychotherapeutic interventions. It concentratezs on the
firat 22 out-patient aseazions of therapy with a diagnosed
bulimic, apanning a 6 month period. A brief summary of
the subsequent 10 follow-up sessiona 1a also given.

The case presented is of a 22 year old female astudent
diagnosed aa bulimie (of 7 year duration), dysthymic and
with a dependent persaonality disorder. She hasa aymptoms of
anxiety. She has a hiatory of anorexia nervosa.

Fairburn’s (1985) cognitive-behavioural programme for
bulimia was used intitially. Ita structured frgmework with
the emphasis on the eating behaviour was an essential
aapect 1in contributing to the succeas of the initial phaae
of the therapy. This patient had had previously
experlienced 8 seasiona of non-directive depth paychotherapy
which had confused and compounded her problems. The
structure had provided her with a sense of control.

In implementing the second stage of Fairburn'a
programme, where the focus ia cognitive, the patient could
noi? longer work in this #pié structured manner. The
attempta to 1implement the‘standard cognitive techniqges
provided the catalyst for activating deeper underlying

emotiona and cognitions. Furthermore, thia gave impetus to



(iii)

work actively with the interpersonal aspect of the
therapeutic relationship. Young’'a (1989) model for
identifying Early Maladaptive Schemasa could be applied.
The focus then moved from the behavioura and dealt with
these achemas as activated in the therapeutic relationship.
The patient was able to make linka to her family and her
past.

The therapy proved succesasful, as not only were the
behavioural aymptomsa alleviated, but alao the patient’s
interper=zonal problema which underlay her personality
disorder were acceased. The patient had become more aself-
assertive, her mood had improved considerably, she was leas
concerned with body image and more accepting of herszelf.
She had become more reality based and her interpersonal

relational ability had improved.



Thia research project deacribea and analysea, the
experience of a peraon, diagnosed as having "Bulimia
Nervosa” (D.S.M. III-R) who voluntarily accepted the
challenge of attempting to ameliorate her condition through
the medium of paychotherapy on an out-patient basis,
easentially hased on a cognitive—-behavioural framework. It
illuatrates the need for flexibility 1in the technical
application of therapeutic theory in working with suech
conditions, by utilizing varied modea of therapeutic
access. Aa paychotherapy is a co-constituted enterprise,
thia atudy 1likewise attempts to elucidate the experience
of the therapiat in facilitating the therapeuntic proceas.
The significance of the interpersonal aspect of the
therapeutic relationship ia shown. It 1is for these
reasons, that the case—study method as a research tool was
chosen as it ia3 the only valid means of presenting such
individualized data, aa well az an appropriate forum for
presenting the praxiza of the integration of varied modes
of therapy. Furthermore, thias method, placesa the therapist
into the privileged position of being a "participant
observer” in the research endeavour.

The leitmotif of this pre=zentation can be defined as
an attempt to heal riftas, i.e. between scientist and
practitioner through the caze-study method, and, between

pasyche and asoma in the praxis of the paychotherapy, in



dealing with the bulimia by gaining a deep understanding of
the underlying paychological foundations of the

symptomology. The symptomolgy of bulimia nervosa presents a
payche—soma split, and the psaychic life has become
literalized in the conflict accorded to food (bingeing and
vomiting) and money ( reckleasly aquandering 1t on the
habit). In taking the behaviour seriously and attempting to
change it through standard behavioural interventionsa,
acceaa to cognitions surrounding the behaviour iz gained,
leading onto a greater understanding of the emotiona
underlying her behavioura and identifying the peraocnality

profile. Thia allows the patient to gain an understanding

of the function of the bulimiec ritual in her life. Hence
the aim 1a to conceptualize for the client her ’way—-of-
Being-in-the-world’ and to work towards a greater
'openneas—to-the—-world’ leading to a more integrated

exlatence.



Caase study method - it's appropriateness and validity

The prominent personality theorist, Gordon Allport
(cited in Sundberg, 1977, p. 7) claimed that "Paychology is
truly itself only when it can deal with individuality.” He
made the distinction between ”"idiographic” and “"nomothetic”
diaciplines in the study of human knowledge, where the
former seeksa the principle of individuality and the latter
seeks universal lawa. He doea not discredit nomothetic
research but reminda ua that as ita major thrust ia towards
generalities, individuality is treated as a "chance
variation”. The importance of individuality in
paychological research is highlighted by Colliazi (1978,
p.57), who claims that "idiographic research provides rich
textural descriptions, which are lost in the
generalizations of nomothetic research” and that "human
experience i3 an essential and indiapensable constituent of
human psychological phenomena”. Valle and King (1978)
deacribe this approach as exemplifying the principles of
existential phenomonology, which replacea cause and effect
and focusses on the phenomena ”"in their perceived immediacy”
relating to the structure or relationships of the
particular "way—-of—-Being"” that 18 attempting to be
illustrated and hence understood. The design of the case
atudy method, as a single cagse reazearch methodology

provides space for auch descriptive data, which by ita very



is idiographic.

Edwardas (1989 L) atatesa that the aima of the case atudy
researcher are

to develop a conceptualization to open up the essential

qualitiea of the case being investigated, which

includes a number of assumptions about the categories
or consatructa used to frame it, and the relationship
between them.

Bromley (1986) concura with this view by atating that
the case study can make a 3ound contribution to the
understanding of an area of inquiry, through desacription
and analysias of the data of a asingular case or incident.

Kratochwill (cited in Bellak and Heraen, 1984) claimed
that single case methodology 138 uniquely ;uited to
evaluation of treatments involving a aingle client - a
primary aim in clinical psychology.

The single case astudy method can provide an expose of
therapy cases and hence a forum for clinical paychologisats
to share their experiences in dealing with specific
symptomology a3 well asa varied personalities. Bromley
(1986) envigagea the establiashment of a documented
ayastematized "case-law” of applied psaychology as in
Jurisprudence, whereby clinical practice could benefit from
individual clinical research cases. As Edwarda (1989 1) has

pointed out, the the case atudy method is not to be asaumed



to be a typical representation of a particular method but
rather that certain easential elements will be elucidated
which could then contribute towards the conceptualization
of other cases. As the validity of this type of research
thusa doea not reat on statiastical inference, 1its validity
iga in fact based on the analyais of the event, 1i:e. on
"analytical inference” (Mitchell cited in Edwards, 1589 ).
All case studies are descriptive. However, as Mitchell
(cited in Edwarda, 1989 2) argues the case study method c¢an
go further than this by stating that
a case study is essmsentially heurisgtic, as it reflects
in the events portrayed features which may be consatrued
as a manifestation of 3some general abstract
theoretical principle,
thus contributing to the development of new theoretical
principles. The case study method can further elucidate or
test existing theoriea in practical terms.

The very nature of the therapeutic encounter, pleads
for the case study method as the most suitable methodology
for presentation of the praxis of clinical psycchology as a
research methodology. The experience of psaychotherapy
viz. the building up of an alliance, the commitment to the
task at hand, the exploring and basic verbal listening
skills, the interpersonal co-consgtitution of the therapy

between therapiat and client, as well as the underlying



theoretical orientation of the therapiast, can thus be
described within the case atudy framework. -

The type of case study that will be utilized 1in thias
project can be termed a "working case atudy” (Edwards, 1989
2, p.17) where a particular clinical programme based on a
previously developed theory is applied to a new case.
viz. a cognitive-behavioural programme for bulimia. This
type of case study provides fresh insight and novel ways of
overcoming any obstacles in the implementation of the
programme. This method thus contextualizes an individual
in therapy revealing idioasyncratic phenomena which can thus

teat the internal validity of the theory and therapy being

of fered.



Bulimia Nervosa - theoretical understandings and

intervention guidelines

Symptomology:

In 1980, the Diagnostic and Statistical Manual of Mental
Disordera, categorised Bulimia Nervosa as an "Eating
Disorder” within the major category of "Disorders Usgually
Firat Evident in Infancy, Childhood and Adoleacence”. This
order firat typically begina in adolescence or early early
adult life.

The bulimic typically indulgea in cycles of binge eating
followed by =self-induced vomiting, laxative or diuretic
abuse, vigorous exerclise or strict dieting or fasting.
The binge eating ia characterized by the rapid consumption
of a large amount of food within a short period of time.
Eating bingea may be planned, but they are made as
inconapicuoua as posaible or done aecretly. The food
consumed usually has a high caloric content and a texture
that facilitates rapid eating. The food i3 gobbled down
with 1little chewing. Although the eating bingea may be
pleasurable, diaparaging gelf-criticiam and a depreased
mood often follow. The bulimic eﬁperiences a lack of
control during the binge. The binge 12 terminated by
abdominal diacomfort, aleep or aocial interruption. Self-
induced vomiting decreases the abdominal diatention. In

some casesa, the vomiting itself may be deaired, =2o that the



bulimic will binge in order to vomit, or will vomit after
eating only a amall amount of food.

The bulimic 13 persistently overconcerned with body
shape and weight, although, mosat bulimica are within the
normal weight range. Often theae people feel that their
life ia dominated by conflicta about eating.

Physiological complications, like dental erosions,
electrolyte 1imbalance, dehydration, cardiac afrhythmias
can accur. Sudden death, hasa heen reported and thias places

the bulimic at a severe riak (DSM III-R, 1987, p.67).

Treatment interventions and underatandingas of Bulimia

A cognitive-behavioural conceptualization and treatment
for bulimia:
Fairburn (1985) has developed an outpatient, short
term (5 month) treatment programme for Bulimia based on a
cognitive-bhehavioural approach. The rationale underlying
this approach atresses that the bulimic holdas intenae and
and prominent dyafunctionl beliefs and values aa regardasa
her shape and weight. Fairburn (1985) providea examples: ”a
morbid fear of fatnesa”, a "pursuit of thinneas” and a
weight phobia”. He arguea that these beliefs and values are
of primary importance in the maintenance of the condition
of bulimia. He claims that the extreme dieting, vomiting,

the preoccupation with food and eating, and the aensitvity



to body shape and weight, can be all be understood 1in
cognitive termsa. Thias cognitive~behavioural treatment
programme for bulimia hasa been deaigned to produce change
in these beliefa and valuesa. Fairburn (1985) has used hisa
programme on b0 patientsa, He confirma that the majority of
patienta do indeed benefit from this treatment, ahowing
marked changes in their eating hablita, accompanied b& a
decrease in levela of anxliety and depresaion, and a
lessening 1in the intenaity of their dyafunctional thoughta
concerning body shape and weight. He cites three
eontraindications~ to 8uch treatment wviz. +the riak of
auicide, the patient’s physical health requirea inpatient
care and the patient’s desire to change 13 queationable.
The programme 13 semi-structured, problem oriented. It is
primarily concerned with the patient’a present and future
rather than their past. The responaibility for change
realdea 1in the patient, thusa requiring the patient to be
active. The therapiat provides information, advice, support
and encouragement.

Although the treatment procedure is clearly prescribed,
Fairburn (1985), emphasisea that in clinical practice it
should be adapted to suit the individual’s needa. Three
s8tagea in the treatment are distinguished, each designed to
deal with a relatively specific area of difficulty. Stage

one emphasigses a behavioural focus, while stage two isa
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cognitively oriented, and atage three focusses on the
maintenance of change.

Fairburn (1985) emphaaizea the fact that many of the
behavioural taska could prove difficult and run counter to
the patienta hasic beliefs and values. He thus stresaes the
need for the eatablishment of an effective collaborative
working relationship between therapiast and patient based on

mutual trust and respect.

Stage 1 laata 4 weeks and appointments are twice a

week. The aima are:

1. To eatablish a sound therapeutic relationship.
Fairburn emphasises the need for the therapiat to be caring
but alsgo to be firm and authoritative, particularly when

discussing homework assignments.

2. To disrupt the habitual binge eating and sgelf-
induced vomiting, through the use of daily self-monitoring
sheets (aee Appendix 3). The purpose of thiz i3 +to
provide an overall picture for the patient of her eating
habita. Every treatment aeaaion includes a review of these
sheetsa. Each sheet i3 to be discuased in length, with the
patient guiding the therapist through the day’s events. The
therapiat should anticipate the patient’s reluctance to
monitor aa patients are often embarragzsed by their own

eating patterns. The therapiat must stregaas that this
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recording 13 an essential intervention in the first stage
in beginning to confront the eating problem. The patient
should also be taught to make a realistic appraisal of her
day to day progreas on these sheets. She should he able to
commend herself when thinga have gone well and learn to
analyze and learn from her apparent failures. The
therapiat should counter any tendency for the patient to
think in diurnal unita as then the patient regarda a
failure 1in a particular day as a time +to abandon any
further effort for that day. The patient should be

encouraged to think in hourly units.

3. To introduce a pattern of regular eating. The patient

should be " asked to reatrict her eating to three or four
planned meals each day, plua planned snacks in between
meals. Thia eating pattern should take precedence over
other activities, irrespective of circumatances or appetite.
This pattern diasplaces the characteristic alternating
overeating and dietary restriction. A common problem 1ia
that patient’as are 1likely to feel uncomfortable after
eating a regular meal or fooda that they perceive aa being

fattening, Fairburn (1985) claima this 1is largely cognitive
in nature and suggesta that patienta involve themaelvea in
alternative behaviours when theae feelinga of fullness
arise. Patienta are requested to conatruct a 1liat of

pleasurable activitieas which are incompatible with binge
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eating, to occupy the time hetween the meals and the
anacks. This encourages an active attitude in the patient
as it keepas them one atep ahead of the problem.,
Furthermore, the patient is provided with techniquea for
controlling the act of eating (e.g. slowing the rate by
placing utengsils down after each mouthful, chewing

meticuloualy, savouring the food).

4. To eazatablish regular weekly weighing. This is an
easential element of the treatment as it alleviatea the
patient's obsessive overconcern with weight as her weight
ia regularly recorded. With the change 1in eating
patterns the patient bhecomea scared of gaining weight, the
record glvea evidence for or counter to her

impreasions.

5. To inform the patient of the physical consequences of

binge-eating and self~induced vomiting.

6. To enliat the cooperation of friends and relatives.
Thia encourages the patient to bring the problem out into
the open, thereby relleving her guilt over the continuing
secrecy and decelit. Furthermore, frienda can aid 1in
establishing an environment that will facilitate the

patient in dealing with her problen.

7. To examine the function of the binge eating and self-
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induced vomiting. This 1ia novel to mosat patienta and
Fairburn (1985) claima that this notion is quite
reassuring, as it helpa to make sense of the eating problenm
for the patient. This aapect should be dealt with once the
bingeing haa become more intermittent. Examples of
functions are: binge eating can provide benefita, including
diagtractions from unpleasant thoughta, occupying sapare
time, or to aspite othera who are trying to help them. The
analysia of theae functiona should be recorded on the
monitoring sheets.

Progreas during thias firast atage resulta in marked
reduction of binge eating and improvement of mood. The
focua ia on controlling the bingeing, and in this way the
need to induce vomiting is removed. Fairburn (1985) claima
that 1f this has not been achieved, the therapist should

not implement Stage 2 of the programme.

Stage 2 of the programme 13 more cognitively oriented
and appointmentas are held once weekly for 8 weeks. The

aima of Stage 2 are:

1. To establiash and maintain a pattern of regular

eating as learned in Stage 1.

2. To reduce dietary reatraint. The therapiast muat
encourage the patient to eat a full array of foods,

particularly those that the patient has been avoiding as
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these, Fairburn (1985) claims, cause most problems of
control for the patient. Moderate amounta of these should
be eaten. Patient misgsconceptiona about certain foods

ahould be diacuaaed.

3. To identify the circumstances that tend to resgult in
binge eating, and to help the patient:
a. to cope more effectively with auch circumatances
b. to reduce the frequency of thelr occurrence.

In cognitive-behavioural terms this 18 referred to as
problem solving ;s”and ia accomplished in the .following
segquence: The problem ia identified.

Alternative ways of coping with the problem
ashould be identified.

The implicationa of each 3solution .should be
identified.

One =solution should be chosen.

The astepa to carry out the aolution should be
conaidered.

The solution should be executed.

The entire problem solving proceaa should be
evaluated.

Theae problem solving s3killa can be taught 1in a

didactic manner and encouraged to be used as homework

asaignments.
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4. To identify and challenge thoughts, beliefs and values
that are perpetuating the eating problem. This is the basice
thruat of the cognitive~-behavioural approach which viewsa
the paychophathology of bulimia in terma of cognitive
dyafunctiona. These dyafunctiona are evident in terma of a
profound fear of gaining weight or an intense need to’
remain thin. Fairburn (1985) haa found that asasociated
features that often emerge at this atage of therapy are
perfectionist tendenciea which revolve around shape and
welght. This atage of the therapy requires considerable
senaitivity on the part of the therapist. In working thia
way, the patient will be heaitant and acared, as feelings
that have note been identified before will begin to emerge.
Theae feelings usually consaiat of shame and self-
condemnation. There are four atages in thisa proéess {bazed
on Beck’s model for depression}:

i. The 1identification of dysfunctional thoughtsa. The
patient ia inatructed to write down her thoughts at the
timea when s8he 13 reluctant to adhere to an agreed
behavioural instruction, or juat prior to weighing herself,
or when she feels fat,

ii. The examination of dysfunctional thoughts, The
patient 1is then taught to question the validity of these
thoughta, e.g. to check whether she 18 not confusing

aubjective impressiona (feeling fat) with objective reality
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(the weigh in achedule). The therapiat should help the
patient to  check out her interpretation of events. Such
inteterpretations are often clouded by errors in the way of
thinking of the patient e.g. dichotomous thinking, where
the patient takes an ‘all or nothing’ view of the
circumatancea, or sgselective absatraction, where the patient
only remembers what is required to perpetuate the self-
defeating behavioursg, or overgeneralization, where the
patient exaggerates and extends negative thoughts into all
areas of her life. (Beck, et al. 1979, Garner and Bemis,
1982, cited in Fairburn, 1985).

iii. The identification of dyafunctional beliefs and
values. Patienta are generally not aware of these, as they
are 80 much part of the patient’s implicit and
inarticulated way of being. They must be inferred from the
patient’s behaviouras asa the patient is not able to atand
back and analyze them. Through the use of Socratic
dialogue the patient and therapist can begin to 1identify
them, eg. " I must be thin, becauze to be thin meana to be
successful, attractive and happy,” or,"self indulgence is
bad and is a sign of weakness,” or, “anything lesas than
total success ias utter failure.”

iv. Examination of dysfunctional beliefs and values. The
validity of these is put to the teat in the therapy. The

advantages to the patient for holding thease beliefa are
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diacusgsed, eg. by Jjudging her self worth in terms of her
shape and welight, the patient can measure her atrengths and
weaknesges. The disadvantagea of holding such beliefs
should be looked at and this often refera to the more long
term effectsa e.g. most patients will admit that they are
never aatiafied with their shape or weight and thua remain
perpetually dissatiafied. Furthermore, with this

preoccupation with shape and weight, often deeper

underlying problems are not dealt with by the peraon,

viz. lack of assertion, 1low self eateem, interpersonal
problemsa. The origin of these beliefs and values can be
explored. The patient should attempt to look for factora

that contributed to the atart of her eating problem and
identify thoae factora that maintain it e.g. the
influence of family and other social pressures. Fairburn
cites the 1influence of sociocultural factors as has been
researched by feminiast psychotherapisats. (Thia issue will
be taken up later).

Stage 3 12 +the final astage 1In Failrburn’a (1985)
treatment programme and focusaes on the maintenance of
practicing the techniques learned in Stage 2. It also
prepares the patient for any difficulties in the future,
through the formal construction of 2 blueprint by the

patient for dealing with any possible future problems.
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Bruch (1985}, (Fairburn, 1982, Russell, 1979, Stunkard,
1980, cited 1in Fairburn, 1985) claim that people with
eating diaorders are very difficult to work with. The
cognitive—-behavioural approach as outlined above doea not
make provision for understanding factora that may impede
the succeszagful implementation of skilla, or retraining or
what is being offered in this type of therapy. Young (1989)
addreszes thia problem in outlining the assumptiona that
thease cognitive-behavioural therapies rely on and which
difficult patients violate.

These assumptiona are: that patients can gain access
“to thoughts, feelinga and images through brief training;
that the patient has motivation and can sustain this tg
carry out homework aszignments and self help .strategies;
that the patient 13 able to engage in a collaborative
relationsghip with the therapiat within a few sessions;
that difficulties in the therapeutic relationship are not a
major focus; and finally, that all cognitiona and
behaviour patterns can be changed through empirical
analysis, logical discoursze, experimentation, gradual ateps
and practiée.
A psychodynamic formulation of eating disorders as put
foward by Johnaon (1985), addressea a deeper level of
underatanding. He found that people with eating disorders

were highly dependent, having an 1intenae need to be
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directly connected to a "need-azatiafying object”. He found
that +they are wunable to be alone and feel 1loat and
disorganized when alone. Thia i3 due to the fact that they
are not aware of their internal resourcesa to direct
themselvea when others are not present. Johnson (1985)
found that underlying all theae conflicts was an 1Intense
fear of being ahandoned. All these issues that have been
raigsed by Johnason (1985) are addressed by Young (1989) in
hia conceptualization of working with deeper cognitions:
Young’s (1989) therapy for working with difficult patients
based on Early Maladptive Schema identification
incorporatesa this.

Young (1989) in extending the cognitive therapy model
to deal with difficult patientz and personality disorders,
argues that therapy with these patientas needs to work at
the deepest level of eognition._-He“;;;ers to'ﬁﬁ£;~1évei aé
the Early Maladaptive Schemasa (EMS). Young (1989) defines
EMS defines asa:

the extremely atable and enduring patterns of +thinking
that develop during childhood and are elaborated
throughout an individual’s 1lifetime. Thege achemas
serve as templates for the processing of later
experience.
The personality of a person ia thus a conglomerate
of thesge early achemas. Orbach (1986) holds the

paychoanalytic feminiat point of view 1in relation to
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persconality development a3 heing an adaptation to the
environment. She argues that eating disorders are as a
reault of the female <child’as need to 1live up to the
socletal expectations of females as alwaysa needing to
appear to be perfect and good. The underlying conflicts of
the eating disorder relate to the inability of the female
to expressa her needa honesatly without fearing aocial
sanction. People with eating disorders have thua developed
early patterna of maladaption. These are the issue that
Young (19589) addresses.
Young (1989) has identified fifteen EMS. For
purposes of thia astudy the EMS’s that are pertinent are:
a) "Abandonment/Loss” which relates to the area of
functioning termed "connectdenesa” and is defined as
"fear that one will imminently lose zaignificant othera
and be emotionally 1isolated forever.
b) "Fear of loaing self-control” which relatea to the
area of functioning termed "autonomy” and i1a defined

as "the fear that one will involuntarily lose control

of one’a own behaviour, 1impulaea, emotiona, mind,
body, etc.”
c) "Dependence” which relates to the area of functioning

termed “autonomy” and ia defined as the "belief that one

is unable to function on one’s own".
d) "Subjugation/lack of individuation” which relates to

the area of functioning of "autonomy” and 13 defined
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as "the voluntary or involuntary sacrifice of one’s

own needs to asatisfy othera’ needs, often with

accompanying fallure to recognize one’s own needs”.
EMSs are unconditional beliefs about oneself in relation

to the environment. Underlying asaumptions (as defined and

identified in Beck'’'z cognitive—behavioural approach) hold
out the possibility of asuccesas for an individual: e.g.
"If I can be perfect, then 1 can be worthwhile.” Schemas,

in contrast, are rigid: e.g. "No matter what I do, I’m ugly
and 1I’ll be abandoned.” They are self-perpetuating and
therefore much more resistant to change.

Young (1989) defines "achema maintenance” as the procesa
whereby EMS's are strengthened, viz. through cognitive
digtortiona and self-defeating behaviours. He definesa
"achema avoidance” asa a procegs (aimiliar to psychoanalytic
defence mechanisma) where a person attempts to aveid any
thoughta or images that may trigger the achema. This
relatea to Lawrencea’s (1987) contention that the bulimiec
ugsea her body and food as a meana of controlling her
expreasiona. Lawrence (1987) claims that the binge is the
"disaster” and the vomit the "reacue operation” and that
this gives the bulimic a sense of powver. The bulimic
attempts to define all -her problema as a food problem, with
thoughta e.g.” I have a problem controlling my weight”.

She usea this way of thinking to avoid confronting her
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underlying feara of having a problem related to being
alone and rejected She thus avoids dealing with it
directly, aa she believesa that if the problem is outsaide
hergelf, 1i.e. in relation to other people, she is not able
to contain or control it.

A third related proceas 1is "“achema compensation”
(zimilar to pséﬂ;éanalytic reaction formation), where the
person acts in alternative waya 1in total contrast to the
achema e.g.to hide dependency needs a person gives to
othersa what he would like to receive himself but cannot ask
for.

The process of "aschema compensgation” can be
illuatrated in the bulimic’s behavioura by understanding
the role of appearances as argued by the p?lghoanalytic
feminiata Dana (1987) and Cooper (1987), mwhereby the
development of a agucceaaful, organized and good 3zelf
compensates for the bad, ugly unacceptable self. Dana
(1987) substantiates this by stating that the bulimic aees
herself az having two sidesa:

a) the competent, succesasfully, organized, good saide
that appears 'normal’ to the world and is thus acceptable;

b) the messy side, which is bad and unacceptable, out
of control, needy and greedy, and encapsulated in the
covert bulimic behaviour.

Thusa by having these two aidea 3o clearly aplit, the
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bulimic views herself aa a ’fraud’. She feela aa though
her 'normal’ gide ia a facade i.e. what she pretends she is
to others, Publiec acclaim of her good aide is not well
received by the bulimic as she does not feel worthy of
this, due to her underlying belief of being bad. Cooper
(1987) has referred to the behaviour of bulimia as “false
gseparation and falge individuation”. She claims that the
bulimic has not fully worked through issues of aseparation
from the family of origin but ia required by them or by
gocliety to appear aa though she has been succeasful. The
appearance i3 in keeping with thias, but the issuea of loas
and separation are symbolized in the covert bingeing and
vomiting. Individuation, ias expreased through the social
appearance of coping well. This so0cial self is an example
of a achema driven behaviour as it ia a compensation that is

regorted to when the other 3self attempts to emerge.

The application of Young’s (1989) theory requires the

initial identification of EMS. This can be achlieved through:

a) the usge of a achema questionnaire (3ee appendix 4);

b) the triggering of achemas during the therapy
seaszions through the use of imagery and discusasion of
upaetting eventa in the paat and prasaent;

¢) to activate the achema through diascuasion of the

therapeutic telationship and to identify what achema 1is



24

being activated in this relationahip. Thia ia referred to
ag8 'working in the tranaference’ in paychoanalytic terms.
Young (1989) claimsa this to be an esaential component to thia
therapy as 1t focussea directly on +the interperaonal
interactiona of the therapiat and patient. He argues
that it 1a in the interpersonal sphere that most difficult
patienta problema lie. Safran (1984) and Arnkoff (1981)
(cited 1in Edwarda 1987) have argued that the interpersonal
aspect of therapy can be 1integrated 1into atandard
cognitive~-behavioural therapy and has a significant impact
on the patient. A Bruch (1985) endorzes the need to work
with the therapeutic relationship, a=z this can give these
patientas an experience of a new way of relating.

d) Confronting schema avoidance and achema maintenance

e) Use of emotional catharsias, whereby the patient
is encouraged to express feelingas associated to the isaues
raised in the triggering of achemas.

f) Linking the present and the therapeutic relationsahip
to the past and family. Fairburn (1985) also subhscribesa to
the importance of making the 1link to the family in
searching for the etiology of the problem, but he doea not
link thia with the therapeutic encounter.

Young (1989) focusses on working with behavioral and
environmental change after the identification of the EMS.

However, Yager and Edelstein, (1985) in reviewing the
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outpatient management of bulimia, found +that as few

patienta harbour the illuasion that all their problemas are

resolved with the amelioration of their symptomsa, the
aggociated problems of affect, self esteem and
interpersonaL% improve and are able to be more profitably

examined once the bulimic behaviours per se have abated.
This supporta Fairburn’a (1985) model with the initial
emphasis on bringing about changes in the eating behavioursa
before working with the thoughts and beliefs un&erlying
these behaviours.

In working with people with eating disorders, Garner
and Garfinkel (1985) atreas the need for an eclectic
therapeutic approach. However, regardless of what approach
ia taken, Kruger (1980) reminds us that

there is no therapy in itself, only a paychotherapy
as structured by a specific therapist and a specific
client. Every client i3 a new challenge and the
therapeutic situation éonstituted between therapist

and client ia always a new aituation.
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The Case Study

The case presented herein and the subsequent
paychotherapy was undertaken at the Rhodes University,
Pasychology Clinic - a psychotherapy and psychological
aszsessment training institution for astudents studying
towarda the Masters degree in Clinical Psychology. All
contact with patients/clients is on an outpatient basis,
whereby the students work directly with the clients. The
students work under cloge supervigsion of a qualified
clinical psychologist, as well as participate in regular

case conferences with other students and qualified staff.

"In this particular case, the initial diagnoatic
interviewa were carried out by the therapist presenting

this case.

The confidentiality of the patient has been reapected and

thua 1dentifying data haves been masked.
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Identifying data:

Anna, a 20 year old aingle female student, studying
for her final year towards a B. Soc. Sc. degree, presented
herself at the Clinic on the recommendation of one of her
professors, to whom she had sought help. She previously had
had eight psychotherapy sessions with a private «clinician
for the problem to be desecribed. This therapy had been

non—-directive inaight oriented therapy, but theae had left
her "more confused and very scared”. Anna had confided in
her c¢lose frienda, but had felt that she had overwhelmed
them and hence decided to seek further profesaional help
for her problem. She requested that her parents remain

uninformed as she wanted to be responaible financially for

the psychotherapy.

Presenting problem:

Anna described her prcblem aa an eating dizorder
related to her need to "be thin”. She had a poor body image
and described her body as being "gross and ugly” and
"gomehow Jusat getting 1in the way”. She predominantly
binged on junk food, which she would devour eagerly. She
felt to be out of control when bingeing. This would be
followed by the copious drinking of water, which would then
make her feel bloated and full. By placing her forefingers

in her throat, she would induce a wvomit of all this food.
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She experienced a tremendoua aense of relief, albeit
shortlived after carrying out this ritual. She would
covertly carry out this ritual up to five to aix timea per
day. She had not had a clear day over the laat year. She
structured her life around the procurement of the food and
the seeking of a secret place to binge and vomit. She had
resorted to stealing food or money when she was desperate.
Underlying all this behaviour she experienced a great
sengse of guilt at the "waste” and the "deceitfulneas™” of
her behaviour which she felt she could not control. She
also felt very afraid of the future as she could see no
other way to live except to be "caught-up” in this ritual.
She also suffered from a sense of low self esteem, and was
feeling very lonely. The Beck Depression Inventory (see
Appendix 2) reading was 29 which falls into the category of
"gsevere depression”. She had not ever attempted suicide, or
experienced suicide 1ideation per se, but she had had
thoughta about death, which had frightened her.
She also experienced many somatic symptoms of anxiety
She experienced heart pounding, difficulty in breathing,
face ;iushes, feelings of choking and trembling hands. She
was unable to relax and feared 1losing control. (See
Appendix 2 for Beck Anxiety Scale). She related thia to
social situations as well as to work, where in boih areas

she always felt "inadequate, inappropriate and very clumsy”.
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General appearance and mental state at initial interview:

Anna appeared very timid and scared. She 1initially
made very little eye contact and continuously covered her
mouth with her hands as she spoke. She found it difficult
to ask for help or even to describe her presenting problem.
She constantly apologised €or the "time” she was taking up
in the interview. She was quite tearful and embarrassed by
thia throughout the initial interview.

She was notably overdressed for the hot weather. She
looked in reasonable physical health and could be described
as having a normal weight for her height and body
structure.

A full medical examination by a 1local General

Practfgher, following this initial interview, revealed no

physical problems.

Family of origin:

Anna @

Anna- described her parents as being "very hard working

Genogram

people™, They needed to work thia hard 30 aa to provide
all the material needs of the family. She described them
as "very caring”, despite the fact that they spent most of

their time away from the home. The children, while young,



30

were left in the care of a nanny.

Anna idealizes her father, and feela she has to work
hard to gain his admiration. She does not feel "good
enough” for him, and is quite jealous of the relationship
between her elder brother and her father.

She also idealizes her mother. Her mother has always
had a weight problem and thus haa been quite involved 1in
different diets. Anna would like to apend more time with
her mother, but her mother constantly attempts to "push”
Anna 1into being more soe¢iable with her peers. She would
like to see Anna as "popular”. Her mother i3 a very
sociable person.

Anna 1ia very close to all her aiblinga. She claims
that while growing up she "mothered them”, particularly her
youngest brother, and found this role to be moat
satiafying and comforting.

i

Anna holdas a distorted perception of how close the§
family are. On the one hand Anna constantly describes it
asa being very "close and caring” and yet on the other hand,
with the parents and children being conatantly physically

apart, there waa always a pervasive sense of ”"longing for

more of each other”.

Personal History:

Anna, the second eldest child, waa a planned baby. The

pregnancy went well as did the birth. Anna was bottle fed
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as her mother went back to work when she was 3 months old,
as her mother had done likewise with the previoua child and
would do with the subsequent ones. Anna was described, by
her parents as being a "good and quiet, undemanding baby”.

Her mileatone development was normal. She was alwaya
physically healthy, although s8lightly on the "plump side”.

At primary school, she waa described as a "slow
learner”, but she coped academically, passing all her
grades. Socially, s8he had many friends and was a ™very
pleasing” and "sweet natured” girl.

At 13 years of age Anna"was sent to boarding school.
(This decision had been a calculated one, by the parents,
for all the children 1in thia family, aa it was felt
boarding school was a ”good way of .developing
independence”). She hated bhoarding school, was desperately
homegick, crying herself to sleep nightly, becoming more
and more withdrawn from her peers and teachers and by the
end of her firat year had to be hospitalized being
diagnozsed as having Anorexia Nervoasa.

She remained in hospital for 1 year - where a
behavioural programme to induce eating was implemented.
She was diacharged on making a conaiderable weight gain.

She returned to achool having lost a full academic year
and experienced great difficulty in adjuating back to

school and to new frienda, and it was at this time that she
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began to covertly binge on junk foods as a solace. Due to
the bingeing, she began to gain congiderable weight and
thus it was a relief for her to discover self-induced
vomiting after a binge, as a practical solution to her
problem of weight gain. The bulimic ritual began to work
for her.

The following year, she waa moved to a amaller sachool
as she was not coping academically. Here she felt she was
"somebody”, made many new friends, worked well
academically and became involved 1in many sporting
acitivities and teams. She was to all outward appearances
Yauccesgsaful”, However, throughout this "good"” period, she
was bingeing and vomiting up to two to three ~times per
day, and became quite adept at keeping this a secret. Her
physacial health was good, however, she only began
menstruating at 18 years of age. This had bothered her but
she had never socught help, as she feared this would draw
attention to her and causzse "others to worry about me
ther) ”.

After leaving aschool and gaining a University Entrance
pass, her parenta decided that she should atudy Social Work
and go to a amall university where she could 1live 1in
reaidence. She found her studies very interesting, but she
experienced many difficulties academically and thus worked

many long houra compared to her ”"frienda”, She experienced
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great pressure from her work load, as she had claimed that
she had never felt academically "good enough”. However,
she managed to gain credits in the subjects she registered
for.

It was during her second year that she met her first

boyfriend. She fell "head over heels in love” with him.

It was not a sexual relationship, or a very physaical one,
but she felt it to be "very emotionally intimate™. It
lasted for 10 monthsa, after which he "ditched her”. She

was devastated aa she felt that she had truasted him so
deeply and had understood him s30 well. At the 1initial
interview, she claimed that she was still grieving over
thia losa. This has been her only heterosexual relationship.

During her university careeer, she became more "covert
and clever” about. indulging in her bulimic behaviour.
She was having up to six or seven binge-vomit episodes per
day. She was bingeing and vomiting on both junk food and
would also vomit up her regular meals which appeared to be
very meagre and selective.

She has always been popular with her peera and
describes herself as "being liked by all”. She does not
underatand this and never feels worthy of popularity. She
alwayas experiencing much anxiety when with people, yet she
claims that she desparately needs friends around her, as
she enjgys doing things for them. She hates being alone

unless she is bingeing and vomiting.
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Diagnosis:
Axisg I : Bulimia Nervosa
Dyathymia

Axis II : Dependent Personality Disorder

Case conceptualization and therapeutic strategies as at

in initial interviews

At presentation to the Clinic, Anna was bingeing and
vomniting up to five to six times per day, without a clear
day within the past year. She felt out of control when
bingeing, as once she began to devour the food, she could
only stop once she felt physically uncomfortable. The
self-induced vomiting was a solution to these uncomfortable
feelings and gave her a senge of control. It helped her to
control her physical appearance, by maintaining her weight
and shape. Thias is very important to her aa being thin
assures her of acceptance by others.

The bulimia was hypothesized as being a result of
Anna’s 1inability to cope with separation and growing wup.
She hasa not been able to resolve her separation anxiety
from her parenta. She 1is unable to express this anxiety to
anyone for fear of rejection. The bulimia has thus become
an adaptation to her need to be accepted, while at the same

time to contain all these anxieties.

P

The therapeutic strategy decided upon was to ;qﬁially

b -
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addresa the behaviour, viz. the eating patterns. It was
felt that by focuaing on this behaviour, Anna could begin
to gain a sense of mastery over her eating problem as the
issue of control ia very central to Anna’s predicament. The
apecifiec tactics to be employed would follow Fairburn’a
programme, whereby Anna would need to detail and record her
eating behaviouras. Anna would be made cognisant of 1its
structure and format, thus relieving her of the anxiety
that she had experienced in her previous non-directive
therapy. Concurrently, the issue of her personality
disorder would begin to be addressed, through her
developing a trusat 1in the therapeutic relationship by
allowing her to begin to share her secret world with
another, viz. the therapist. The underlying dependency
needs could then be addressed directly once the overt
behavioral patterns had been dealt with. The final aim of
the therapy would be to help Anna become aware of her own

inner resources and become more sgelf-asgsertive.
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Resulta and Disacussiopn

This presentation will provide a detailed analyaes
of the firat 22 geasiona of therapy carried out over a
period of 6 montha. The remaining period of therapy (10

aesasions) will then be summarized briefly in the

conclusion.

The firat four weeka of therapy : the significance of _the

implementation of a atructured. behaviourally oviented

programme.

Anna’'s previous attempt at therapy had 1left her
both confuged and bewildered. This therapy had been non-
directive, and Anna had felt overwhelmed az a result of
the emotiona that it had releaséd. She was not able
to underatand them at the time, and the therapy did not
provide her with the appropriate tools to deal with them
Thia experience had, however, motivated her into accepting
alternative waya of working with her problem. At +the
initial diagnostic interview, Fairburn'’s programme (1985)
wasa presented to Anna. The fact that the programme was
atructured gave her a sense of its credibility. After her
past experience of non—-structured therapy, she felt that
she needed to work within specific guidelines. She also
felt empowered by the fact that the pace to be aet hinged

on her own motivation and action. Her motivation to change
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waa made clearly visible by the way ahe diligently carried
out the programme steps, during the firat atage (four

weeks) of the therapy. Furthermore, as i3 indicated in the

graph (see appendix 1), thias stage was succeaaful in terms
of behavioural change, as her binge-~vomit cycle became
intermittent. Thia 1is very significant in the 1light

of the fact that for the past year, Anna had been bingeing
and vomiting on an average of five to six timea a day,
year without a day free.

The initial aim in atage one ia to eatahlish a aound
therapeutlic relationship. Anna’as mental astate at the
initial presentation at the Clinic was of a highly anxious
plcture. Thia focuassed around her need to ask for help.
These initial diagnostic interviews were crucial in
creating a working therapeutic alliance, 1in which Anna
could begin to experience that asking for help implied a
positive action on her part. It reflected a movement
towards the development of some self eateem in that, in the
asking, she was indirectly saying that she was posasibly
worthy of help and attention from a therapist. Anna,
clearly aset the therapiat up aa her mentor at thias stage of
therapy which facilitated the implementation Qﬁgwwghe
of the firat stage of the programme. ;

For the firat 10 days after implementation of +the

programme, Anna was able to fulfil all the behavioural
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requirementa of the programme aimed at breaking the binge
cycle. She diligently filled in the self-monitoring
sheets, 3she made use of her liat of alternative behaviours
when the urge to binge appeared, she managéd to implement a
regular three meal a day atructure as well aa adhering to
having an in-between meal anack. She complied with the
weekly weigh—in achedule.

During thia period her anxiety was visible and she was
able to articulate it into: "Thia is too good to be true, I
can never keep this up”. Thia feeling would always emerge
during the times when ashe waa able to control the binges.
After maintaining control over her bingeing and vomiting
for 10 days, 1i.e. 10 days clear of bingeing and vomiting,
Anna lost control. She binged and vomited on aﬂ average of
g8lx to seven times per day for the next five days. This
was devastating for her. She said that she waa a "total

failure”, that "thia i3 how it will always be”, that ashe

"wags useless” Her thoughts were all negative, and she
became depreased with feelinga of 1low egteem and
helpleasness. For the therapy, the signficance of this

”crashf was that thias was the firast time that Anna was able
to expozse her weakneas to another person. At the time this
was not articulated by the therapist, but it was taken as a
good prognosis of the therapeutic alliance that was to be

establisghed.
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Anna was "coaxed” into attempting to try again. The
therapiat attempted to help her think in terms of taking
one step at a time, i.e. that one crash does not obliterate
the good clear timea that she had achieved. Cognitive
diastortiona, like dichotomous thinking, as were illuatrated
ahove, were clearly evident but were not formally worked
with at thias stage, as the focus was strictly behavioural.
However, the proceas of the therapy provided an informal
way of dealing with theae thoughta., The concrete evidence
of the record of good times on the gelf-monitoring sheets
did, Anna claimed, encourage her to continue trying to
break her binge-vomit cycle. Anna found 1t extremely
difficult to accept any credit or commend herself for the
good daya. The therapiat’s encouragement was not accepted
by Anna, it made her feel uncomfortable. She found it very
much easlier to szee her failures as bheing a part of what she
had expected. The therapiat found it extremely difficult
to counter thia response but constantly made reference to
the monitoring sheets to remind Anna of what she was
capable of achieving.

Anna’s mood aswinga were related to the degree of
control she experienced. When she waa in control, i.e.
during good timea, she was clearly anxious. She 1likened
thia feeling to being "like a coiled up spring ready and

waiting to pounce out”. When she was out of control, 1i.e.
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bingeing and vomiting, she waa depressaed. The Beck
Depression Inventory waa presented at each sesglion and used
to agseas the shifts in the level of depression (see graph
in appendix 1). Her body language provided a clear
indication of her mood. During her good phases, she would
ait upright and amile aweetly and be quite open towards the
therapist. During the bad phases sahe would slouch and
almost 'apill” all over the chair, consatantly covering her
face with her handa in an attempt to hide away. Thesae body
expressions reflect the two asides of the bulimic that Dana
(1985) gapeaks about, viz. the soclally appropriate side and
the covert inappropriate side.

A significant aspect of this programme was the weight
record chart. Over the four week period, her welght did
not fluctuate, it remalned at 67kg, which is the amount she
welghed at the 1initial interview. This was most
illuminating for Anna, as she realized that without her
regular five to six times a day binée and vomit behaviour,
she could maintain a constant body weight. Furthermore,
it 1indicated to her that deapite the fact that she was
eating regular meals and =snacking and was reducing the
self-induced vomiting she was not gaining weight. Thoughts
of: "If I vomit then only will I stay thin” and "By eating

three full meals a day, I will get fat” were counteracted

by this concrete evidence.
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The fact that the therapy concentrated on the eating
behavioura throughout this phase, gave Anna the first
opportunity ever to diasacuas her eating problem. She _was
able to begin to view it from a distanced perspective.
Thia, she claimed waa due to the act of writing it down
in the monitoring sheeta. Thia very act gave her a sense of
relief. She experienced the focua of the therapy on her
actual behaviour as a relief compared to the way she had
felt in her previous therapy where she claimed she waa too
gcared to "talk too much about her actual eating patternsa”.
Aa she was unsaure of the expectationa and aima of the
previous therapeutic experience, she also felt uncertain
about the importance of the eating behavioura. She assaumed
that ahe was required to offer "more meaningful
psychological ianput”. She waa, however, unable to fulfil
this assumption that she had made about the expectationa of
this type of therapy. She regarded her firat attempt at
therapy aa her own failure. Hence the offer of a different
focused way of working gave her a sense of hope. It also
helped to al%g her anxiety by making her feel aafer and
more secure byngaving an explicit structure to work within.
She found the experience of exposing her bulimic world to
an_other, not as threatening as she had expected to. Anna

was indicating that she could +truat the therapeutic

relationship.
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At thias atage of the programme Anna was not very eager
to explore the ’function’ of the bulimla as ia suggested by
Fairburn (1989). The discuasion would only revolve around the
self induced vomiting which she said she s2aw asa a means for
"keeping 1in ashape”. This relatea to "the wvomit as the
reacue” that Lawrence (1987) refera to. She could not
identify the function of the binge, all ahe could say was
’I Jjust have to do it’. She was not able to carry this
thought further. It was at thisg stage that the firat
resiastance against the programme began to emerge. In
attempting to look for the function, the therapy was moving
a little deeper and away from the behavioural focus. Anna
was becoming hesaitant.

The 1implementation of Stage 1 of Fairburn’a (1985)
programme had been very sguccesgsful. The behavioural
orientation had given the therapiast and Anna a s3peciflic
focusa and goal. Anna was able to experience a taste of

her potential for being active in the world.

Implementation of Stage 2 of Falrbhurn’s (1985) programme
where the orientation becomes more cognitive and the need
to adapt the therapy to the patient’'s needas becomesa the
focus.

The initial aima at thias astage of Fairburn’'sg
programme are: (1) to maintain a pattern of regular

eating that she had learned from Stage 1 and; (2) to effect
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dietary resatraint through the introduction of a variety of
fooda into the diet. These discusasions were held in an
informal manner and were enjoyable as Anna claimed that it
made her feel ”"like a naughty child” when the therapist
encouraged her to eat foods that she avoided most. The
fooda that ahe had held the moat miaconceptions about were
the carbohydratea. The therapist explained to her that she
needed to incorporate wholesome carboyhydrate food into
her meala a0 az to allay any cravings she would have for
highly aweetened fooda as these are the main content of her
binges. She understood this logic and felt quite indulgent
while eating potatoes and bread. She displayed a very
tight control over her eating of these foods. She was
still rather frightened of them. She experienced visgual
imagea of herself, for example, actually looking like a
potato, each time she ate a potato. She could share this
imagery with the therapist and in the sharing she began

to find it quite amusing.

The subsedquent aims of Fairburn’s (1985) programme in
thia atage of the therapy are to teach the patient how to
uae the baslc cognitive-bhehavioural gkilla of: (1) problem
so0lving and, (2) of identifying and challenging thoughtsa,
beliefa and valuea that are perpetuating the problem.
These s8killa were taught to Anna during the firat two

sesaliong of the aecond phase of the therapy and practice
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runa were carried out. During the sesaions she worked well
and appeared to be able to understand the instructiona and
follow them through. However, she was not prepared to use
theae newly acquired s8killa as wagz 1illustrated in her
refusal to 1implement them into homework. The actual
seaasions were then uged to implement these sgkills.

In retrospect, this implementation illustrates an
important 2hift in the therapy. The therapist’s attempta
to adhere strictly to the structure of the staandard
cognitive-behavioural techniquea of problem =0lving and
working with dyafunctional thoughta and beliefs were
unsuccessful. The gpecific techniques were applied
auperficially in that the analysis was not rigorous enough,
and the solutions reached and closure were premature. This
could have been due to the therapist’'s experience of a
change in Anna’s motivationsa to work in thia way. In
response to this, the therapist wanted to provide quick
anawersa and solutions for Anna in an attempt to sustain her
motivation. At this a3stage the therapiat’s anxiety was
directing the therapy. Although these exercigses were not
carried out fully in the technical sense, they were
significant for the therapy in thﬁt they activated
underlying emotions in Anna. These emotions could be
identified with the underlying achemas of 1loneliness,

helplesaneas and incompetence. As will be seen from the
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examplea given here below, thease were expressed in two
ways: firstly, from her reaponsea towarda the actual
implementation of the cognitive-behavioural techniques, and
gsecondly, through addressing the interperszonal aspect of
the therapy. Fairburn (1985), however, failed to address
the aignificance of the latter.

The steps taken 1in implementing the standard
cognitive-behavioural procedure for problem aolving are
outlined below:

1. Identification of +the =situation: During the
sesgion, Anna was asked to identify a aituation that had
prompted her into bingeing as an outcome or resolution to
that situation. She identified a situation, a ball game, in
which she had been unfairly treated. According to her
report to the therapiast, this appeared to have been the
case. She waa ready to shoot a goal, when s3omeone
deliberately tripped her. She did not fall but 1lost the
contact with the ball. She was unable to deal with thia
humiliation and immediately after the game, she went off
on her own and binged and vomited several times.
2. Finding alternative ways of dealing with the problem:
Anna and the therapiast listed the following:

a) that she could have Jjust diamissed the whole

incident as trivial, and thus let it paas,
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b) that she could have expressed to the other players
the humiliation that she had felt.

3. ‘Choosaing one solution: Anna admitted that she would
have 1liked to choose (b) but that it waa totally beyond
her capabilities to follow it through. She knew that thia
aolution waas the right one i.e. her reasoning waa sound
but there were underlying emotiona that were blocking
implementation of her logic. She began to cry very zoftly
and became reticent in the seszsion. The therapiat could
not prompt her into working this way any longer. Anna was
coming up against very s8enaitive 1saues and working with
them in a didactic manner wasa inappropriate.

From the abhove example where a specific gsituation waa
identified Anna waa for the firat time confronted with her
own lack of aasertion and helpleaanegaa. Theae emotions were
too powerful for her to deal with in a didactic manner at
thia stage of the therapy.

A further triggering of the underlying emotions
through an unauccesasful, in the technical aensge,
implementation of a technique ia shown in the attempt to
work with dysfunctional thoughta and beliefs.

The atepa are outlined asa followa:

Step 1: Identifying dyafunctional thoughts. Fairburn (19858)
auggesta that this type of thinking ia provoked when the

patient doea not comply with a behavioural programme
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inatruction, or 1is about to weigh herself or when she is
feeling fat. The therapist attempted to coax Anna into
identifying such thoughts. The only response that she
would give was in reaponse to the therapy. She continued

to repeat thoughts like: "Why should I beiég doing thias?”

"It’a too difficult for me, I’'m not winning so what’s the
use”, "I can’t keep thia up any longer”, "I don’t care”.

Step 2: Analysis of the thoughta. Anna would not respond
to Socratic questioning. From her behaviour it appeared
as i1f she had just given up. The therapiat interpreted this
behaviour. Anna responded with "You gee I always fail, I
am not good enough”. In questioning the validity of thias
atatement, the therapiast explained to Anna that she was
using generalizationa and that she had not been‘a failure
in all aapectsa of her life. The therapist encouraged her
to talk about her auccesses, for exanmple, in the
behavioural programme atage of the therapy. Anna’a reaponse
waga that "Maybe it appears to you az 1if 1 have bheen
succesasful, but that iz not how itas been for me”. Anna
began to panic, she said that she did not want +to talk
about thias any longer. The therapiat respected thia
requeat and the therapy room remained silent (about 15
minutes) until the end of the session. During this gilence,
Anna appeared petulant, a new expresasion that had not been

witnessed in the therapy before. She left +the aseasion
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apologiasing for her behaviour, by saying "I'm sorry that I
did not work that hard today”.

The above illustration indicates how the therapist’s
anxiety at needing to adhere too strictly to the
technicalites of the programme, led to a loas of empathy in
the therapy. This is reflected in Anna’s petulance as a
reaction to not being understood when she was attempting
to exprezss her underlying aschemas of helplesaness. The
therapiat did not at the time realize this and dogmatically
adhered to the apecific steps of +the technique. The
triggering of Anna’sa underlying emotions is =ignificant.
She had begun to experience these feelings within the
therapy. Her apology at the end of the session, could
retroapectively be hypothesized aa a way of placating the
therapist for fear of rejection. Anna feared that because
she had not worked well i.e. within the apecific tasks aet,
she would be rejected. Furthermore, she had exposed a very
different side of herself to the therapiast and was not sure
of the outcome of this. Thus the interpersaonal asapect of
the therapy was becoming very significant. Dana (1987) has
highlighted the importance of appearance 1in the s3ocial
sense for the bulimic, 1i.e. that she constantly needs to
ashow only a good part of hersgelf. In this seasion, Anna’s
social facade was beginning to waver.

After the firat three sessiona of this second astage
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of the therapy, Anna phoned 1in and cancelled two
appointments, she also began to arrive about 10 minutesa
late for subsequent appointmenta, and atopped bringing any
gelf monitoring sheets to the therapy as she had stopped
doing any homework. She also claimed that she was vomiting
and bingeing regularly but that she had no record of the
times. Anna waa clearly resisting therapy yet did not
leave. At this stage of the therapy, Anna'a achemas of
helplesanesa had been activated and although the therapy
waza not directly addressing thia, she remained in therapy.
The hypothesis for this behaviour wasa that speﬁher feelings
of dependence were bheing activated within ihe therapeutic
relationship. Thus indicating that although the
therapy at one level was not.succeeding, at a deeper level,
she was being touched and the therapy waa becoming much
more emotional. On the one hand Anna was beginning to
realize that she needed the therapiat yet was compensating
for this overwvhelming feeling by not fulfilling the
therapist’s requirements and taska by making an autonomous

atatement.

Thia =ashift 1in the therapy can be illuatrated 1in the
following vignette, where the emphasis ias more on affect
and the therapist i1s no longer using the technical steps

of problem solving and working with dyafunctional thoughts

in a formal manner.
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The vignette prezented uses the same asituation asa

previously,

Therapist:

Anna:

Therapist:

Anna:

Therapist:

Anna:

viz. the incident at the ball game:

Leta imagine that you are at the ball game now
and the game i=s coming'to an end. Can you
relate exactly what waa happening to you at
the time?

I'm just going to shoot for a goal, when Tom
8lips hia foot in front of me.

I can’'t see the ball properly as my eyea are
full of tears, I'm not really playiné anymore
and I just can’'t wait for the game to end. 1
want to go away.

The game has ended, now what?

I'm picking up my track suit, I don’t want
any one to see my face.... 380 I just start
to walk away...... 3someone is calling my
name but I pretend not to hear.... 1 walk
fagter.......

Are you feeling scared?

Yea, I'm afraid that they will see me like
this, (she i3 beginning to cry 1in the
sesgion). I look 80 ugly......now

I’m 30 damn pathetic......and stupid to

make such a fuaa over nothing. Look at me



I"'m falling apart again. I hate this.....
you must think me so stupid and pathetic...
Therapist: Is this how you think your friends at the
game feel about you?
Anna: They don"t want me around, Dbecause 1"m so
pathetic..........
Anna continued to cry for awhile, the therapist just
remained present to her, giving her the space to express
emotions without analyzing them. After some time, she then
went on to talk about how she actually went about the
binge. It was as if, after this emotional outburst, she
needed to go back to some structure to contain herself and
finish this story. Anna became distanced and aloof,
covering her face with her hands, while relating to the
therapist how she then went to her room and vomited and
binged. She went into the details of what she ate and how
she needed to drink water to Ffill herself up, and then she
put her finger down her throat and vomited it all up. Anna
became overly apologetic about the expressive outburst. It
had made her feel very bad as she felt that she had upset
the therapist. She also added that she would understand if
the therapist wanted to end the therapy. The therapist had
to reassure her that she had not felt this way but was
pleased that Anna was able to share these emotions with the

therapist. In terms of Young®"s (1989) recommendations in working
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with the +tranaference, the therapiast realized that thia
diastanced attitude of Anna’a wazs a way of telling the
therapiat that Anna could not share the immediacy of the
experience of bingeing and vomiting with anyone. The
therapist felt it necessary to expreaa +to Anna how
distanced the therapist had felt while Anna waa relating
the second part of her story, 1in comparison to the shared
emotions of the firsat part. Anna used thias interpretation
by adding that she cannot ever expose the bingeing and
vomiting to anyone aa she feara they would reject her.

The above example of the therapy illustratea how the
Early Maladaptive Schema of a "Fear of Rejection/Loss”
(see page 20 of thisa report) waa identified through the
active exploration of an event, whereby emotiona were

triggered and actually re- experienced within the therapy

seasion. Thia pre—-empted the opportunity to use the
interpersonal atructure of the therapy. The interpersonal
domain 1is ?icore problem area for people vwho have

developed atrong Early Maladaptive Schemas (Young, 1989).
The fear of rejection waa experienced within the therapy.
"Schema compensation” (Young, 1989) waa explicitly used by
Anna in her attempt to placate the therapist because of her
expreasion of emotiona and the exposure of her uglineas to the
therapisat. Thia relates to Dana’s contention that the

bulimic needs to have a 3ocial self which
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acts as a facade for the ugly partas of hersgelf. In order to
protect herself againat lonelineaa and rejection, Anna
placates othera aas a coping strategy. Thus ghe is avéiding
the underlying schema, as well as compensating for Iit,

through her social self.

Identification of the Early Maladaptive Schemas.

At thia stage of the therapy, (the 16th seasion) an
attempt wasa made to verify +the hypotheaea that were
beginning to take form in relation to Anna’sa adaptive
achemas, Young’a Quesationnaire for Identifying Early
Maladaptive Schemas (appendix 4) was given to Anna.

The sqhemas that were identified were:

1. Abandonment and Losas
2, Fear of losing control
3. Dependence

4. Subjugation.

Anna felt that having identified these achemas,
helped her teo make sense of her anorexia and bulimia. This
waga a turning point in the therapy. She began to make
meaningful links to her past and family and to understand

her adaptationa +to the particular circumatances in her

life.
From the subsequent therapy the foundations of

Anna’a anorexia began to emerge. She i1dentified 1itsa

precipitant as being s8ent to boarding sachool and the
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consequences of bheing away from home. The anorexia could be
linked to the following combinations of Early Maladaptive
Schemas, which highlight the confliect that Anna must have

experienced as the two combinationa counteract each other.

1. Abandonment/loas and dependence
2. Fear of losing control and subjugation.
1. Abandonment/ loaz and dependence: Anna believed that

by beling sent to boarding sachool, she had been rejected and
abandoned by her family. Her statement of anorexia was

an expreasion of the underlying beliefs that "I am so

small and fragile... I am go helplesa.... I need you .....I
am not ready to leave home ....... don't leave me
alone....”.

2. Fear of losing control and subjugation: The anorexia

also relates to her fear of losing control, as it was
through the aymbolic control of eating that she managed to
keep her emotionas in control. "If I am in control, then I
won't need anyone and I won't be a burden to anyone” The
need for control alaso relates to her need to subjugate her
needa to that of her parenta. The underlying core heliefs
about her parents being "They are so good. ... a0
perfect.... they know whata right.... I feel 80 bhad about
making demands on them”.

These core beliefs of fear of loaing control and the

consequent possibility of being rejected were also expressed



in the episode of the ball game, as well as within the
therapeutic relationsghip.

The statement of bulimia can be viewed as a process of
achenra compenaation and achema avoidance in relation to the
identified Early Maladaptive Schemas. In attempting +to
understand her shift from anorexia into bulimia, it became
apparent to Anna that the attention that she had called to
heraself from her parents when ghe waa in the anorexic state
was, a8 she articulated retroapectively "not their concern
but their fear”. Her satrategy for coping had backfired for
her. Her achema of subjugation had been activated by her
parent’s reaction as she had felt very bad. Her thoughts
were: "I have been bad and have made them suffer”. The ill
effecta that she had caused, made her feel guilty. A=
compensation for this, she placated them by moving into the
bulimic phase. This proceas of achema compensation relates
to Cooper’'s (1987) atatement +that bulimia i3 a false
aseparation and a false individuation. The bulimia was an
adaptation which allowed her to appear independent and yet
contained all her neediness 1in the covert bulimic
behaviour. Thus aghe gave the appearance that all was well
to both her parents, and her peers.

The binge was her way of digtracting herself from her
conflicts, and also a way of taking in the love and care

she felt denied of. Furthermore, as food iz inanimate, Anna
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felt 3she could control it. She thus compensated through
food the overwhelming fear of losing control that =she
experienced with people. The need for control was further
played out 1in the self-induced vomiting, which could be
viewed as the "rescue” (Lawrence, 1987). It gives her a
sense of control and preventa her from getting fat, thus
helping to maintain her social facade.

The most disconcerting realization that Anna came to
during this stage of the therapy was that her dependency
needs and her fear of abandonment had not been resolved and
the bulimia was a processa of schema avoidance of these
particular EMSs. This was highlighted when she attempted to
explore the bad feelings she had about the money she wasg
wasting on her habit: "The worsat part of this bulimia 1isa
that I am using my parent’s money to support it”. She then
realized that the money waa symbolic of the lové and care
she wanted from them. She likened it to "an umbilical
cord”, as through it she managed to maintain a strong
dependent link with her parents. She atill feared
abandonment. Anna’s overwhelming feelings while talking
about these issues were of anger. In focusing on whom it
was directed at, Anna found to her amazement that it was
directed at her parentas. She was aquandering their money
as a symbolic way of expressing her anger and taking

revenge againsgt them, for as she expreased it: "not giving
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me what I want"”. She had alwaya seen them as perfect and
now suddenly she was feeling let down by them and beginning
to see thelr shortcomings as parenta. Anna atill needs to
work through the iague of disillusionment, aa it ia very
new for her.

An overview of the changea that occurred in Anna’s
eating patterns during the 2ix montha, 1a relevant.

This therapy began with the behavioural focus, which
waa maintained and worked with succesafully for the first
nine sessions. For the three following weeka of therapy,
where the focus was on implementing the technical
cognitive-behavioural 3killa of problem solving and working
with dyafunctional thoughta, Anna withdrew from monitoring
her eating patterns, but did inform the therapist that she
was bingeing and vomiting regularly. At this stage of
the therapy, Anna appeared to be ambivalent about the
therapy. Thia could have been due to the fact that the
therapiat was 30 intent on following the cognitive-
behavioural programme, that empathy was loat. On the
other hand, it could be hypothezsized that emotions were
being triggered that shifted the emphasis for Anna onto a
deeper level of functioning.

Throughout the whole therapy Anna was weighed regularly
by the therapist, and her weight over the whole period only

fluctuated within a 1 Kg. range (67 Kg. to 68 Kg.). This
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formal record of her weight atability was moat aatisfying
to Anna as she expressed the thought: "that my body is not
letting me down” and "it is a good to look at the chart to
remind me that I am not changing 3o much as I used to do”.
It was during the last aix sessions within the 22
seasion block of thisa report, that Anna’a behavioural
eating problems had been reduced to occuring on weekends
only. At this stage, Anna was prepared to work with this
problem using the standard cognitive—behavioural problem-
8olving 3killa that had been presented to her earlier in
the therapy. She worked well and came to the reaiization
that because of the lack of structure on the weekends,
she often Jjusat binged and vomited, as she said: "to break
the monotony”. She could cope well during the week when she
was in a strict routine and thus was busay. She decided to
80licit her frienda to help her overcome her weekend
problems. They helped her plan and structure her weekends
in advance. The new experience of being able to express
her needa and ask for help from her peersa, was aignificant
for Anna. Her beliefs agout herself had changed in
that s8he said: "I don’t really mind if they know that I
can't cope” and "That’s what friends are for”. She was
beginning to feel +that ahe could aszk for help without
feeling the fear of rejection, hence she was no longer

avoiding this gchema. The gchema compensation of having a
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perfect social image was beginning to break down. Anna’s
needa were becoming integrated into her social worid. She

was learning to become self-agsertive.
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Conclusaion

The subsequent 10 therapy sessiona were uaed to
conaolidate the inaighta gained from the paat 22 asessaions.

The easay and comfortable flow of the therapy made
evident that some fundamental ahifts had taken place for
Anna. She had become more able to engage freely with the
therapiat. She admitted that she could now expressa her
emotiona without feeling the fear of losing control or
rejection from the therapist. She no longer needed to
uze her achema compensgationa, that ia to keep up‘the good,
sweet, placating image, as she waa no longer avoiding the
early maladaptive achemasa.

Anna was also able to extend thease new found inaights
into her social world, which she now deacribed as being:
"richer and better” as she felt that could now be more
authentic with others. She aaid she felt quite relieved
about not having to: "always be nice to everyone” and "to
be able to express my honest opinions”. Her friends
appeared to have resaponded positively and she felt met. She
also realized that it was not imperative for her to always,
as she put it: "bhe giving” to ensure friendships and that
the "give and take from both sides of theae relationships
was esasential”. Anna was becoming more reality based. She

wazs experiencing her own autonomy as she was able to
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articulate tbat: "I feel I can make deciasions more easaily as
I now what I want”. She was able to now implement the
problem solving skills presented during the early phases of
the therapy. Previously, the attempt to tackle problemsa
through this technigque had activated her =sense of
helplegsness, now she waa able to usze these techniquesa
appropriately.

Thus thisa case study has shown how the underlying
persaonality maladaptiona were accessed and provided inaight
into the foundationa of the eating dilaorder. Once thease
underatandings weré reached, the symptomology began to fade
and gave the patient the freedom to experience a richer
emotional and interpersonal life.

Thias case—atudy has alsgo illustrated how a depth
psychotherapy waa attained through a combination of
psychotherapy models, viz. Fairburn’a (1985) standard
cognitive-—-behavioural programme which worka at a rather
superficial level of cognitiona and Young'a Schema Focuaaed
Therapy for Personality Disordera (1989) which movea 1into
deeper cognitions. Initially the highly structured and
fairly superficial level of working at a behavioural level
provided the impetus for the development of +truat and
security within a therapeutic encounter. Thia then
activated the wunderlying early maladaptive gchemaa to be

experienced within the therapy. Finally the patient was
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able to teat her new found insights in her day to day
exliatence.

Therapy needa to be able to live with what 1is
presented and in this case, the patient’s needs were the

guiding factor towards the attainment of it'a succeas.
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Appendix

BECK INVENTORY

Date

Name

On this questionnaire are groups of statements. Please read euch group of statements carefully. Then pick
aut the one statement in cach group which best describes the way you have been fecling the PAST WEEK,
INCLUDING TODAY! Circle the number beside the statement you picked. [f several statements in the grosp
seem to apply equally well. circle each one. Be sure to read all the statements in each group before

making your choice.

1 0 1dosuot fee) sad. 12
| 1 feedsad,
2 L am sad alf the time and ! cun’tsnap out of it.
3 tam sosud or unhappy that | can’t stand it.

0 1 have nat lust interest in other people.

I 1 am less interested in other peuple thun | used to be.
2 | have lost most of my interest in ather peaple.

3 1 have lost 2l of my interestin other people.

1 make decinions about as well as { cver could.

[ put off mukiag decistans more thun { used (o,

[ huve greater difticulty in making decistons than betore.
{ can’t make decisions at ull anymore,

0 | am not particularly discouraged about the future. 13

1 1fcel discouraged about the future.

2 | feel | have nothing to look farward to.

3 ! feel that the future is hopeless und thut things eannat
improve.

i 3 O

.

[ don't feel 1 look any worse than | used .

3 0 Ido not feel like a failure. I am worried thut 1 am looking old sr unattractive.

I [ feel I huve failed more than the averuge penon. } feel that there are permancent chunpes in my uppearance
2 As 1 look back on my life. ull [ can see is x tat of fuifures. that muke me look unatiructive.

3 I feel Fam a complete fuilure as a person. I believe that | fook ugly.

0

14

[RYr-N

‘i

4 0 ! get 2 much satisfaction out of things as [ used ta. 15 0 ) cun work about as well as betare.
1 tdont enjoy things the way | used to. 1 e takes an exira effort o gel started at Jong something.
2 dan get real satisfaction out of anything anymore. 2 | have 10 push myself very hard to do anything.
3 lam dissatisfted or bored with everything. 3 [ can’t do uny work at all. ’
5 0 1don't fec! particularly guilty. 16 0 | vun sleep us well us usuzl.
I 1 fecl guiliy 2 good part of the time. 1 1don't seep us well as { Baed so.
2 1 feel quite putity most of the time, 2t wake up 1-2 houns cardier than usual und find it hard to get
3 1 feef guilty all of the time. buck to sleep.
3 1 wake up several hours carlier than | used o0 and cannot get
6 0 Fdon't feel t am being punished. back to sleep.
I lfeel | may be punished.
2 ] expect to be punished. 17 0 1 Jdont get more tired than usval,
3 1feei I am being punished. 11 get tired more casily than I esed to.
2 1 get tired from duing almost anything
7 0 $don’t feel disuppointed in myself. 3 1 am oo tired ta do anything,
1 1 am disappuinted in myscif. .
2 I am disgusted with myself. 18 @ My appetite is no worse than wual,
3 1 hate myself. 1 My appentce is not as pood as it used to be.
2 My appetite is much worse now,
8 0 ldon'tfeel ) um any worse than anybady clae, - 3 1 have no appetite at all anymone,
I 1 am critical of myself for my weakncases or mistakes.
2 1 blame myself all the time for my faults. 19 0 1 haven't lost much weight. if any. lately.
3 1 blame myself for everything bad that happens. v | I have tost more than S puonds. | am purposely trying to Jose werght
2 | have oot more than 1@ pounds. by cating less. Yes— Nu.
9 0 ! don’t buave any thoughts of killing mysell. 3 1 have lost mare than 1S puunds,

1 1 have thoughts of killing myselt, but | would nut carry
them out,

2 1 would Jike to kill myself.

3 1 would Lill mysclf i } had the chance.

20 0 lam no more worried about my health than usual.
1 | am worsicd ahout physical pblems such as aches und
pains: or upaet stomuch; or constipation.
2 | am very worricd ahout physical problems and it hard e
think of much else.
3 am so worried abaut iy physical problems that 1 cannot
think about anyihing else.

10 0 { don’tcry any more than usual.
1 1 cry more now than { used to.
2 L ery all the ime now. :
3 [ wned to be able to cry. hut avw § cant ery even theugh |

want to. 21 1 have not natived any recent change in my snterest in ses.

0
! Fam less interested in sex than | used to be,
2 1 am much less o interested inoses now,

3

0 I am no more 1rntated now than | ever um.
§ huve Just interest 1n sex completels

I pet annoyed or irritated more casily than [ used m,

2 I feel arntated all the ime naw.

3 [ don't get imtated 31l by the things that used to ireitate
me.

Reptoduchon withuwt author s express whiten consem is aot pernutied. Addionat Eupn:‘ and of permission 1o thes seale gy be ohtaned
from CENTER FOR COGNITIVE THERAPY. Roum 6012, 133 Snuth 36th Street. Philudelphia. PA 19114

st A VT et MDD
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Appendix

Beck Anxiety Inventory

Name Date

Below s a list of camman symptoms of anxiety. Pleasa read each item In the list carefully. Indicate how much
you have been bothered by each symptam during tha PAST WEEK, INCLUDING TODAY by placing an X in the
corrasponding spaca In the column next to each symptom.

Not ‘ Mildty Moderataly 1t Sevarsly
at aif 1t did not Was very un- i could
bother me plaasant but ) barely
much could stand it stand it
1 Numbness or tingling.
2 Faaling hot. .
3 Wobbliness In legs.
4 Unable to refax. e
5 Fear of the worst happening
6 Dizzy or lightheaded.
7 Heart poundIng or racing. - hd
- <
8 Unsteady.
9 Terrifled.
10 Nervous.
11 Feellngs of choking. 'Y
12 Hands trembling. X
13 Shaky.
14| Fear of losing control. ) ’ X
15| DIMicuity breathing. X
16 Fear of dying.
17 Scared.
18 Indigestlon or discomfort
In abdomen.
19 Faint.
20 Face flushed. X
2 Sweallng (not duse to heat), B

Caoyngnt 1967 by Aaron T, Becy, M.D.
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Appendix

FOOD CONSUMPTION RECORD

Date Day

Food and liquid Place B v/p situation/Feelings/

Time .
consumed Behaviour
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Appendix

SCHEMA QUESTIONNAIRE

Developed by
Jeffrey Young, Ph.D. & Gary Brown, M.Ed.

Date

Name

INSTRUCTIONS: Listed below are statements that a person might use to
describe himself or herself. Please read each statement and decide how
well it describes you. When there is a conflict, base your answer on
what you emotionally feel, not on what you rationally believe to be

true.
If you desire, reword the statement so that the statement would be

even more true of you. Then choose the highest rating from 1 to 6 that

describes you during your life (including your revisions), and write the
number. in the space before the statement.

RATING SCALE:

1 Does not fit me at all during my life.

2. True of me for a period during my life, but not for a major part.

3. True of me right now, but has not generally been true during my life.
4. Somewhat true of me for a major part of my life.

5. Mostly true of me for a major part of my life.

6. Describes me perfectly for most of my life.

EXAMPLE:
I _care about
__4__ I worry that people ~ will not like me.

AUTONOMY

1. DEPENDENCE

L 1. I do not feel capable of getting by oh my own.

b 2. X need other people to help me get by.

Q 3. I do not feel I can cope well by myself.

_ 4. 1 believe that other people can take care of me better than I
can take care of myself.

Q) 5. I have trouble tackling new tasks unless I have someone to
quide me.

(h 6. I think of myself as a dependent person.
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II. SUBJUGATION/LACK OF INDIVIDUATION

(O

7. I let other people have their way.
__;51 8. I think that if I do what I want, I’m only asking for trouble.

___Qz 9. I feel I have no choice but to give in to other peoples’
wishes.

10. I put others’ needs before my own.

11. In relationships, I let the other person have the upper hand.

12. I find it difficult to be myself with other people.
13. I really don‘t know what I want for myself.

14. I can’t express my anger because others will disapprove or

,Y* ]U\ ,0\ L‘ 1‘“

(-]
]
Y]
<
(-]

me.

15. feel the major decisions in my life were not really my own.

X
16. I feel gquilty because I let people down or disappoint them.
I

17. give more to other people than I get pack in return.

18. I worry about pleasing other people.

”“!‘“L’\'G*‘@

19. A lot of aﬁger and resentment builds up inside of me that I
express.

{, 20. I have a lot of trouble demanding that my rights be respected
and that my feelings be taken into account.

[}
9]
3

~
t

IIY. VULNERABILITY TO HARM OR ILLNESS

A 21. I can’t seem to escape the feeling that something bad is about
to happen.

[ 22. I feel that a disaster (natural, criminal, financial, or
medical) could strike at any moment.

23. I worry about becoming a street person or vagrant.

24. I worry about being attacked.

25. I am very careful about money or else I might end up with
nothing.

!/ 26. I take great precautions to avoid getting sick or hurt.

/  27. I worry that I‘ll lose all my money and become destitute.

{ 28. I worry that I’m developing a serious illness, even though
nothing serious has been diagnosed by a physician.
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Z 29. I am a fearful person.
30. I prefer to take the secure or familiar way of doing things
rather than risk the unexpected.
31. I think a lot about the bad things happening in the world:
crime, pollution, etc.

IV. FEAR OF LOSING SELF-CONTROL

i; 32. I worry about losing control over my actions.

{y 33. I often feel that I might go crazy.

L 34. I often feel that I‘’m going to have an anxiéty attack.

L 35, I worry that I might start blushing or sweating in front of
other people.
Qg 36. I often feel on the verge of crying uncontrollably.

resist my sexual urges.

2__ 37. I worry that I might not be able to

Q 38. I worry that I might seriously harm sqmeone'physically or
emotionally if my anger gets out of control.

L 39. I feel that I must control my emotions and impulses or
something bad is likely to happen.

CONNECTEDNESS
V. EMOTIONAL DEPRIVATION

S 40. No one is there to meet my needs.

S _41. I don’t get enough love and attention.

42. I have no one to depend on for advice and emotional support.

43. I don’t have anyone to nurture me, share themselves with me,
or care deeply about everything that happens to me.

|

32 44. I don’t have anyone who wants to get close to me and spend a
lot of time with me.
[ 45. I could disappear from the face of the earth and not really be

missed.

K 46. My relationships are basically superficial.

B ta—

A
: 47. I don’t feel as if I am a special person to anyone.
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_;ﬁ;_ 48. No one really listens to me, understands me, or is tuned into
my true needs and feelings.

VI. ABANDONMENT/ LOSS

S 49. I’m destined to be alone forever.

50. I worry that someone I love will die soon, even though there .
is little medical reason to support my concern.

Qg 51. I £find myself clinging to people I’m close to.
ﬁ: 52. I worry that people ; feel close to will leave me or abandon

S 53. I feel that I lack a stable base of emotional support..

(; 54. I don’t feel that important relationships will last:; I expect
them to end.

VII. MISTROUST

.
£+ 55. I feel that many people are out to hurt me and take advantage
of me.
Y se6. I must protect myself from other people’s attacks and put
downs.

/ S7. The hest way for me to avoid being hurt is to attack first.

,2 58. I feel that I must get revenge for the way people have treated
me.
£ 59. I feel that I cannot let my guard down in the presence of
other people. .

2. 60. If someone acts nicely toward me, I assume thaﬁ they must be
after something.

Z 61. It is only a matter of time before someone hetrays me.
62. Most people only think about themselves.
63. I have a great deal of difficulty trusting people.

2_ 64. I am quite suspicious of other people’s motives.

VIII. SOCIAYL ISOLATION/ALIENATION

. 65. I don’t fit in.
7
. 66. I’m fundamentally different from other people.
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("

: 67. I don‘t belong; I’m a loner.

?. 68. I feel alienated from other people.

(., 69. I feel isolated and alone.
WORTHINESS

IX. DEFECTIVENESS/ UNLOVABILITY

—

70. No man/woman I desire could love me once he/she saw my

defects. .

71. No one I desire would want to stay close to me if he/she knew

the real me.
éﬁ 72. I am inherently flawed and defective.

73. No matter how hard I try, I can’t get a significant man/woman

to respect me or feel that I am worthwhile.

¢

74. I’m unworthy of the love, attention, and respect of others.
A}

X. SOCIAL UNDESIRABILITY

.’7

~

G
b
r

{

75. I’m not sexually attractive.

76. I’‘m too fat.

77. I’'m ugly.

78. I can’t carry on a decent conversation.
79. I’m dull and boring in social situatians.

80. People I value wouldn’t associate with me because of my social

status (e.g., income, educational level, career).

L
1

81. I never know what to say socially.

82. People don‘’t want to include me in their groups.

XI. INCOMPETENCE/ FAILURE

g
=
&

83. Almost nothing I do is as good as other people can do.

84. I’m incompetent.

85. Most other people are more capable than I am.
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86. I screw up everything I try.
87. I'‘m inept.
88. I'm a failure.

89. If I trust my own judgment, I‘ll make the wrong decision.

90. I lack common sense.

b fo bl o |

91. My judgment cannot be relied upon.

XII. GUILT/PUNISHMENT

-

92. I'm essentially a bad person.
93. I deserve to be punished.

94. I don’t deserve pleasure or happiness.

W ‘}3 ‘U\‘ |\N

95. When I make a mistake, I deserve strong criticism and
punishment. ’

3 96. I can’t let myself off the hook easily or make excuses for my
mistakes.

3 97. I feel very guilty over mistakes I have made.

98. I can’t seem to live up to my religious or moral principles in
certain ways, no matter how hard I try.

3 95. I often feel guilty without knowing why.

XIII. SHAME/EMBARRASSMENT

__é;_ 100. I am humiliated by my failures and inadequacies.

& 101. I am too inferior or unacceptable to reveal my failings to
other people.
,,_gﬁ 102. If others found out about my defects, I could not face them.

103. I often feel embarrassed around other people because I don‘t
measure up to them.

ff 104. I am very self-conscious around other people.

XIV. UNRELENTING STANDARDS

105. I must be the best at most of what I do; I can’t accept
second best.
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2 106. I strive to keep almost everything in perfect order.

{_, 107. I must look my best most of the time.

2 _108. I try to do my best; I can’t settle for "good enough."

Z 109. I have so much to accomplish that there is almost no time to
really relax.

%~ 110. Almost nothing I do is quite good enough; I can always do
better.

111. I wust meet all my responsibilities.

.

212. I feel there is constant pressure for me to achieve and get
things done.

113. My relationships suffer because I push myself so hard.

114. My health is suffering because I put myself under so much
pressure to do well.

115. I often sacrifice pleasure and happiness to meet my own
standards.

XV. ENTITLEMENT/ INSUFFICIENT LIMITS

116. I have a lot of trouble accepting "no" for an answer when I
want something from other people.

2. 117. I often get angry or irritable if I can’t get what I want.

2. 118. I’m special and shouldn’t have to accept many of the
restrictions placed on other people.

) 2.  119. I hate to be constrained or kept from doing what I want.

{> 120. I have great difficulty accepting aspects of my life that
aren’t the way I want them to be, even though objectively my life is

good.

{, 121. I have great difficulty getting myself to stop drinking,
smoking, overeating, or other problem behaviors.

2. 122. I can’t seem to discipline myself to complete routine or
boring tasks.

2_ 123. Often I allow myself to carry through on impulses and express
emotions that get me into trouble or hurt other people.

COPYRIGHT 1989 Jeffrey Young, Ph.D., and Gary Brown, M.Ed. Unauthorized
reproduction without written consent of the authors is prohibited. For
more information, write: Cognitive Therapy Center of New York, 111 West

88th St., New York, NY 10024.
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