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ABSTRACT
Introduction: Previous studies provide relevant information about the relationship between
personality and eating disorders (ED). The involvement of personality factors in the etiology
and maintenance of ED indicates the need of emphasizing the study of the adolescent’s
personality when diagnosed of ED.
Objectives: The aims of this study were to analyze the adolescent’s personality profiles that
differ significantly in anorexia nervosa (AN) and bulimia nervosa (BN), and to explore the
most common profiles and their associations with those subtypes of eating disorders (ED).
Methods: A total of 104 patients with AN and BN were studied by means of the Millon
Adolescent Clinical Inventory (MACI).
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Results: The personality profiles that differ significantly in both AN and BN were submissive,
egotistic, unruly, forceful, conforming, oppositional, self-demeaning and borderline. The
most frequent profiles in AN were conforming (33.33%), egotistic (22.72%) and dramatizing
(18.18%) while in the case of BN those profiles were unruly (18.42%), submissive (18.42%)
and borderline (15.78%). We did not find any associations between the diagnostic subgroup
(AN, BN) and the fact of having personality profiles that could become dysfunctional.
Conclusions: Bearing in mind these results, it may be concluded that there are relevant
differences between the personality profiles associated with AN and BN during adolescence,
so tailoring therapeutic interventions for this specific population would be important.
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RESUMEN
Introducción: estudios previos aportan información relevante sobre la relación entre la
personalidad y los trastornos de conducta alimentaria (TCA). La implicación de los factores
de personalidad en la etiología y el mantenimiento de los TCA indica la necesidad de
enfatizar el estudio de la personalidad del adolescente cuando se diagnostique un TCA.
Objetivos: los objetivos del presente estudio fueron explorar los perfiles de personalidad
más frecuentes asociados a la anorexia nerviosa (AN) y a la bulimia nerviosa (BN) en
adolescentes y analizar aquellos perfiles de personalidad que diferencian de manera
significativa a ambos subtipos de TCA.
Métodos: un total de 104 pacientes con diagnóstico de AN y BN fueron estudiados
mediante el Inventario Clínico para Adolescentes de Millon (MACI).
Resultados: los perfiles de personalidad que difieren significativamente entre AN y BN
fueron los perfiles sumiso, egocéntrico, rebelde, rudo, conformista, oposicionista,
autopunitivo y tendencia límite. Los perfiles de personalidad más frecuentes en la AN fueron
el conformista (33,33%), el egocéntrico (22,72%) y el histriónico (18,18%), mientras que en
la BN los más prevalentes fueron el rebelde (18,42%), el sumiso (18,42%) y el límite
(15,78%). No encontramos ninguna asociación entre el subgrupo diagnóstico (AN, BN) y el
hecho de tener perfiles de personalidad que podrían llegar a ser disfuncionales.
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Conclusiones: existen diferencias relevantes entre los perfiles de personalidad asociados a
la AN y la BN durante la adolescencia, por lo que sería importante adaptar las intervenciones
terapéuticas para esta población específica.

Palabras clave: Personalidad. Anorexia nerviosa. Bulimia nerviosa. Adolescencia.

INTRODUCTION
The relationship between personality characteristics and eating disorders (ED) has been
analyzed in many studies (1-3). Studies on ED have been developed from two different
points of view. Following a categorical perspective, studies have focused on the comorbidity
between personality disorders (PD) and ED. On the other hand, from a dimensional view
(based on the continuum of personality traits), studies have analyzed the relationships of
different personality characteristics with ED. Considering the first perspective, some authors
have studied the presence of borderline personality disorder (BPD) in patients with bulimia
nervosa (BN), anorexia nervosa (AN), women at risk of developing an ED and women
without any psychopathology. These authors have concluded that patients with BN were
those with the highest rate of borderline personality traits as well as PD (4). In another
study, various authors compared a sample of patients with AN-restrictive type (AN-RT) vs
patients with BN by means of the Millon Clinical Multiaxial Inventory (MCMI-II) (5). They
found a higher frequency of PD of cluster A and C (schizoid and avoidant) in AN-RT and PD of
cluster B (histrionic) in case of BN (6). In addition, higher frequency of obsessive PD in AN
(39.77%) and the highest prevalence of histrionic PD in BN patients (46.66%) have also been
confirmed (2).
Previous categorical studies provide relevant information about the relationship between
personality and ED. Nevertheless, those studies have certain limitations. The methodological
variability inter-studies is based on differences related to the participants’ sex and age, the
use of patients with different ED severity and course and differences with respect to the
diagnostic criteria used, among others. Based on these reasons, it is important to
understand personality pathology in a dimensional way thus clarifying differences among ED
groups (7).
When personality is studied as a dimension, it has been shown that women with AN have a
personality style defined by rigidity, over-control, obsessionality and perfectionism (8,9).
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Studies focused on women with BN have highlighted some characteristics such as
impulsivity, disorganization and affective lability (10,11). Following the dimensional
perspective, recent studies have been focused on the temperament and its neurobiological
correlates in ED. In this regard, AN patients are characterized by rigidity, anxiety, reward
insensitivity and altered interoceptive awareness (12-15).
Adolescence is a period with relevant biological, psychological and sociocultural changes.
These changes require a high level of flexibility in order to get the adult period of life
successfully. In this regard, adolescence is a period of vulnerability with respect to the
development of ED (16). The involvement of personality factors in the etiology and
maintenance of ED (17) indicates the need of emphasizing the study of the adolescents’
personality when diagnosed with ED. Personality patterns have been shown to be useful to
predict symptomatology and prognosis as well as the results of treatment (18). Longitudinal
studies show that the initial evaluation of personality characteristics is useful to identify
patients with bad prognosis and, at the same time, it is a proper tool in order to select the
most effective therapeutical approaches (19).
Bearing in mind the above mentioned comments, it seems necessary to remark the study of
personality (from a dimensional point of view) in adolescents with disordered eating from
different theoretical frameworks, thus improving the treatment results of these patients. In
the current study, following the Millon’s model, we aim to add some research data in the
field of personality in adolescents with ED. On the one hand, the Millon’s model is useful to
explore personality as a dimension. As a result, it is possible to obtain personality profiles as
a continuum thus giving better information. On the other hand, the Millon’s model permits
the development of categorical analyses, which leads to possible comparisons between our
results and those reported in previous studies about the comorbidity between ED and PD in
adults. This is possible due to the similarity between the Millon’s personality dimensions
and the PD as listed in DSM-IV-TR (20). There is a shortage of research on personality of ED
adolescent patients following the Millon’s model. There is a controlled study with
adolescent females suffering from ED by means of the Millon Adolescent Clinical Inventory
(MACI). This study concluded that the ED group showed significantly higher scores on selfdemeaning, borderline and inhibited profiles, when compared with the control group (21).
The current study shows personality profiles following the Millon’s model. Millon stated
(22,23) that personality could be defined as a complex pattern of psychological
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characteristics which are deeply rooted and mainly unconscious. These intrinsic and general
traits are the result of a complicated matrix of biological determinants and learning, thus
yielding an idiosyncratic way of perceiving, feeling, thinking, behaving and relating to others.
Despite some types of personality are prone to develop more pathological varieties in the
future, it must be noted that in the current study it is not possible to refer to PD but to
personality profiles. This is due to the fact that at the participants’ age it is not possible to
refer to stable and long-term patterns of personality as the DSM-IV-TR (20) establishes for
PD. The objectives of this study were: a) to analyze differences in the personality profiles of
AN and BN patients (considering the average scores in each profile); b) to analyze the
frequency of patients presenting each personality profile in the group of AN and BN; and c)
to assess the possible associations between diagnostic subgroups and the presence of
specific personality profiles. Summarizing, this study aims to provide a better understanding
of the personality types associated to AN and BN in adolescents and to contribute to the
development of adequate treatment protocols specifically focused on each type of ED.

METHODS
Participants
The sample comprised 104 participants aged between 13 and 18 years (15.47 ± 1.43). There
were seven men (6.7%) and 97 women (93.3%). The sample was selected from the
population of patients requiring treatment in the University Hospital-Eating Disorders Unit
(EDU) of Zaragoza (Spain). Data were collected between January 2008 and June 2012. The
method used for this study was non-probabilistic intentional sampling, selecting those
participants who met the following inclusion criteria: a) AN (n = 66) or BN (n = 38) diagnosis;
and b) having obtained valid scores in MACI (a MACI protocol must be invalidated when the
validity and transparency scales are not properly performed). The existence of a
neurological disease and mental retardation were the excluded. ED not otherwise specified
(EDNOS) were also excluded due to the presence of mixed symptomatology of both AN and
BN, and bearing in mind that the aim of this study was to explore characteristics of
personality specifically associated to AN and BN. All participants in this study were
outpatients and they were under their first treatment. The demographic characteristics of
the sample are summarized in table I. The AN group consisted of 66 patients and the group
of BN comprised 38 patients.
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Instruments
The diagnosis of ED was performed by means of clinical interviews following the DSM-IV-TR
criteria (20) and was carried out by the EDU psychiatrists and clinical psychologists. In order
to complete the clinical assessment, a series of questionnaires was administered. Thus the
Eating Attitudes Test-40 (EAT-40) (24,25) and the Bulimic Investigatory Test, Edinburgh
(BITE) (26,27), were used.
The personality profiles associated with the ED subtypes were analyzed with the MACI (5).
This inventory is a self-administered instrument, which consists of 160 items (answered
true/false), designed for ages between 13 and 19 years and individually performed. It has
been adapted for a Spanish population providing differentiated scales by age and sex as well
as adequate levels of reliability and validity (construct, internal and external validity) (28).
The MACI evaluates seven clinical syndromes, twelve personality profiles and eight scales of
evolutionarily normal concerns, which by excess or defect could influence the comorbidity.
Following the objectives of this study, we focus on the 12 personality profiles, which are: 1)
introversive; 2A) inhibited; 2B) doleful; 3) submissive; 4) dramatizing; 5) egotistic; 6A)
unruly; 6B) forceful; 7) conforming; 8A) oppositional; 8B) self-demeaning; and 9) borderline.
Additionally, it has a reliability scale (W) and three modifier scales: (X) disclosure, (Y)
desirability and (Z) debasement.
All raw scores of MACI become base rate scores (BRS) by means of normative groups and
based on the objective prevalence rates. The BRS are expressed on a linear scale of 115
points, thus yielding four possible ranges: (0-60) unlikely presence of the profile, concern or
syndrome; (61-74) slightly probable; (75-84) moderately probable; and (≥ 85) highly
probable.

Procedure
This is an ex post facto design conducted in the above-mentioned EDU. The patients’
process of evaluation included individual interviews and it was completed with the
subsequent application of the questionnaires, including the MACI. This inventory was
administered in all cases at the beginning of the treatment in the EDU. When patients are
referred to EDU (generally from pediatrics) after detecting eating symptoms or weight loss,
clinical interviews and application of questionnaires are the first step of the therapeutical
6

process. At the beginning of treatment, patients’ nutritional status varies depending on
different factors (pathology, when patients have been referred, etc.). Both diagnosis and
personality evaluation are the first part of treatment in the EDU. Professionals of EDU
established the corresponding diagnosis and some patients’ demographic data were
collected among those who met the inclusion criteria and who attended the EDU between
January 2008 and June 2012. Access to the patients’ medical records was conducted
exclusively for research purposes and written informed consent was obtained from
participants and their parents. During the data collection process, any identifiable material
was discarded and the anonymity and confidentiality of the participants who became part of
the database were assured.

RESULTS
By means of a dimensional (continuum) perspective of personality, the differences between
AN and BN patients with respect to the personality profiles were analyzed comparing the
BRS mean scores in each personality profile. Table II shows the results obtained by means of
an ANOVA including all MACI personality profiles. Significant intergroup differences were
found for the following profiles: submissive, egotistic, unruly, forceful, conforming,
oppositional, self-demeaning and borderline. Patients with AN showed a profile with BRS
mean scores more submissive (F [1] = 3.26; p < 0.05), egotistic (F [1] = 4.26; p < 0.05) and
conforming (F [1] = 22.85; p < 0.05) than the BN group. In contrast, BN patients obtained
higher mean scores on the following profiles: unruly (F [1] = 6.35; p < 0.05), forceful (F [1] =
6.44, p < 0.05), oppositional (F [1] = 8.41; p < 0.05), self-demeaning (F [1] = 8.64; p < 0.05)
and borderline (F [1] = 8.64; p < 0.05). Finally, no significant differences in the introversive,
inhibited, doleful and dramatizing profiles were found.
When a categorical perspective is used (specific personality profiles based on a cut-off point
of 85 for the BRS), the frequency of the personality profiles associated to the AN and BN
groups are those shown in figure 1. In order to determine the presence of a personality
profile, a new dichotomous variable was created: “presence/not presence of each
personality profile”. A criterion of BRS > 85 was applied in each personality profile.
Afterwards, the possible significant association between “to have/not to have a specific
personality profile” and “to suffer from AN or BN” was analyzed by means of contingency
tables and performing the X² test. Significant associations between the conforming (X² [1] =
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7.775, p < 0.05), egotistic (X² [1] = 5.739, p < 0.05), unruly (X² [1] = 7.226, p < 0.05) and
borderline (X² [1] = 7.827, p < 0.05) profiles and having AN or BN were found. The most
common profiles in the AN group were conforming (33.33%) and egotistic (22.72%), while in
patients with BN the unruly (18.42%) and borderline (15.78%) profiles appeared more
frequently. No significant associations between the inhibited, introversive, doleful,
submissive, dramatizing, forceful, oppositional and self-demeaning profiles and the
diagnosis of AN or BN were found.
Finally, based on the categorical perspective, it was analyzed whether the presence of AN or
BN might increase the number of personality profiles in a person (considering a cut-off point
of BRS > 85) or not. In this regard, the association between the variable “to have/not to
have at least one personality profile with BRS scores > 85” and “to suffer from AN or BN”
was analyzed by means of the X² test. As a result, the frequency of patients in the AN group
having BRS scores > 85 in at least one profile was 65.15%, while in the group of BN that
percentage was 55.26%. In the AN group, 28.78% of patients had a unique profile with BRS
scores > 85, 22.72% showed scores > 85 in two profiles, 9.09% in three profiles and 4.54%
showed BRS scores > 85 in four personality profiles. In the case of the BN group, 28.94% had
a personality profile with BRS scores > 85, 18.42% showed two profiles with BRS scores > 85
and 7.89% had three profiles with BSR scores > 85. Any significant associations between the
variable “to have/not to have at least one personality profile with BRS scores > 85” and “to
suffer from AN or BN” (X² [1] = 0.996, p > 0.05) were found.

DISCUSSION
The objectives of this study were to analyze possible differences with respect to personality
profiles (considering the mean scores in each of those profiles) between AN and BN groups.
A second objective was to analyze the frequency of patients presenting each personality
profile in both AN and BN groups. Finally, a third objective was to explore whether there
were some associations between the diagnostic groups and the presence of specific
personality profiles. This is one of the few studies based on the personality profiles of
adolescents with ED since most of the published studies have focused their research on
adult populations.
Bearing in mind the differences in personality profiles between patients with AN and BN,
from a dimensional point of view, significant differences in the following profiles were
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found: submissive, egotistic, unruly, forceful, conforming, oppositional, self-demeaning,
borderline and tendency to impulsivity.
Specifically, AN patients show a more submissive profile, with higher egotistic and
conforming levels. On the contrary, BN patients show higher scores on the following traits:
unruly, forceful, oppositional, self-demeaning and borderline.
In general, previous research reports a higher frequency of personality disorders of cluster B
among BN patients, the most frequent one being the borderline PD and ranging 34-40%
(29,30). Another study reported that obsessive personality is one of the most common
features among AN patients (mainly restrictive type) (31). These previous results would
confirm our findings, having obtained a significant difference in the conforming (obsessive)
and borderline profiles. The unruly (antisocial), forceful (sadistic), oppositional (passiveaggressive) and self-demeaning (self-destructive) scale, which also appear higher in our
group of BN patients, could be related to different pathologies included in the cluster B of
PD, thus confirming previous findings (3,4,6).
With regards to the frequency of the personality profiles in this study, one of the results we
highlight is that the most prevalent AN profiles are conforming, egotistic and histrionic.
Following the Millon’s theory, the conforming profile could be assimilated to obsessive traits
or, at high levels, to the characteristics of the obsessive-compulsive PD as described in the
DSM (5). Therefore, our results are consistent with those studies reporting that the
obsessive traits are characteristic of AN patients (32).
Considering frequency, the second profile showed in our AN group is the egotistic
personality. Once again, following Millon’s theory, this personality is parallel to the
narcissistic personality of the DSM. Therefore, our findings do not agree with some previous
research, suggesting that narcissism is a core characteristic of BN (33).
Regarding the histrionic profile, our results seem to disagree with others which have found
an increased frequency of PD of cluster B (histrionic) in BN (6) or those studies which have
pointed out that histrionic personality is more characteristic of BN (31). Therefore, previous
research seems to emphasize that the histrionic personality is more related to BN, whereas
in our sample of AN, this type of personality is the third in order of prevalence, followed by
conforming and egotistic. The discrepancy between our results and those reported in
previous research could be explained by the limitations of the categorical perspective. This
categorical perspective is clinically useful, but data are affected by vagueness and not
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homogeneous criteria for PD. On the contrary, the dimensional analysis performed in the
current study does not force categorizing and permits a more comprehensive analysis of the
relative strength of personality traits in the different ED subtypes.
With regards to personality profiles in BN, the most prevalent in our sample are the unruly,
the submissive and the borderline. Millon found that those individuals scoring high in
unruliness usually show the typical appearance, temperament and behavior of the antisocial
PD of the DSM. Studies generally report the cluster B of DSM as the most frequent in the
case of BN, including the antisocial personality, this being less prevalent than the borderline
type (30,31).
The submissive profile is also quite common in our sample of BN. Millon suggests that
submission is parallel to the dependent PD of the DSM. These findings seem to be different
from those previously reported, in which the dependent personality is related to AN (34).
There seems to be a consensus about the fact that the most common PD among BN patients
is the borderline type, ranging between 9 and 40% of cases according to different authors
(30,35). In this case, our results confirm this usual finding.
Finally, regarding the analysis of the presence of personality profiles in AN and BN, which
could become dysfunctional, our results indicate no significant associations between the
two diagnostic groups and the presence of personality profiles with high BRS scores. These
results do not coincide with previous studies in adolescents which have reported a higher
prevalence of PD in AN (36), or with previous findings in adults emphasizing a higher
prevalence of PD in BN (4). No relationships among the different subtypes of ED have been
found in our sample. At the same time, our results show the presence of various personality
profiles in each participant. Nevertheless, a different frequency of personality profiles in
each ED subtype is confirmed, as it has been previously mentioned.
To sum up, despite the consistent research with respect to the different personalities in AN
and BN patients, the core of the link between personality and ED remains unclear. Millon
updated his personality and PD theory considering more evolutionary, phylogenetic and
human development-based principles (23). The evolutionary model (evolution-based
theory) consists of four basic poles apart in order to describe the different personality
prototypes. These poles are: a) pleasure-pain polarity; b) active-passive polarity; c) selfother polarity; and d) thought-feeling polarity. Based on these polarities Millon builds a
classification system (taxonomy). Prototypes of personality may be strong, weak or neutral
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considering each specific element of the classification (37). Our results, by means of the
Millon’s theory, show that the differences found between AN and BN are based on
differences related to the adaptation styles (active-passive polarity). AN patients have a
more submissive profile (dependent), egotistic (narcissist) and conforming (compulsive). All
of them were conceptualized by Millon as passive types of personality with regards to
adaptation, thus leading to a passive accommodation. On the contrary, in the case of BN
patients higher scores in the following profiles were found: rebel (antisocial), eruptive
(sadistic), oppositional (passive-aggressive), intropunitive (self-destructive) and borderline.
Apart from the self-destructive type, the rest of profiles tend to use an active adaptation so
intervening in one’s surrounds. In our opinion, the self-destructive style might score higher
in cases of BN due to the presence of purging behaviors and its relationship with selfinjurious characteristics of this type of personality. Considering the borderline profile, Millon
considers a polarity between active and passive attitudes when dealing with the
environment, resulting dysfunctional bearing in mind the adaptation polarity.
With regards to the active-passive polarity, the differences found between AN and BN in our
study could be related to the neurobiological differences between the different ED
subtypes. It must be noted that neurobiological vulnerabilities have a relevant contribution
in the pathogenesis of AN and BN. Several studies consider that alterations in neural
serotonin modulation contribute to dysphoric temperament, which in turns implies an
emotional disturbed regulation as well as disturbances in the rewarding circuitry.
Consequently, these patients would be at higher risk for ED (38).
This work should be considered as an exploratory initial one in order to systematize and
organize some relevant variables. Some limitations of this study are: a) the use of a selfreported personality assessment; b) the shortage of specific research on adolescent
populations, which prevents us from comparing our results with other similar ones; and c)
the possible influence of the patients’ clinical status on the evaluation of personality
characteristics.
New studies in adolescent populations are required in order to confirm these preliminary
findings. Henceforth, it would be more appropriate to use larger samples in order to
compare the results obtained by the MACI with those obtained by means of clinical
interviews. In addition, other variables should be taken into account to improve the analyses
(e.g., different coping strategies) (39). Finally, it would be appropriate to include nutritional
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status assessment at the moment of personality evaluation. It is also important that future
studies include groups of different diagnostic categories (restrictive vs purging types of ED)
and a longitudinal (prospective) design.
An important contribution of this study is the clinical relevance of eating symptoms, at least
in relation to the personality traits, which in some cases become maladaptive and interfere
with the treatment of these patients. Longitudinal studies support the relevance of
personality subtypes in order to classify ED due to the importance of assessing personality
characteristics aimed to better identify bad prognostics. In addition, it is useful to orientate
therapeutical interventions (19). Therefore, the assessment of personality profiles
(active/passive) in both AN and BN might support the selection of the most effective
treatments in order to regulate the polarity balances. Considering our results, AN patients
should modify their passive reactions towards the environment with more active strategies
(for example, by means of problem solving strategies) while in the case of BN patients
treatment should focus on more passive adaptation strategies (for example, decreasing
impulsive behaviors and promoting abstract thinking).
Finally, there are several studies which report a correlation between the clinical recovery of
PD and a better course of ED (40). Therefore, it is possible to construct a theoretical
structure in order to perform more adequate therapeutic programs considering the specific
needs of each type of ED in adolescents, taking into account the different clinical and
personality profiles.
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Table I. Demographic characteristics by diagnostic subgroups (n = 104)

Subgroup
AN

BN

Men

6

1

Women

60

37

Mean (SD)

15.27 (1.50)

15.82 (1.24)

46.34 (6.81)

54.09 (9.17)

17.68 (1.88)

20.76 (2.85)

Sex (n)

Age

Weight (kg)
Mean (SD)
BMI (kg/m²)
Mean (SD)

AN: Anorexia nervosa; BN: Bulimia nervosa; SD: Standard deviation; BMI= Body mass index.

Table II. MACI personality profiles. BRS differences between AN and BN (ANOVA
test)
ANOVA

Introversive

Inhibited

Doleful

N

Mean

SD

AN

66

46.80

22.60

BN

38

44.50

21.76

Total

104

45.95

22.22

AN

66

45.55

20.14

BN

38

43.53

18.92

Total

104

44.81

19.63

AN

66

45.67

21.24

BN

38

53.42

20.81

Total

104

48.50

21.32

df

F

p

1

0.257

0.613

1

0.253

0.616

1

3.260

0.074

16

Submissive

Dramatizing

Egotistic

Unruly

Forceful

Conforming

Oppositional

Self-

AN

66

62.80

27.82

BN

38

47.24

29.88

Total

104

57.12

29.43

AN

66

57.71

29.48

BN

38

52.05

25.50

Total

104

55.64

28.10

AN

66

59.32

31.59

BN

38

46.84

25.98

Total

104

54.76

30.15

AN

66

44.59

20.29

BN

38

56.21

26.24

Total

104

48.84

23.21

AN

66

47.23

15.57

BN

38

56.21

20.17

Total

104

50.51

17.83

AN

66

72.33

31.41

BN

38

41.87

31.09

Total

104

61.20

34.45

AN

66

42.39

20.81

BN

38

54.74

21.03

Total

104

46.90

21.63

AN

66

44.64

20.55

BN

38

56.42

18.04

104

48.94

20.40

AN

66

41.39

20.53

BN

38

58.63

21.93

Total

104

47.69

22.54

demeanin Total

1

7.147

0.009

1

0.978

0.325

1

4.260

0.042

1

6.355

0.013

1

6.442

< 0.001

1

22.85

0.005

1

8.417

0.004

1

8.645

< 0.001

1

16.168

< 0.001

g
Borderline

BRS: Base rate scores; df: Degrees of freedom; SD: Standard deviation.
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Figure 1. Frequency of patients presenting a BRS score > 85 in patients with AN and BN. AN:
Anorexia nervosa; BN: Bulimia nervosa; BRS: Base rate scores.
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