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Eating Disorders With and Without Substance Use Disorders:
A Comparative Study of Inpatients

Carlos M. Grilo, Daniel F. Becker, Kenneth N.

Levy, Martha L. Walker, William S. Edell,

and Thomas H. McGlashan

We assessed the co-occurrence of DSM-III-R axis | and
Il disorders and self-reported psychologic distress in
inpatients with eating disorders with and without
substance use disorders (ED-SUD and ED groups,
respectively) and in a matched comparison sample
with substance use disorders but no eating disorder
(SUD group). The three groups showed similar distribu-
tions of axis | disorders but differed in the distribution
of axis Il disorders. Cluster B personality disorders
were diagnosed more frequently in SUD and ED-SUD

HE ASSOCIATION between eating disor-
ders and substance abuse has received
considerable attention.'* Many studies have
found a high rate of substance abuse in clinical
samples of eating-disordered patients.>'? Other
studies have found a high prevalence of eating
disorders in female patients who abuse drugs or
alcohol.'*1?

Despite the large number of studies that have
investigated the relationship between substance
use disorders and eating disorders, the implica-
tions of this research remain uncertain.?*®
Relatively few studies have examined these
issues using structured diagnostic interviews
with demonstrated reliability. Moreover, only a
few studies have used DSM-11I-R criteria* to
examine eating disorder co-occurrence Wwith
regard to axis 1,25 axis I1,° or both axis I and axis
IL To our knowledge, the study reported by
Suzuki et al.'” represents the only published
report of comorbidity in eating-disordered inpa-
tients that has also considered co-occurring
alcohol abuse. They found that Japanese female
alcoholics with eating disorders differed from
female alcoholics without eating disorders in
having higher rates of depression and border-
line personality disorder. The lack of a potential
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groups than in the ED group. In contrast, cluster C
personality disorders were diagnosed more frequently
in the ED group than in SUD and ED-SUD groups. The
SUD group reported greater psychologic distress than
ED and ED-SUD groups. Possible implications of the
observed group differences for psychologic models of
why these disorders may be associated are consid-
ered.

Copyright © 1995 by W.B. Saunders Company

third comparison group (i.€., eating disorders
without alcoholics) ascertained by the same
recruitment and characterized by similar base
rates of disorders®? limits interpretation of
these findings.

We examined the frequency of co-occurrence
of DSM-III-R axis 1 and axis 11 diagnoses and
the nature of psychologic distress in three inpa-
tient groups: those with eating disorders and
substance use disorders (ED-SUD group), those
with eating disorders but without substance use
disorders (ED group), and a comparison group
consisting of individuals with substance use
disorders but without eating disorders (SUD
group). We aimed to answer the following
questions about these three groups: (1) Do
certain axis I and axis II disorders occur with
different distributions across groups?, and (2)
Do the groups differ in subjective measures of
psychologic distress? Thus, this study repre-
sents a descriptive taxonomic investigation of
multiple domains of psychopathology and their
association with these two axis I disorders, both
individually and together. Groups are com-
pared for differences in additional symptom
constellations, since such differential associa-
tions may represent leads to the nature of and
relationships between these disorders.

METHOD
Subjects

Subjects were drawn from a series of 307 systematically
assessed inpatients admitted to the Yale Psychiatric Insti-
tute (a 66-bed, not-for-profit, tertiary-care teaching hospi-
tal). Patients who were admitted were acutely ill and
required an inpatient level of treatment. At the time of
admission, all patients were given structured clinical inter-
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views for DSM-III-R disorders as part of the diagnostic
evaluation. Thirty-six patients were diagnosed as having an
eating disorder: nine patients with anorexia nervosa, seven
with bulimia nervosa, two with both anorexia and bulimia
nervosa, and 18 with eating disorder not otherwise specified
(ED NOS). In this study, patients were assigned ED NOS
diagnoses if they failed to meet rigorous specific criteria for
anorexia or bulimia nervosa. Thus, patients with ED NOS
had many eating disorder features but failed to meet at least
one of the required criteria (e.g., some patients were < 15%
below ideal weight or averaged slightly < two binges per
week).

Of 36 patients with eating disorders, 25 had a coexisting
substance use disorder, and 11 did not. From a larger
sample of 127 inpatients with substance use disorders drawn
from this series of admissions, we obtained a matched
comparison group of 17 patients with a substance use
disorder but without an eating disorder. Substance use
disorders in our sample consisted of disorders of alcohol use
in most cases, and of additional substances in many cases.
These 17 subjects were matched to the 36 eating disorder
subjects on the following variables: age, sex, race, marital
status, occupation, IQ (based on the revised Wechsler scales
for aduits® and children?®), and parental socioeconomic
status ([SES] based on the Two-Factor Index of Social
Standing™). Subject characteristics are listed in Table 1.

Procedure

Structured diagnostic interviews were performed by mas-
ter's- and doctoral-level interviewers trained to high levels
of reliability. To assess current axis I disorders, subjects
were administered the Schedule for Affective Disorders and
Schizophrenia for School-Age Children-Epidemiologic Ver-
sion’! if under 18 years of age and the Structured Clinical
Interview for DSM-ITI-R-Patient Version? if over 18 vears
of age. To assess current axis II personality disorders, all
subjects were administered the Personality Disorder Exami-
nation.** In adolescent subjects, diagnostic criteria for
personality disorders were considered present if they had
been pervasive and had persisted for > 3 years.3

Interrater reliability was adequate: ™ coefficients for
axis I ranged from .65 to 1.0 (average k, .77), and « values for
eating disorder and substance use disorder diagnoses were
both 1.0 (i.e.. 100% agreement). For axis II diagnoses, x
coefficients ranged from .65 to 1.0 (average «, .84). Final
research diagnoses were established by the “best-estimate
method.” based on the structured interviews plus any
pertinent data from the medical record in accordance with
the LEAD standard.

The assessment also included the Symptom Checklist-90-
Revised (SCL-90-R),* a 90-item self-report measure of
psychologic distress experienced during the 7 days before
completing the questionnaire. Scores are generated for nine
domains (somatization, obsessive-compulsive, interpersonal
sensitivity, depression, anxiety, hostility, phobic anxiety,
paranoid ideation. and psychoticism). Subjects rate items on
a five-point scale of distress ranging from 0 (not at all) to 4
(extremely). In addition to the nine symptom domains, the
SCL-90-R yields three global indices of distress: Global
Severity Index ([GSI] total score divided by 90); Positive
Symptom Total ([PST] number of symptoms rated = 1); and
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Table 1. Demographic, Cognitive, and Severity
Characteristics

SUD ED-SUD ED
n=17) n = 25) (n=11) Fix?
Age, years
(mean =
SD) 19.3£39 20649 175+17 230
Gender (no.) 252
Male 2 2 3
Female 15 23 8
Ethnicity (no.) 2.68
White 17 23 10
Black 0 1 1
Other 0 1 0
Single marital
status (no.) 17 24 1 1.14
Patient occu-
pation
(no.) 7.60
Clerical/
technical 0 0 1
Semiskilled 1 2 1
Unskilled 1 0 0
Unemployed 5 7 1
Student 10 16 8
Father's SES
(no.) 6.20
| 6 5 2
1} 2 4 4
1] 1 4 3
v 5 6 1
v 0 0 0
Mother's SES
(no.) 9.32
| 0 1 0
] 5 3 5
1] 2 7 1
v 2 2 3
v 2 6 1
1Q (mean =
SD)
Full-scale 93.6 + 20.0 103.3 + 15.8 102.3 + 22.2 1.18
Verbal 93.5+19.2 1021+ 17.5 99.0 + 19.8 0.86
Performance 94.1 +19.0 105.1 = 16.0 103.0 = 21.2 1.53
GAF (mean =
SD) 36.1+69 366=149 346+80 0.10

NOTE. SES numbers do not total due to missing data. Groups
do not differ significantly on any of these measures.
Abbreviation: GAF, Global Assessment of Functioning.

Positive Symptom Distress Index ([PSDI] total score di-
vided by the PST). The GSI is the best single indicator of
current level of depth of distress. The PSDI is a pure
intensity measure corrected for the number of symptoms.

RESULTS
Distribution of Axis I Disorders

Table 2 lists the distribution of major axis I
disorder categories across the three groups. 2
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Table 2. Comparisons of Groups With Respect to
Co-occurring Axis | Disorders
SuUD ED-SUD ED
. n=17) n = 25) n=11)
Axis |
Diagnosis No. % No. % No. % x? P

Psychotic dis-

orders 4 235 3 120 1 91 — NS
Mood disor-

ders 12 706 20 B80.0 9 818 067 NS
Anxiety disor-

ders 3 176 3 120 3 273 1.27 NS
Disruptive

behavior

disorders* 5 2904 7 280 2 182 — NS

NOTE. x? analyses are reported where expected values are
sufficient.
*Adolescent subsample only (n = 23).

analyses (performed only when expected cell
values were appropriate) showed no significant
differences between the three groups in the
distribution of coexisting axis I disorder catego-
ries (Table 1) or in the distribution of specific
axis I disorders (not shown).

Distribution of Axis II Disorders

Table 3 lists the distribution of personality
disorders across the three groups. x* analyses
(performed only if expected cell frequencies
were appropriate) showed that cluster B and C
personality disorders differed in distribution
across the three groups. Cluster B diagnoses
were assigned significantly more frequently in

Table 3. Comparisons of Groups With Respect to Axis Il
Personality Disorders

suUD ED-SUD ED

fﬁ—
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SUD and ED-SUD groups than in the ED
group; there was a trend (P < .10) for border-
line personality disorder to be diagnosed more
in the SUD and ED-SUD groups than in the
ED group. In contrast, cluster C diagnoses were
assigned more frequently in the ED group than
in ED-SUD and SUD groups.

Subjective Measures of Psychologic Distress

Table 4 lists scores on the SCL-90-R reflect-
ing current subjective psychologic distress.
Analysis of variance (ANOVA) showed signifi-
cant differences between the three groups on
five (somatization, depression, anxiety, hostility,
and paranoid ideation) of nine SCL-90-R sub-
scales. ANOVAs also showed significant differ-
ences between groups on the GSI, PSDI, and
PST. Post hoc t-tests (Tukey-B) showed no
significant differences between ED-SUD and
ED groups. In contrast, these r-tests showed
that the SUD group had significantly higher
scores than ED-SUD and ED groups on SCL-
90-R subscales and total indices.

DISCUSSION

This study represents an incremental addi-
tion to the literature in terms of the nonselec-
tive ascertainment of inpatients assessed by
reliably administered structured diagnostic inter-
views for both axis I and axis II. An important
contribution involves comparing the frequency
of co-occurring disorders in eating disorder
patients with and without substance use disor-
ders and the use of a third comparison group of

Table 4. Comparisons of Groups on the SCL-90-R

SuD ED-SUD ED

(n=17) (=25 (h=11)
Personality Disorder No. % No. % No. % x? P
Cluster A 2118 2 80 1 99 —
Paranoid 2118 1 40 0 00 —
Schizoid 0 00 0 00 1 91 —
Schizotypal 1 59 1 40 0 00 —
Cluster B 14 824 20 80.0 5 455 5.68 .06
Antisocial 3176 1 40 1 91 —
Borderline 13 765 19 76,0 5 455 3.91 NS
Histrionic 1 59 5 200 0 00 —
Narcissistic 0 00 1 40 0 00 —
Cluster C 5 294 6 240 7 63.6 558 .06
Avoidant 1 59 4 160 3 273 —
Dependent 1 569 2 B0 2 182 —
Passive-aggressive 3 176 2 80 3 273 —
Obsessive-
compulsive 1 69 1 40 0 00 —
NOS 2 11.8 5 200 0 0.0 —

NOTE. y? analyses are reported when expected values are

sufficient.

Parameter in=17) n=21) (n=9) F
SCL-90-R subscale
Somatization 1.702 092> 0.83* 8.52
Obsessive-compulsive 1.81 1.38 1.27 1.31
Interpersonal sensitivity 217 1.33 1.72 283
Depression 257 1.65° 1.42* 5.36
Anxiety 2.28° 1.24¢  0.89¢ 7.97
Hostility 2.28* 0.99® 0.94* 6.35
Phobic anxiety 1.48 1.07 0.98 0.96
Paranoid ideation 2.08° 1.05% 1.00* 6.57
Psychoticism 1.75 1.05 083 336
GSI 2.012 1.22v 1.08* 532
PSDI 2.59+ 195 2,13 4.38
PST 69.00 48.6 39 7.2

NOTE. Results are mean scores for SCL-90-R subscales and
three global indices of distress. Different superscripts indicate
that the groups differ significantly (P < .05) based on post hoc
(Tukey-B) t tests.




SR s L

EATING DISORDERS AND SUBSTANCE USE

patients with substance use disorders without
eating disorders. The three comparison groups
were recruited from the same overall sample,
eliminating potential selection confounds20-22.27
that make interpretation of previous studies
uncertain. Moreover, our comparison groups
did not differ in potential confounding demo-
graphic or cognitive variables.

Before discussing our findings, we note sev-
eral limitations. The generalizability of our

~ findings may be limited to inpatient popula-

tions. We examined diagnostic co-occurrence
and psychologic distress in a heterogenous
sample of patients admitted to a private psychi-
atric hospital for a variety of problems. Thus,
our findings need to be considered in this
context and may differ from those observed in
outpatient or community populations and from
those reported in specialty research clinics for
either eating disorders or substance use disor-
ders.?!?7 Moreover, our limited sample size did
not allow for statistical comparison of eating
disorder subtypes. For instance, it has generally
been believed that patients with anorexia ner-
vosa are more constricted and conforming,
whereas patients with bulimia nervosa are char-
acterized by greater instability and impulsivity.
However, recent studies have suggested that
this simple dichotomy is insufficient and that
both patterns of constriction/conformity and
instability/impulsivity are found in bulimia.?36
We found high rates of overlap with other
DSM-III-R axis I disorders, especially mood
disorders, among heterogeneous groups of inpa-
tients with eating disorders, consistent with pre-
vious reports.'*>37 Our findings of high overlap
with axis II disorders are also generally consis-
tent with previous studies of eating-disordered
patients*%3 and substance abusers,19:40-43
Although diagnostic overlap was high across
all three groups, our group comparisons al-
lowed for a finer distinction regarding potential
comorbidity.> No significant differences in the
distribution of overlap with axis I disorders were
observed. By contrast, the distribution of cluster
B personality disorders differed significantly
across the three groups—being assigned more
frequently in SUD and ED-SUD groups than in
the ED group. Cluster C diagnoses were as-
signed more frequently in the ED group. We
observed significant differences between the
three groups on self-reported psychologic dis-
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tress, with the SUD group consistently report-
ing greater distress than ED-SUD and ED
groups.

Eating disorders, especially anorexia nervosa,
are regarded as being associated with an exces-
sively stringent inhibitory style (high super-
€go).*45 Substance abuse, on the other hand,
involves frequent and larger lacunae in impulse
control (poorly integrated superego). The differ-
ential association of cluster C personality disor-
ders with noncomorbid eating disorders and
cluster B personality disorders with the two
substance use disorder comparison groups is
consistent with this distinction in self-control
structures. All the disorders in question are
disorders insofar as they involve an eruption of
impulse.*® However, in noncomorbid eating dis-
orders, this appears to involve a narrower range
(i.e., impulsive eating) in a more rigidly driven,
inhibition-dominated character.

Our findings regarding group differences in
SCL-90-R measures of symptomatic frequency
and psychologic distress might be understood in
terms of affect regulation models.*#748 These
models posit that the eating disorder and sub-
stance use symptomatology represent attempts
to cope with or to regulate negative affect. We
speculate that the SUD group reported higher
psychologic distress than both the ED-SUD and
ED groups because hospitalization, in effect,
removed the possibility of coping via drug use.
In contrast, the ED-SUD group was able to rely
on the eating symptomatology to manage dis-
tress. Whereas hospital staff are generally able
to prevent access to drugs, they are less able to
eliminate maladaptive eating behaviors. Al-
though we offer these speculations, we acknowl-
edge that our data cannot rule out alternative
mechanisms,? such as reciprocal reinforcement
(i.e., increased drug use and binge eating both
follow food deprivation),* linking eating and
substance use disorders.

Our findings suggest the delineation of mean-
ingful subgroups of patients relevant for both
treatment and theory. Clinically, identification
of subgroups of patients who may require par-
ticular treatments (e.g., dual-diagnosis patients
with coexisting substance use and eating disor-
ders®) or who might respond differentially to
treatment (e.g., personality disorder patients5!)
may inform treatment formulation and match-
ing.




316

GRILO ET AL

REFERENCES

1. Brisman J, Siegal M. Bulimia and alcoholism: two
sides of the same coin? J Subst Abuse Treat 1984:1:1 13-118.

2. O’Hare T. Alcohol consumption and presenting prob-
lems in an out-patient mental health clinic. Addict Behav
1993:18:57-65.

3. Frank RE, Serdula M, Abel GG. Bulimic eating
behaviors: association with alcohol and tobacco. Am J
Public Health 1987;77:369-370.

4. Taylor AV, Peveler RC, Hibbert GA, Fairburn Ca.
Eating disorders among women receiving treatment for an
alcohol problem. Int J Eating Disord 1993;14:147-151.

5. Beary MD, Lacey JH, Merry J. Alcoholism and eating
disorders in women of fertile age. Br J Addict 1986;81:685-
689.

6. Bulik C. Drug and alcohol abuse by bulimic women
and their families. Am J Psychiatry 1987;143:1604-1606.

7. Garfinkel PE, Moldofsky H, Garner DM. The hetero-
geneity of anorexia nervosa: bulimia as a distinct subgroup.
Arch Gen Psychiatry 1980;37:1036-1040.

8. Hatsukami D, Eckert E, Mitchell JE, Pyle RL. Affec-
tive disorder and substance abuse in women with bulimia.
Psychol Med 1984;14:701-704.

9. Hatsukami D, Mitchell JE, Eckert ED, Pyle R. Charac-
teristics of patients with bulimia only, bulimia with affective
disorder, and bulimia with substance abuse problems. Ad-
dict Behav 1986;11:399-406.

10. Hudson JI, Pope HG, Jonas JM, Yurgelun-Todd D.
Phenomenologic relationship of eating disorders to major
affective disorder. Psychiatry Res 1983;9:345-354.

11. Hudson JI, Pope HG, Yurgelun-Todd D, Jonas JM,
Frankenberg FR. A controlled study of lifetime prevalence
of affective and other psychiatric disorders in bulimic
outpatients. Am J Psychiatry 1987;144:1283-1287.

12. Killen JD, Taylor CB, Telch MIJ, Robinson TN,
Maron DJ, Saylor KE. Depressive symptoms and substance
use among adolescent binge eaters and purgers: a defined
population study. Am J Public Health 1987;77:1539-1541.

13. Mitchell JE, Hatsukami D, Eckert ED, Pyle RL.
Characteristics of 275 patients with bulimia. Am J Psychia-
try 1985:142:482-485.

14. Jonas JM, Gold MS, Sweeney D, Pottash ALC.
Eating disorder and cocaine abuse: a survey of 259 cocaine
abusers. J Clin Psychiatry 1987;48:47-50.

15. Lacey JH, Mourelli E. Bulimic alcoholics: some
features of a clinical sub-group. Br J Addict 1986:81:389-
393.

16. Higuchi S, Suzuki K, Yamada K, Parrish K, Kono H.
Alcoholics with eating disorders: prevalence and clinical
course, a study from Japan. Br J Psychiatry 1993;162:403-
406.

17. Jones DA, Chesire N, Moorhouse H. Anorexia ner-
vosa, bulimia and alcoholism: association of eating disorder
and alcohol. J Psychiatr Res 1985:19:377-380.

18. Peveler RC, Fairburn CB. Eating disorders in women
who abuse alcohol. Br J Addict 1990;85:1633-1638.

19. Suzuki K, Higuchi S, Yamada K, Mizutani Y, Kono
H. Young female alcoholics with and without eating disor-
ders: a comparative study in Japan. Am J Psychiatry
1993;150:1053-1058.

20. Bukstein OG, Brent DA, Kaminer Y. Comorbidity of

substance abuse and other psychiatric disorders in adoles-
cents. Am J Psychiatry 1989:146:1131-1141.

21. Du Fort GG, Newman SC, Bland RC. Psychiatric
comorbidity and treatment seeking: sources of selection
bias in the study of clinical populations. J Nerv Ment Dis
1993;181:467-474.

22. Allison DB. A note on the selection of control groups
and control variables in comorbidity research. Compr Psy-
chiatry 1993;34:336-339.

23, Holderness CC, Brooks-Gunn J, Warren MP. Co-
morbidity of eating disorders and substance abuse: review of
the literature. Int J Eating Disord 1994;16:1-34.

24. American Psychiatric Association. Diagnostic and
Statistical Manual of Mental Disorders. Ed. 3. Rev. Wash-
ington, DC: American Psychiatric, 1987.

25. Keck PE, Pope HJ Jr, Hudson JI, McElroy SL,
Yurgelun-Todd D, Hundert EM. A controlled study of
phenomenology and family history in outpatients with
bulimia nervosa. Compr Psychiatry 1990;31:275-283.

26. Gartner AF, Marcus RN, Halmi K, Loranger AW,
DSM IIIR personality disorders in patients with eating
disorders. Am J Psychiatry 1989;146:1585-1591.

7. Berkson J. Limitations of the application of four fold
table analysis to hospital data. Biometrics Bull 1946;2:47-53.

28. Wechsler D. Wechsler Adult Intelligence Scale-
Revised. Orlando, FL: Harcourt Brace Jovanovich, 1981.

29. Wechsler D. Wechsler Intelligence Scale for Children-
Revised. Orlando, FL: Harcourt Brace Jovanovich, 1981.

30. Hollinshead AB, Redlich FC. Social Class and Men-
tal Illness. New York, NY: Wiley, 1958.

31, Orvaschel H, Puig-Antich J. Schedule for Affective
Disorders and Schizophrenia for School-Age Children—
Epidemiologic Version (K-SADS-E) Ed. 4. Pittsburgh, PA:
Western Psychiatric Institute and Clinic, 1987.

32. Spitzer RL, Williams JBW, Gibbon M. Structured
Clinical Interview for DSM-III-R (SCID). Washington, DC:
American Psychiatric, 1987.

33. Loranger A. Personality Disorder Examination (PDE)
Manual. Yonkers, NY: DV Communications, 1988.

34. Cohen J. A coefficient of agreement for nominal
scales. Educ Psychol Measure 1960;20:37-46.

35. Derogatis LR. The SCL-90-R: Administration, Scor-
ing and Procedures Manual. Vol. 2. Baltimore, MD: Balti-
more Clinical Psychometric Research, 1983.

36. Vitousek K, Manke F. Personality variables and
disorders in anorexia nervosa and bulimia nervosa. J Ab-
norm Psychol 1994:103:137-147.

37. Powers PS, Coovert DL, Brightwell DR, Stevens BA.
Other psychiatric disorders among bulimic patients. Compr
Psychiatry 1988;27:503-508.

38. Wonderlich SA, Swift WJ, Slotnick HB, Goodman S.
DSM-III-R personality disorders in eating disorder sub-
types. Int J Eating Disord 1990;9:607-616.

39, Levin AP, Hyler SE. DSM-III personality diagnosis
in bulimia. Compr Psychiatry 1986:27:47-53.

40. DelJong CAJ, van der Brink W, Harteveld FM, van
der Wielen EGM. Personality disorder in alcoholics and
drug addicts. Compr Psychiatry 1993;34:87-94.

41. Nace EP, Davis CW, Gaspari JP. Axis 11 comorbidity
in substance abusers. Am J Psychiatry 1991;148:118-120.

e T o TP

ik

|
|




i

i
i
Ps

A e L R T B,

EATING DISORDERS AND SUBSTANCE USE

42. Weiss RD, Mirin SM, Griffin ML, Gunderson JG,
Hufford C. Personality disorders in cocaine dependence.
Compr Psychiatry 1993;34:145-149.

43. Koepp W, Schildbach S, Schmager C, Rohner R.
Borderline diagnosis and substance abuse in female pa-
tients with eating disorders. Int J Eating Disord 1993;14:107-
110.

44. Johnson C, Connors ME. The etiology and treatment
of bulimia nervosa. New York, NY: Basic Books, 1987.

45. Goodsitt A. Self psychology and the treatment of
anorexia nervosa. In: Garner DM, Garfinkel PE (eds):
Handbook of Psychotherapy for Anorexia Nervosa and
Bulimia. New York, NY: Guilford, 1985:55-82.

46. Lacey JH. Self-damaging and addictive behaviour in
bulimia nervosa: a catchment area study. Br J Psychiatry
1993;163:190-194.

n7

47. Cristensten L. Effects of eating behavior on mood: a
review of the literature. Int J Eating Disord 1993;14:171-
183.

48. Heatherton TE, Baumeister RF. Binge-eating as
escape from self-awareness. Psychol Bull 1991;110:86-108.

49. Krahn DD. The relationship of eating disorders and
substance abuse. J Subst Abuse 1991;3:239-254,

50. Johnson C, Tobin D, Dennis A. Differences in
treatment outcome between borderline and nonborderline
subjects at one year follow-up. Int J Eating Disord 1990;9:
617-627.

51. Rossiter EM, Agras WS, Telch CF, Schneider JA.
Cluster B personality disorder characteristics predict out-
come in the treatment of bulimia nervosa. Int J Eating
Disord 1993;13:349-357.



