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Several studies support the efficacy of interpersonal psychotherapy (IPT) in the treatment of eating

disorders. Treatment outcomes are likely to be augmented through a greater understanding, and hence

treatment targeting, of the mechanisms whereby IPT induces therapeutic gains. To this end, the present

paper seeks to develop a theoretical model of IPT in the context of eating disorders (IPT-ED). After providing

a brief description of IPT, the IPT-ED model is presented and research supporting its theorized mechanisms is

summarized. This model proposes that negative social evaluation plays a pivotal role as both a cause (via its

detrimental impact on self evaluation and associated affect) and consequence of eating disorder symptoms.

In the final section, key eating disorder constructs (namely, the developmental period of adolescence, clinical

perfectionism, cognitive dysfunction, and affect regulation) are re-interpreted from the standpoint of

negative social evaluation thereby further explicating IPT's efficacy as an intervention for individuals with an

eating disorder.

© 2010 Elsevier Ltd. All rights reserved.
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1. Introduction

Among psychiatric conditions, eating disorders are unique in that

their core features—the control of body shape, weight, and eating—

have immense social currency in cultural settings in which thinness
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and/or dietary restraint are highly valued. These varied settings

include medieval female saints whose religious tradition venerated

suffering and denigrated the flesh (Bell, 1985), Chinese Daoist

practices that emphasize fasting as a means of attaining spiritual

perfection (Eskildsen, 1998), or the “cult of thinness” of contempo-

rary Western culture (Hesse-Biber, Leavy, Quinn, & Zoino, 2006,

p. 208). The social status to be gained from bodily and dietary control

can only be enhanced in societies where the majority of individuals

struggle with problems of overweight or obesity (World Health

Organization, 1998). That aspects of eating disorder symptomatology

are socially prescribed, suggests a central role for interpersonal

factors in the development and maintenance of these conditions.

Consistent with an interpersonal formulation of eating disorders,

there is abundant evidence highlighting the existence of interpersonal

dysfunction in the lives of individuals with an eating disorder (for a

review, see Wilfley, Stein, & Welch, 2003). Moreover, there is support

for the efficacy of interpersonal psychotherapy (IPT), an approach that

targets interpersonal problems as a means of resolving psychological

symptoms (Klerman, Weissman, Rounsaville, & Chevron, 1984;

Weissman, Markowitz, & Klerman, 2000), in the treatment of eating

disorders (e.g., Agras, Walsh, Fairburn, Wilson, & Kraemer, 2000;

Wilfley et al., 1993; Wilfley et al., 2002).

Yet in stark contrast to cognitive behavior therapy (CBT), in which

eating disorder-specific adaptations were originally formulated in the

1980s (e.g., Fairburn, 1985), there is no empirically supported

theoretical model of IPT for eating disorders. The insufficient

theoretical foundation of IPT is not unique to eating disorders and is

partly the legacy of IPT having evolved in the context of treatment

outcome evaluation such that questions as to why it is effective

have lagged behind questions as to whether it is effective (Stuart &

Robertson, 2003).

Nevertheless, both general (Stuart & Robertson, 2003) and

disorder-specific models of IPT have been proposed, such as IPT for

depression (Frank & Spanier, 1995), dysthymia (Markowitz, 2003),

and borderline personality disorder (Markowitz, Skodol, & Bleiberg,

2006). Attachment theory (Bowlby, 1977) has been described as the

theoretical foundation of IPT in that psychological problems are

hypothesized to develop when an individual's needs for attachment

(i.e., strong affectional bonds with preferred others) are not beingmet

(Stuart & Robertson, 2003). These bonds “provide opportunities for

intimacy, nurturance, validation of self worth, and a sense of

connectedness with others” (Frank & Spanier, 1995, p. 353) and

their disruption results in various forms of emotional distress such as

anxiety, depression, and anger. However, these attachment-based

approaches were not designed to account for the mechanisms by

which attachment disturbances elicit eating disorder symptoms as

opposed to other forms of psychopathology.

To initiate the process of theory-building in IPT for individuals

with an eating disorder, the present paper proposes a theoretical

model that seeks to explain IPT's efficacy and to guide its future

implementations in this population. After providing a brief overview

of IPT, the paper is divided into two sections. The first section

presents our theoretical model of IPT for eating disorders (IPT-ED),

beginning with an overview of the model followed by a review of the

research supporting the theorized mechanisms by which specific

interpersonal problems maintain, and are in turn maintained by,

eating disorder symptoms. Emphasizing the validating aspects of

attachment bonds, it will be argued that negative social evaluation

plays a central role in triggering disturbances of the self and hence

eating disorder symptoms. Given the primacy of negative social

evaluation in our IPT-ED model, the second section provides a re-

examination of several key eating disorder relevant constructs

(including the developmental stage of adolescence as a risk period

for the onset of eating disorders, clinical perfectionism, dysfunctional

cognitive processes, and affect regulation strategies) from the

perspective of negative social evaluation.

2. Overview of IPT

IPT originated as a standardized form of interpersonally-oriented

psychotherapy for use in treatment outcome research on depression

(Birchall, 1999; Swartz, 1999; Tantleff-Dunn, Gokee-LaRose, &

Peterson, 2004; Weissman, 2007). As with CBT, IPT is typically

implemented as a time-limited treatment, consisting of 12 to 20

sessions spanning four to six months (Birchall, 1999; Wilson, 2005).

IPT is well tolerated by patients and is easily learned by competent

therapists (Birchall, 1999; Crafti, 2002; Tantleff-Dunn et al., 2004).

Although the therapist is less directive in IPT than in the behavioral

therapies (Apple, 1999), IPT itself is a focused intervention (with a

focus on the interrelatedness of interpersonal problems and psycho-

logical symptoms) and in this way has come to differentiate itself

from traditional, supportive psychotherapy (Tantleff-Dunn et al.,

2004). The hallmark of IPT is the completion of a chronological review

of the individual's significant life events, fluctuations in mood and

self-esteem, and interpersonal processes in order to identify areas of

social functioning associated with the development and maintenance

of psychological symptoms (Wilfley, MacKenzie, Welch, Ayres, &

Weissman, 2000; Wilfley et al., 2003). Typically, the result of this

collaborative formulation is the identification of problems in one or

two of the following areas of interpersonal functioning: grief, role

transitions, interpersonal role disputes, and interpersonal deficits.

In IPT for eating disorders (Jacobs, Welch, & Wilfley, 2004;

Tanofsky-Kraff & Wilfley, in press), the problem area of grief is

identified when eating disorder symptoms are associated with the

loss of a person or a relationship. A role transition is identified as a

focus of treatment when eating disorder symptoms are associated

with a change in life status. Interpersonal role disputes are addressed

in treatment when eating disorder symptoms are related to conflict

between the person with the eating disorder and significant others as

a result of different expectations about the relationship. The problem

area of interpersonal deficits is applied when eating disorder

symptoms are associated with poor social skills or repeatedly difficult

interactions that yield chronically unsatisfying relationships.

Given its similarities with CBT (time-limited, structured, accept-

able, and transferable), yet its distinctive focus on resolving

interpersonal difficulties, IPT has served as a comparison treatment

in research on bulimia nervosa, binge eating disorder, and anorexia

nervosa. IPT has been found to yield comparable recovery rates to CBT

in the long-term for bulimia nervosa (Agras et al., 2000; Fairburn et al.,

1991) and in both the short- and long-term for binge eating disorder

(Wilfley et al., 2002). Research has also demonstrated some

advantages of IPT over other psychological treatments (e.g., greater

effectiveness than behavioral weight loss treatment and CBT-based

guided self-help for individuals with BED who have low self-esteem

and high eating disorder psychopathology) (Wilson, Wilfley, Agras, &

Bryson, 2010). However, research also indicates limitations in the use

of IPT for the treatment of patients with an eating disorder. In addition

to the delayed therapeutic effects of IPT relative to CBT in the

treatment of bulimia nervosa (Agras et al., 2000), one study found that

IPT yielded significantly poorer post-treatment recovery rates

compared to specialist supportive clinical management in the

treatment of patients with full or partial syndromes of anorexia

nervosa, although there was no significant difference between CBT or

IPT in this regard (McIntosh et al., 2005; McIntosh et al., 2006).

Previous research evaluating IPT in the context of eating disorders

has typically entailed various limitations in its implementation that

are likely to have diminished its therapeutic effects. Among these

methodological limitations are the failure to discuss eating disorder

symptoms (and hence their connection with interpersonal problems),

a prolonged period of assessment in the IPT intervention with a

consequently insufficient amount of time for working on change, and

the exclusion of strategies that are common to both IPT and CBT from

the IPT intervention (and thus its potential attenuation) so as to more
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clearly differentiate IPT from CBT. Indeed, preliminary research

suggests that more comprehensive implementations of IPT yield

rapid improvements in patients with bulimic eating disorders

(Arcelus et al., 2009).

Yet, in addition to procedural considerations, the absence of a

comprehensive theoretical model for the use of IPT in the treatment of

patients with an eating disorder may have resulted in insufficient

guidance regarding the key maintaining interpersonal factors that

should be targeted in the aim of resolving eating disorder symptoms.

Recent years have witnessed the emergence of integrative approaches

which highlight the role of both cognitive and interpersonal factors in

the maintenance of eating disorders generally (Fairburn, Cooper, &

Shafran, 2003), and bulimia nervosa (Peterson, Wonderlich, Mitchell,

& Crow, 2004) and anorexia nervosa (Schmidt & Treasure, 2006)

specifically. In providing a more comprehensive interpersonal

framework, the IPT-EDmodel proposed heremay thus have relevance

for these approaches in addition to its primary focus in informing IPT

interventions for eating disorders. Since the IPT-ED model is intended

to inform interventions, the emphasis is on interpersonal processes

that are theorized to be maintaining the eating disorder, although it is

feasible that similar factors are involved in the development of the

disorder (Wilfley, Pike, & Striegel-Moore, 1997).

3. Theoretical model of IPT for eating disorders (IPT-ED)

3.1. Overview of the IPT-ED model

Our proposed model of IPT for eating disorders (IPT-ED) draws

upon longstanding conceptualizations of eating disorders in ascribing

a pivotal role to disturbances of the self in the development and

maintenance of eating disorder symptoms but adds to these

approaches by emphasizing links between disturbances of the self

and the individual's experiences and perceptions of his/her social

world. Chief among the disturbances of the self that are relevant for

eating disorders are negative self evaluation (i.e., negative beliefs

regarding one's worth generally or in specific domains) (Tesser, 2003)

and poor self-regulation (in particular, ineffective strategies for

regulating one's mood) (Baumeister & Vohs, 2003).

There is extensive theoretical and empirical work linking these

disturbances of the self to eating disordered attitudes and behaviors.

For instance, in an early account, Bruch (1973) highlighted poor self

worth in characterizing anorexia nervosa as “a desperate struggle for a

self-respecting identity” (p. 250). Subsequently, self disturbances,

particularly low self-esteem and dysfunctional mood regulation, have

featured in prominent approaches regarding the etiology and

treatment of eating disorders (e.g., Cooper, Wells, & Todd, 2004;

Fairburn et al., 2003; Peterson et al., 2004; Schmidt & Treasure, 2006)

and have empirical support regarding their connection to eating

disorder pathology (for reviews see Polivy & Herman, 2002; Stice,

2002). Uniting these approaches is the assumption that engagement

in eating disordered behaviors (i.e., self-starvation, dietary restriction

and other weight control strategies, and binge eating) is an attempted

adaptive response on the part of the individual to overcome states of

negative self evaluation and its associated affect (for discussions

regarding the functions of eating disorder symptoms see Cockell,

Geller, & Linden, 2002; Nordbø, Espeset, Gulliksen, Skårderud, & Holte,

2006; Serpell & Treasure, 2002; Serpell, Treasure, Teasdale, & Sullivan,

1999; Vitousek, Watson, & Wilson, 1998). For instance, the individual

might attempt to enhance self-esteem through dieting and other

methods of weight control (Cooper et al., 2004), or to escape from

aversive states of self awareness through binge eating (Heatherton &

Baumeister, 1991), or to avoid these states entirely through self-

starvation (Schmidt & Treasure, 2006).

The fundamental premise of our IPT-ED model is that these

disturbances of the self, which are hypothesized to trigger and

maintain eating disorder symptoms, arise as a result of inadequacies

in reciprocal interactions between the individual and the social world.

A primary feature of the interpersonal dysfunction relevant to eating

disorders is negative social evaluation: our IPT-EDmodel proposes that

the IPT problem areas of interpersonal role disputes, role transitions,

grief, and interpersonal deficits are relevant to the maintenance of

eating disorder symptoms insofar as they entail a high degree of

negative social evaluation, defined as actual or perceived negative

feedback regarding one's value to another individual or group.

Multiple sources of information concerning an individual's social

value exist which may be direct (e.g., critical comments from others)

or indirect (e.g., observing one's standing relative to others in the form

of social comparison) (Wood & Wilson, 2003). Moreover, negative

social evaluation includes not only overtly negative feedback but also

insufficient positive evaluation, with research suggesting that the

detrimental effects of neutral feedback (e.g., endorsing a neutral

response in rating an individual's desirability as a friend or colleague)

may be comparable to those of overtly negative feedback (e.g.,

endorsing a negative response in rating an individual's desirability as

a friend or colleague) (Leary, Haupt, Strausser, & Chokel, 1998).

The central role of negative social evaluation in the IPT-ED model

stems from its primacy in triggering poor self-esteem and negative

affect. In terms of inducing negative beliefs and associated affect

regarding the self, various theories converge in highlighting the role of

negative social evaluation. Approaches to social evaluation tend to

conceptualize the construct in terms of two broad dimensions, namely,

the degree to which an individual is accepted or rejected by others

(variously referred to as the dimension of warmth versus coldness,

nurturance versus hostility or love versus attack) and the level of status

the individual is accorded by others (often referred to as the dimension

of dominance versus submissiveness or control versus emancipate)

(Alden, Wiggins, & Pincus, 1990; Benjamin, Rothweiler, & Critchfield,

2006; Griffin & Bartholomew, 1994; Gurtman, 2001). Exemplifying the

first approach, sociometer theory (Leary & Baumeister, 2000)maintains

that the primary function of the self-esteem system is to monitor the

degree to which one is accepted/liked or rejected/disliked by others, a

function that is posited to have evolutionary significance given the

survival benefits of social belonging. Highlighting the second approach,

dominance theory (Barkow, 1975)proposes that the self-esteemsystem

evolved to monitor an individual's level of status (i.e., prestige, respect,

influence, control or attention) within social contexts given the likely

association between high status and increased reproductive success

(Anderson, John, Keltner, & Kring, 2001; Anderson, Srivastava, Beer,

Spataro, & Chatman, 2006). According to both sociometer and

dominance theories, “self-esteem is essentially an internal, psycholog-

ical gauge that monitors how well one is faring in interpersonal

situations” (Leary, Cottrell, & Phillips, 2001, p. 898). State self-esteem is

held to reflect one's value in the current interpersonal context, while

trait self-esteem reflects one's general social value (Leary et al., 2001). In

conceptualizing self-esteem as being inherently interpersonal in nature,

these theories are exemplars of longstanding interpersonal approaches

that have highlighted social influences in the construction of the self

(e.g., Mead, 1934).

In the IPT-ED model, we propose that functions pertaining to the

self (such as the development and maintenance of self-esteem and

associated positive affect), which under optimal conditions are

achieved through successful individual-social world relations, come

to be performed by the eating disorder. In attempting to fulfill the

functions of the self typically met through adaptive interactions with

the social world, the eating disorder thus acts as a de facto social

agent: engagement in eating disorder behaviors comes increasingly to

replace healthy engagement with the social world in the individual's

efforts to attain positive self-esteem and affect. It is proposed in the

IPT-ED model that eating disorder symptoms in turn exacerbate

interpersonal problems, thereby further intensifying the symptoms.

Given this formulation of the eating disorder as a substitute for

deficiencies in the individual's relations with the social world, IPT
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seeks to re-instate (or create) healthy interactions between the

individual and his/her social context so that the eating disorder

becomes redundant.

The key premise of our IPT-ED model (i.e., that the disturbances of

the self which drive eating disorder symptomatology are triggered and

sustained by problematic interpersonal dynamics, particularly negative

social evaluation)will be explored in the following subsections. Support

will be provided for the model's predictions that interpersonal

dysfunction (focusing on negative social evaluation) is related to both

disturbances of the self (focusing on low self-esteem and associated

negative affect) and to eating disorder symptoms. Evidence will also be

presented regarding the premise that the eating disorder in turn results

in an exacerbation of interpersonal problems. The basic IPT-EDmodel is

summarized in Fig. 1.

3.2. Negative social evaluation triggers low self-esteem and negative

affect

There is abundant experimental support for the contention that

negative feedback regarding one's social value triggers negative self

evaluation and associated affect (Kernis, Cornell, Sun, Berry, & Harlow,

1993; Leary, et al., 1998; Leary et al., 2001; Swann, Griffin, Predmore, &

Gaines, 1987; Tesser, Crepaz, Collins, Cornell, & Beach, 2000; Williams,

Cheung, & Choi, 2000; Wood, 1989). For example, Leary et al. (2001)

conducted a series of experiments in which they assessed the effects of

social acceptance and status on self-esteem to evaluate sociometer and

dominance theories respectively. In studies 1 and 2, male and female

undergraduate students were randomly allocated to one of four

experimental conditions in which they were given bogus feedback

regarding their peer-rated level of acceptance (high versus low) and

status (high versus low). Level of acceptancewas operationalized as the

degree to which other students wanted the participant to be a member

of their group, while level of status was defined as the degree to which

students desired the participant to be a leader of their group. The results

indicated that acceptance and status feedback had significant and

independent effects on state self-esteem. That is, high acceptance

feedback resulted in significantly higher state self-esteem than low

acceptance feedback, which remained significant after controlling for

the contribution of status feedback. The same pattern of findings was

obtained in terms of status feedback.

Non-experimental, yet more ecologically valid studies also support

the association between social appraisal and self-esteem/affect. For

instance, in a longitudinal study by Srivastava and Beer (2005),

undergraduate psychology students participated in four weekly group

meetings,with self- and peer-ratings regarding likeability assessed after

eachmeeting. Itwas found thatparticipantswhoreceivedhigher ratings

of likeability from others subsequently reported higher levels of self-

esteem. In contrast, self-esteem did not predict more positive evalua-

tions from peers over time. Relating negative social feedback to mood

disturbance of clinical severity, one study found that perceived criticism

from one's spouse measured during hospitalization for depression

predicted nine-month relapse rates (Hooley & Teasdale, 1989).

Perceived criticism was unrelated to severity of illness, suggesting that

perceived criticismwas not simply amarker ofmore severe depression.

Sociometer and dominance theories maintain that experiences of

social acceptance or status respectively underlie fluctuations in self-

esteem across all individuals, although those for whom self-esteem is

heavily contingent upon social validation may be particularly

susceptible to the adverse effects of negative social evaluation on

self-esteem and affect (Crocker & Wolfe, 2001). Nevertheless,

statements regarding individual differences in the degree to which

self-esteem and mood are affected by social evaluation need to be

tempered by several considerations. First, of the seven contingencies

of self worth that have been identified among college students, at least

four of these have obvious social validation connotations (i.e., Others'

Approval, Appearance, Competition with Others, and Family Support

domains) (Crocker, Luhtanen, Cooper, & Bouvrette, 2003). Second,

concerns regarding social validation are even relevant in seemingly

non-social domains (e.g., academic competence). For instance, the

tendency to base self-esteem on approval from others and the

tendency to base self-esteem on competency are strongly related

among college students, suggesting that individuals may at least

partly seek to gain social approval through their achievements in non-

social domains (Crocker & Wolfe, 2001). Third, it has been found that

the degree to which self-ratings regarding one's success in a range of

domains (i.e., competence, physical attractiveness, material wealth,

and sociability) are correlated with global self-esteem is significantly

greater if the individual believes that level of success in the domain

results in higher approval or disapproval from others (MacDonald,

Saltzman, & Leary, 2003). Finally, the effects of acceptance and status

feedback on self-esteem reported by Leary et al. (2001) were not

moderated by the degree to which participants reported that their

self-esteem was contingent upon such feedback. In summary, all

individuals are hypothesized to experience deficits in self-esteem as a

result of negative social feedback (or poor performance in other

domains for which social approval is relevant). While these effects

may bemore pronounced among those for whom social validation is a

primary basis of their self-esteem, this is not invariably the case (as

indicated in the findings obtained by Leary et al. (2001)).

3.3. Negative social evaluation triggers eating disorder symptoms

The IPT-EDmodel proposed here contends that disturbances in self

evaluation and affect triggered by negative social evaluation result in

eating disorder symptoms.While few experimental studies have been

conducted to assess the causal role of negative social evaluation in

triggering eating disorder symptoms, those studies that have been

undertaken are supportive of such a role (Baumeister, DeWall,

Ciarocco, & Twenge, 2005; Oliver, Huon, Zadro, & Williams, 2001;

Stroud, Tanofsky-Kraff, Wilfley, & Salovey, 2000; Tanofsky-Kraff,

Wilfley, & Spurrell, 2000; Tuschen-Caffier & Vögele, 1999). For

instance, in an experimental manipulation of peer rejection, male

and female undergraduate psychology students participated in small

group discussions and were then given bogus feedback as to whether

or not they had been selected by their peers to work with (Baumeister

et al., 2005). In a subsequent taste-test, participants who believed

their peers had rejected them ate significantly and substantially more

cookies (M=9) compared to those who believed their peers had

accepted them (M=4). Moreover, among those in the rejection

condition, higher negativemoodwas associatedwith a higher numberFig. 1. IPT-ED: Amaintenancemodel of interpersonal factors for eating disorder behaviors.
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of cookies consumed. Experimental paradigms in which participants

engage in conflict or are ostracized (i.e., ignored and excluded) by

their peers have also been found to result in a significantly higher

amount of food consumed during a taste-test in vulnerable indivi-

duals (i.e., those high in restraint or disinhibition) (Oliver et al., 2001;

Stroud et al., 2000; Tanofsky-Kraff et al., 2000). Utilizing a clinical

sample, another study compared the responses of participants with

bulimia nervosa to both high- and low-restraint controls after

participating in a guided imagery task in which they were asked to

identify with a woman who has been left by her boyfriend at a party

(Tuschen-Caffier & Vögele, 1999). Those in the bulimia nervosa group

reported significantly greater feelings of insecurity and increased

desire to binge during the task compared to both control groups.

These differenceswere not apparent on a task of cognitive ability, thus

suggesting a possibly unique position for interpersonal stress among

individuals with an eating disorder. However, since the control

condition entailed participants engaging in a simple cognitive task, it

is not clear whether the difference between the interpersonal and

control conditions was due to the negative interpersonal aspects of

the guided imagery task or simply its aversive nature.

Expanding upon the dearth of experimental work, correlational

studies support the relationship between negative social evaluation

and eating disorder symptoms. For instance, poorer quality of

friendships (e.g., low perceived acceptance), higher conflict with

parents, lower maternal intimacy (e.g., low scores on the item “My

mother accepts me no matter what I do”), and lower male partner

satisfaction with the relationship have each been found to be

associated with increased body image concerns among adolescent

or adult females (Boyes, Fletcher, & Latner, 2007; Gerner & Wilson,

2005; May, Kim, McHale, & Crouter, 2006). Among clinical cases,

various indices of parental disapproval (e.g., criticism, arguments,

high demands, and minimal affection) prior to the development of an

eating disorder have been found to be significantly higher among

those with anorexia nervosa (Fairburn, Cooper, Doll, & Welch, 1999;

Pike et al., 2007), bulimia nervosa (Fairburn, Welch, Doll, Davies, &

O'Connor, 1997), and binge eating disorder (Fairburn et al., 1998;

Striegel-Moore et al., 2005) compared to healthy and/or psychiatric

controls. In addition, a higher level of maternal criticism has been

found to be a strong predictor of poorer treatment response among

adolescent patients with an eating disorder, outperforming other

variables such as diagnosis, body mass index, or duration of illness in

this regard (van Furth et al., 1996). Observational studies are

consistent with these self-report studies in demonstrating higher

levels of destructive communication (e.g., blame) and lower levels of

intimacy (e.g., the expression of closeness, support, and validation)

betweenmothers and their daughters with eating disorder symptoms

compared to control mother–daughter dyads (Lattimore, Wagner, &

Gowers, 2000; Maharaj, Rodin, Connolly, Olmsted, & Denis, 2001).

Studies employing ecological momentary assessment have the

advantage of providing information regarding the temporal sequenc-

ing of events and thus provide stronger evidence for the causal role of

negative social evaluation in triggering eating disorder behaviors

(Okon, Greene, & Smith, 2002; Steiger, Guavin, Jabalpurwala, Séguin,

& Stotland, 1999). The study by Steiger et al. (1999) has particular

relevance for assessing the IPT-ED model since it simultaneously

examined the associations between social interaction, self-esteem,

mood, and binge eating. In this study, current and recently recovered

patients with bulimia nervosa and healthy control womenwere asked

to record the tone of their social interactions (e.g., accepting/

rejecting) and accompanying self evaluation, mood, and eating

behaviors over a 6- to 28-day period. Patients with active bulimia

nervosa rated the tone of social interactions as significantly more

negative in the period preceding a binge eating episode compared to

the interaction tone on binge-free days. Moreover, across all groups,

self criticism increased and mood decreased as the interaction tone

worsened. Finally, levels of self criticism during pre-binge social

interactions were higher than those on binge-free days. Together,

then, the findings from this study are consistent with the predictions

of the IPT-ED model that deficits in self-esteem induced by negative

social evaluation trigger eating disordered behavior.

Several studies utilizing structural equation modelling have also

simultaneously examined the constructs of the IPT-ED model (i.e.,

negative social evaluation, low self acceptance, and eating disorder

symptoms) and have provided support for the theorized associations

between these constructs (McClintock & Evans, 2001; Perry, Silvera,

Neilands, Rosenvinge, & Hanssen, 2008). For instance, McClintock and

Evans (2001) found that the association between a fear of negative

evaluation from others and eating disorder symptoms among college-

aged women was mediated by low self acceptance.

Thus far the focus has been on general negative feedback.

However, an area of negative social evaluation that is likely to have

particular relevance in driving eating disorder symptoms (as opposed

to alternative clinical manifestations of negative self-esteem and

mood such as depression) is negative feedback regarding one's shape,

weight, or eating. Indeed, it may be that general negative feedback is

only related to eating disorder symptoms among vulnerable indivi-

duals, as several studies have found (Oliver et al., 2001; Stroud et al.,

2000; Tanofsky-Kraff et al., 2000; Tuschen-Caffier & Vögele, 1999). In

particular, general negative social evaluation may trigger eating

disorder symptoms among those for whom beliefs regarding the self

and body shape/weight are strongly linked (Fairburn et al., 2003;

Geller, Johnston, & Madsen, 1997; Vitousek & Hollon, 1990). For these

individuals, challenges to self-esteem will have pronounced implica-

tions for body-esteem, with body dissatisfaction in turn triggering

engagement in eating disorder behaviors such as maladaptive weight

control behaviors and binge eating. In addition to shape- and weight-

based self worth, outcome expectancies (i.e., beliefs regarding the

consequences of engaging in eating, shape, and weight related

behaviors such as the belief that eating is helpful in managing

negative affect or that social acceptance and self-esteem can be

enhanced through attaining thinness) are also likely to play a role in

the translation of general negative social evaluation and self-esteem

into eating disorder symptoms (Hohlstein, Smith, & Atlas, 1998). This

expanded version of our IPT-ED model is shown in Fig. 2.

In terms of negative social evaluation specific to eating, shape, and

weight (as opposed to general negative social evaluation), one study

examined the eating- and body-related attitudes and behaviors of

fourth- and fifth-grade school-girls and boys as well as their mothers

and fathers (Smolak, Levine, & Schermer, 1999). It was found that the

more frequently mothers reported mentioning their child's weight to

the child, the more likely the child was to have made weight loss

Fig. 2. The expanded IPT-ED model: The role of individual vulnerability factors.
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attempts, to feel less satisfied with his/her body, and to be concerned

about weight gain. In women, failed attempts at dieting only predict an

increase in depressed mood among those who report higher levels of

social disapproval for their weight (Oates-Johnson & Clark, 2004).

Including each of the key components of the IPT-ED model, Wade and

Lowes (2002) found that the relationship between family comments

about shape or weight and overconcern with shape and weight among

adolescent females was mediated by self-esteem. Among clinical cases,

critical comments from family members regarding one's shape, weight,

or eating are reported to have occurred significantly more often in the

period preceding their disorder by individuals with anorexia nervosa

(Fairburn et al., 1999), bulimia nervosa (Fairburn et al., 1997), and binge

eatingdisorder (Fairburn et al., 1998) compared to healthy controls, and

may distinguish individuals with an eating disorder from psychiatric

controls (Fairburn et al., 1997; Fairburn et al., 1998). Premorbid

experiences of teasing regarding one's shape, weight, eating, or

appearance may also be higher among those with an eating disorder

in comparison with healthy controls (Fairburn et al., 1997; Fairburn

et al., 1998).

Thus far the bulk of the research reviewed has entailed direct

feedback regarding an individual's social worth through experiences

of acceptance/rejection by others. Yet, as stated, information

regarding an individual's social value can also be gained through

social comparison. In an experimental evaluation of the role of social

comparison in triggering body dissatisfaction, female undergraduate

students were randomly allocated to briefly interact with a confed-

erate who represented the thin ideal or to one who had average body

dimensions (Krones, Stice, Batres, & Orjada, 2005). Participants were

told that they were ostensibly taking part in a study assessing their

dating desirability and their photos, weights, and bodily dimensions

were taken to heighten the salience of body shape/weight. Despite the

brevity of the interaction, participants exposed to the thin ideal

confederate subsequently reported significantly higher body dissat-

isfaction relative to those exposed to the average-weight confederate.

Correlational studies also support an association between social

comparisons regarding body shape/weight and eating disordered

attitudes and behaviors (Paxton, Schutz, Wertheim, & Muir, 1999;

Shroff & Thompson, 2006). For instance, a greater tendency to

compare one's body to others is associatedwith higher body concerns,

dietary restraint, extreme weight loss behaviors (e.g., vomiting), and

bulimic tendencies among adolescent girls (Paxton et al., 1999).

3.4. Eating disorder symptoms exacerbate negative social evaluation

In the IPT-ED model, we further propose that the eating disorder

symptoms induced by negative social evaluation in turn result in an

exacerbation of negative feedback regarding one's social worth. In

this manner, the sufferer becomes caught in a self-perpetuating

cycle of deteriorating interpersonal functioning and eating disorder

symptomatology.

Various theorists have highlighted how eating disorder symptoms

may induce negative evaluation from others. For instance, parents and

clinicians may become critical and controlling in the face of unproduc-

tive attempts to encourage the individual to eat; family members may

become resentful of the sufferer as the disorder comes to dominate

family life; and personality and mood changes (e.g., social withdrawal

and increased irritability) arising from the disorder may elicit negative

reactions fromothers (Eisler, 2005;Nielsen&Bará-Carril, 2003; Schmidt

& Treasure, 2006; Vitousek et al., 1998). The emphasis on externalizing

the disorder (i.e., attributing difficulties to the disorder rather than the

sufferer) in family therapy approaches is an attempt to diminish these

negative family interactions (Eisler, 2005; Lock & le Grange, 2005), the

helpfulness of which is noted by patients and parents alike (Poser,

2005a,b).

Minimal research has been conducted to evaluate the role of eating

disorder symptoms in triggering negative social evaluation. For example,

while numerous studies have demonstrated higher levels of dysfunction

in the families and marital relationships of individuals with an eating

disorder compared to controls, the cross-sectional nature of these studies

precludes anydetermination as towhether thesedisturbances are a cause

and/or a consequence of the disorder (Eisler, 1995; Van den Brouke,

Vandereycken, & Norré, 1997; Van Buren & Williamson, 1988). The

ecological momentary assessment paradigm adopted by Steiger et al.

(1999) to track social interactions and binge eating episodes in patients

with bulimia nervosa revealed that the tone of social interactions was

reportedbypatients tobe significantlyworse (e.g.,more rejecting, hostile,

and critical) both before and after a binge eating episode compared to

binge-free days. These findings thus provide initial support for our

contention in the IPT-ED model that social interactions characterized by

rejection both trigger and are triggered by eating disorder behaviors.

3.5. Summary of the IPT-ED model

According to the IPT-ED model we have developed, negative

feedback regarding an individual's social worth triggers eating

disorder symptoms via its detrimental effect on self-esteem and

associated affect. Engagement in eating disorder behaviors is a

response to negative social evaluation that is in turn intensified as a

result of the eating disorder. In the context of worsening social

evaluation, eating disorder behaviors may be perceived by the

individual to be a more reliable source of esteem and affect regulation

than that provided through self-social world interactions. Engaging in

eating disorder behaviors thus comes to increasingly supplant more

constructive attempts at engagement in the social world. As a

treatment, IPT therefore aims to assist the patient to develop affirming

relationships that provide a viable alternative to the eating disorder in

the attainment of positive esteem and affect.

4. The reconceptualization of eating disorder related constructs in

social evaluative terms

In giving primacy to negative social evaluation in the maintenance

of eating disorder symptoms, a key implication of the IPT-ED model is

the need to broaden previous understandings of various eating

disorder relevant constructs so as to acknowledge the role of social

evaluative concerns. Among these are the mechanisms by which the

adolescent period, clinical perfectionism, cognitive dysfunction, and

affect regulation strategies are involved in the maintenance of eating

disorders.

4.1. Adolescence and early adulthood

Given their age of onset, both anorexia nervosa and bulimia

nervosa have long been conceptualized as disorders arising from

difficulties in transitioning from childhood to adolescence and early

adulthood. Perhaps best known among these approaches, Crisp

(1980) proposed that the prepubertal body state characterizing

anorexia nervosa was a retreat from the maturational challenges of

adolescence including separation from the family, identity formation,

and sexuality.

According to the IPT-ED model, a primary aspect of adolescence

that encourages engagement in eating disorder behaviors is the

altered social context and its attendant shifts in the determination of

the adolescent's self worth. Specifically, while parental and other

familial relationships remain salient, adolescence is characterized by

the growing importance of peer interactions, including those with

individuals of the opposite sex (Collins & Steinberg, 2006). For

example, even excluding time spent in the classroom, high school

students spend more than double their time with peers compared to

adults (Rubin, Bukowski, & Parker, 1998). With the increasing

dominance of peer culture, it is not surprising that the degree to

which peer approval predicts global self-esteem increases from late
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childhood to early adolescence, emerging as a strong predictor of self-

esteem and depressive affect (Harter, 2006).

A key distinguishing feature of parental and peer relationships is

the criteria used to evaluate an individual's worth. That is, relative to

parental approval, perceptions regarding one's level of peer approval

are more strongly related to one's perceived physical attractiveness

(Harter, 1999). Believing that peer approval (particularly frommales)

can be attained through thinness (e.g., being thinner means that

“I would be more popular amongst my male friends”) has been found

to be associated with higher body dissatisfaction, importance of shape

and weight, and restrained eating among adolescent girls (Gerner &

Wilson, 2005). Moreover, the transition into this strongly appearance-

based peer milieu occurs at a time when the individual experiences a

heightened concern with the appraisals of others: beginning in early

adolescence, individuals become “morbidly preoccupied with what

others think of them” (Harter, 2006, p. 541).

While the increasing impact of peer approval (and hence

appearance concerns) on self-esteem is a normative liability of

adolescence, adolescent girls occupying peer networks in which

appearance concerns are salient have been found to be at increased

risk of developing eating disordered attitudes and behaviors (Paxton

et al., 1999; Shroff & Thompson, 2006). For example, Paxton et al.

(1999) found that 15–16 year old girls reported comparable levels of

body image concern, dietary restraint, and the use of extreme weight

loss behaviors to the girls in their own friendship group. In addition,

perceptions of the behaviors and attitudes of friends towards body

image and weight control were associated with an individual's own

levels of body image concern, dietary restraint, extreme weight loss

behaviors, and bulimic tendencies. Providing some support for the

causal role of these peer influences, a prospective study found that girls'

perceptions of a higher desire for thinness among their peers predicted

their own greater desire for thinness, lower appearance satisfaction, and

poorer self-esteem one year later (Dohnt & Tiggemann, 2006).

To summarize, in the IPT-ED model we postulate that adolescence

is a period of increased risk for eating disorders since this is a time in

which (i) self-esteem is particularly influenced by social evaluation,

(ii) peer acceptance becomes increasingly important for self-esteem;

and (iii) appearance is seen to be a strong basis of peer acceptance

(especially from potential romantic partners). The salience of

appearance is magnified for adolescents occupying “weight/shape

preoccupied subcultures” (Paxton et al., 1999, p. 255), thus placing

these adolescents at increased risk for an eating disorder.

4.2. Clinical perfectionism

The construct of clinical perfectionism appears to be more relevant

for anorexia nervosa and bulimia nervosa compared to binge eating

disorder. For instance, in retrospective reports, perfectionism has

been found to be significantly higher in the period preceding the

development of both anorexia nervosa (Fairburn et al., 1999) and

bulimia nervosa (Fairburn et al., 1997) compared to the reports of

healthy controls and, for anorexia nervosa, compared to the reports of

psychiatric controls. In contrast, elevated levels of premorbid

perfectionism have not been found among individuals with binge

eating disorder (Fairburn et al., 1998).

There has been debate regarding whether clinical perfectionism in

the context of eating disorders is best conceptualized as a predom-

inantly intrapersonal phenomenon (Shafran, Cooper, & Fairburn,

2002, 2003) or whether interpersonal factors are also relevant

(Hewitt, Flett, Besser, Sherry, & McGee, 2003). Adopting an intraper-

sonal approach, the definition of clinical perfectionism in eating

disorders suggested by Shafran et al. (2002) includes the pursuit of

self-imposed, personally demanding standards of performance in the

domain of eating, shape, or weight despite the occurrence of adverse

consequences.

Our IPT-ED model expands upon this definition by proposing that

the personally demanding standards of performance in the domain of

eating, shape, or weight adopted by individuals with anorexia nervosa

andbulimianervosa(e.g., thepursuit of anunrealistically thinphysique)

are not arbitrarily selected but are precisely chosen because of their

implications for social evaluation. Altering one's physical form is an

unavoidably public domain of performance: compared to other aspects

of the self, the physical self is unique in that it is “anomnipresent feature

of the self, it is always on display for others to observe” (Harter, 1999,

p. 160). Moreover, there is an abundant literature attesting to the social

rewards and punishments for thinness and fatness respectively (Hesse-

Biber et al., 2006; Puhl & Brownell, 2003). Since the domain of bodily

control is both public and socially valued, it is proposed in the IPT-ED

model that the potential for social rewards is part of the core

phenomenon of perfectionism in eating disorders (contrary to the

position of Shafran et al. (2003) who maintain that interpersonal

processes are a possible, rather than necessary, feature).

Given its wide endorsement as the contemporary Western ideal of

female attractiveness, the positive social evaluation to be gained from

attaining the unrealistically thin physique pursued bymany individuals

with an eating disorder is readily apparent. Yet seemingly paradoxical is

the potential for social validation stemming from the extreme levels of

emaciation characteristic of many individuals with anorexia nervosa:

severe emaciation is more likely to elicit strong negative, rather than

positive, responses from others (e.g., disapproval, fear, despair, horror,

and disgust) (Schmidt & Treasure, 2006).

Several possibilities may account for the ongoing pursuit of

emaciation in the face of intense social disapproval. Among these is

the maintaining role of negative social feedback whereby, as stated

previously, the deficits in self-esteem triggered by such disapproval

further intensify engagement in activities (suchasweight loss) designed

to enhance self-esteem. Anothermechanismmay be the ambivalence of

the feedback sufferers receive from others: amidst the negative

feedback may also be communications of greater warmth, nurturance,

and responsiveness (i.e., social acceptance) and/or a greater degree of

influence or attention accorded the individual (i.e., social status). Finally,

while direct feedback from others may be negative, social comparison

processesmayprovide analternative source of feedback regardingone's

social standing (e.g., in the words of one patient, “I felt I was in a better

moodwhen I didn't eat… I comparedmyself to other people and then I

felt privileged that I could controlmyself when tempted to eat” [Nordbø

et al., 2006, p. 560]). The standards of performance pursued by the

sufferer will therefore be partly influenced by the individuals or groups

selected for social comparative purposes: if the comparison standard is

that of athletes, dancers, models, family members with anorexia

nervosa, or other patients with anorexia nervosa, for instance, then

the demanding standards of performance characterizing perfectionism

will be extreme indeed. It has been proposed that the tendency tomake

such upward social comparisons (i.e., selecting to compare oneself with

thosewho are superior to oneself in the relevant domain) is particularly

likely among those engaging in social comparison for self-improvement

(rather than self evaluation) purposes, with the upward comparison

providing a source of inspiration (Wood, 1989). For those with a

defective sense of self (induced, according to the IPT-EDmodel, through

ongoing experiences of negative social evaluation), an awareness of the

need for self-improvement may be pronounced. In sum, in the IPT-ED

model we contend that the pursuit of personally demanding standards

despite the occurrence of adverse consequences is maintained by direct

or indirect (i.e., social comparison) sources of social validation.

4.3. Cognitive dysfunction

Of the four problem areas targeted in IPT, interpersonal deficits is

unique in that it does not refer to an acute social stressor (i.e., an

interpersonal role dispute, role transition, or grief) but refers instead

to difficulties within the individual that impede his/her ability to
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establish and maintain healthy relationships with others. In identi-

fying these difficulties, our IPT-ED model places primacy on

dysfunctional cognitive processes regarding negative social evalua-

tion, namely, rejection sensitivity. Indeed, Stuart and Robertson

(2003) recommend a change in nomenclature from interpersonal

deficits to interpersonal sensitivity, given that sensitivity to negative

feedback from others is a key characteristic of those presenting with

poor social networks.

Theconstructs of ‘rejection sensitivity’ and ‘fear of negative evaluation’

have been similarly defined and operationalized in the Rejection

Sensitivity Questionnaire and Fear of Negative Evaluation Scale, respec-

tively, as the tendency to anxiously anticipate negative feedback from

others (Downey & Feldman, 1996; Watson & Friend, 1969). Both

constructs have been found to have negative implications for the

individual's interpersonal functioning. For instance, experimental and

correlational studies have shown that individuals high in rejection

sensitivity are prone to interpreting ambiguous social events as entailing

rejection (Downey & Feldman, 1996). In addition, rejection sensitivity is

hypothesized to be associated with overreactions to rejection, perhaps

since self worth is excessively contingent upon approval from others. For

example, an observational study revealed that women high in rejection

sensitivity displayed a significantly higher number of negative behaviors

when discussing a conflict issue with their partner compared to women

low in rejection sensitivity even after controlling for the partner's level of

anger (Downey, Freitas, Michaelis, & Khouri, 1998). Moreover, expecta-

tions regarding rejection may act in a self-fulfilling manner in that the

negative behaviors displayed by women high in rejection sensitivity

during the conflict interaction in turn predicted their partner's post-

interaction anger after controlling for a large number of potentially

confounding variables such as the partner's own level of rejection

sensitivity, relationship satisfaction and commitment, and negative

conflict behaviors (Downey et al., 1998). Longitudinally, rejection

sensitivity assessed prior to the commencement of a relationship has

been found to predict relationship termination within a year (e.g., 44% of

relationships inwhich the female partnerwas high in rejection sensitivity

had ended compared to 15% of couples in which the woman was low in

rejection sensitivity) (Downey et al., 1998).

Given the greater tendency of individuals who are high in rejection

sensitivity to perceive and react to negative social evaluation, and given

theprimacy accordednegative social evaluation in the IPT-EDmodel, it is

predicted that such individuals will be more susceptible to eating

disorder symptoms. Supporting this prediction, Steiger et al. (1999)

found thatwomenwith a recent or current diagnosis of bulimia nervosa

were more prone to experiencing increases in self criticism following

negative social interactions compared to healthy controls, thus suggest-

ing increased levels of rejection sensitivity in women with eating

disorders. In another study, a fearof beingnegatively evaluatedbyothers

was found to be associated with a greater drive for thinness among

young women, and to predict increases in bulimic tendencies over time

(Gilbert & Meyer, 2005). In interpreting their findings, and consistent

with the IPT-ED model, Gilbert and Meyer (2005) propose that

individuals who fear negative evaluation from others may become

overconcernedwith their shapeandweightandusedietary restriction to

enhance their likelihoodof acceptancebyothers. If their fears of rejection

are not allayed, bulimic tendenciesmaydevelop as ameansof regulating

the negative affect associated with rejection expectancies. Finally, given

the theorized role of social evaluative concerns in the IPT-EDmodel and

the centrality of these concerns for individuals with social anxiety

disorder, it is perhaps not surprising that there is a high level of

comorbidity between these conditions, with social anxiety disorder

frequently found to have the highest occurrence of all anxiety disorders

in individuals with an eating disorder and to pre-date the onset of an

eating disorder in a substantial number of cases (Godart, Flament,

Lecrubier, & Jeammet, 2000; Hinrichson,Wright,Waller, &Meyer, 2003;

Laessle, Wittchen, Fichter, & Pirke, 1989; Piran, Kennedy, Garfinkel, &

Owens, 1985).

4.4. Affect regulation strategies

Affect regulation refers to the process by which individuals

attempt to alter the type, intensity, and expression of emotions and

mood states (Gross, Richards, & John, 2006). There is abundant

support for the contention that eating disorder behaviors function as

strategies to escape, avoid, or minimize negative affect (Burton, Stice,

Bearman, & Rohde, 2007; Cockell et al., 2002; Nordbø et al., 2006;

Serpell & Treasure, 2002; Serpell et al., 1999).

According to the IPT-ED model proposed here, attempts to avoid

negative social evaluation on the part of individuals with an eating

disorder mean that they are, first, more likely to experience negative

affect stemming from their social interactions and, second, less likely to

utilize social support as a means of regulating their affect. Beginning

with the former, eating disorders and the severity of eating disorder

symptomshavebeen found tobeassociatedwith the tendency to inhibit

the expression of distress and to prioritize the needs of others over the

self (Geller, Cockell, Hewitt, Goldner, & Flett, 2000; Waller et al., 2003),

which has been attributed to a desire to avoid rejection and maintain

interpersonal relationships (Jack & Dill, 1992). Suppressing the

expression of one's emotions and needs is a primary component of

false self behaviors in which the individual's authentic thoughts,

feelings, and behaviors are supplanted by displays designed to secure

the approval of others (Harter, 1999). Unfortunately, this tendency to

‘silence the self’ has been found to predict poorer self-esteem and

increased dysphoria (Besser, Flett, & Davis, 2003; Cramer, Gallant, &

Langlois, 2005; Gross & John, 2003), perhaps since self-silencing

individuals are left to ruminate on their negative internal states, fail to

obtain disconfirmatory evidence regarding the perceived unacceptabil-

ity of their self (since the true self remains concealed), are aware of their

inauthenticity and isolation from others, and/or the precipitating

interpersonal problem has not been addressed and thus remains

unresolved (Gross & John, 2003; Nolen-Hoeksema, 1991; Reijntjes,

Stegge, Terwogt, Kamphuis, & Telch, 2006).

It is further proposed that individuals with an eating disorder seek

to alleviate these states of negative self awareness and affect through

the solitary regulatory strategies of weight control and/or binge eating

behaviors rather than utilizing socially interactive strategies, again

due to their social evaluative concerns. Several studies have found

that the social networks of individuals with an eating disorder are

more impoverished in terms of the size and perceived levels of

emotional and practical support compared to control participants

(Grissett & Norvell, 1992; Tiller et al., 1997). Moreover, patients with

an eating disorder report lower levels of desired social support

compared to controls (Tiller et al., 1997), perhaps due to concerns that

revealing perceived negative aspects of the self will result in rejection

or a loss of status. Overall, our IPT-EDmodel highlights the importance

of social evaluative concerns in both the need for, and the selection of,

affect regulation strategies in individuals with an eating disorder.

5. Concluding comments

Due to the relative paucity of research (particularly utilizing

experimental designs) investigating interpersonal factors and eating

disorders, the proposed IPT-ED model is necessarily in nascent form.

Nevertheless, it is hoped that the model will stimulate further research

and hence ongoing development and refinement of theories and

treatments regarding the interpersonal aspects of eating disorders.

Since our IPT-ED model highlights the centrality of actual or

perceived negative social evaluation in the maintenance of eating

disorders symptoms, a priority for future researchwill be attempting to

further elucidate this construct and the mechanisms by which it is

associated with eating disorder symptoms. In addition to the explicit

hypotheses presented in the IPT-EDmodel, numerousquestions remain.

For instance, both social acceptance and social status are complex

constructs (i.e., acceptance includes liking and support while social
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status includes respect, prestige, influence, and attention), such that

research is needed to identify the relevant components for eating

disorders. Similarly, the relative importance of social acceptance versus

social status in driving eating disorder symptoms remains unknown, as

does the issue regarding the sources of social validation that are most

important for individuals with an eating disorder. For example, it has

been proposed that individuals may be differentially oriented towards

positive social evaluation from intimate others versus the broader social

sphere (Baumeister & Sommer, 1997). Also requiring investigation are

refinements to themodel to account for differences in the development,

maintenance, and treatment of the various eating disorders. As just one

possible example, autism spectrum disorders have been found to be

over-represented among individuals with chronic anorexia nervosa

(Wentz, Gillberg, Anckarsäter, Gillberg, & Råstam, 2009; Zucker et al.,

2007). Although the range of social deficits characterizing the autism

spectrum disorders are highly variable across affected individuals and

are not yet delineated for those with chronic anorexia nervosa, this

overlap suggests that the IPT-ED model may need to be expanded for

some types of anorexia nervosa to highlight the deficits in social–

cognitive skills (e.g., low novelty seeking) that impede the individual's

capacity to create and experience validating social interactions.

An IPT intervention informed by the IPT-ED model proposed here

would primarily seek to assist the patient to establish a sense of the

self as embedded within an accepting, supporting, and respecting

social context that provides a viable alternative to the eating disorder

in seeking positive esteem and affect. The key treatment implications

of our model for conducting IPT in the treatment of eating disorders

include providing a formulation accounting for the connection

between interpersonal problems and eating disorder symptoms for

therapists and patients alike, providing a rationale for attending to the

social evaluative dimensions of eating disorder relevant constructs

(such as perfectionism), and highlighting the need to target negative

social evaluation as a key component of treatment. It is hoped that

emphasizing the need to address this central construct will help to

focus the work of therapy, with previous reports of an inordinate

amount of treatment being taken up by attempts to identify the

treatment focus (McIntosh et al., 2005). Patients may need consid-

erable support to overcome any fear- and futility-based resistance to

the notion that they can attain a sense of value and affect regulation in

the absence of the eating disorder and through traversing the less

predictable world of interpersonal relationships. They are also likely

to need assistance to move beyond the language of eating, shape, and

weight, since a predominant focus on these concerns will serve to

solidify the asocial solution of the person with an eating disorder.
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