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Abstract
Isaksson, M. 2021. Overcontrol in anorexia nervosa. assessment, occurrence, and treatment. 
Digital Comprehensive Summaries of Uppsala Dissertations from the Faculty of Medicine 
1722. 71 pp. Uppsala: Acta Universitatis Upsaliensis. ISBN 978-91-513-1149-4.

Excessive overcontrol – characterized by high risk aversion, compulsiveness, emotion 
inhibition, and social deficits – has been suggested to be a core mechanism for developing 
and maintaining anorexia nervosa. However, such factors are rarely targeted as key elements 
in treatment of the disorder. The overall aim of this thesis was to evaluate the occurrence of 
over- and undercontrolled personality styles in patients with eating disorders, and to evaluate 
the treatment effects and patient experiences of Radically open dialectical behavior therapy 
(RO DBT) for outpatients with anorexia. In a cross-sectional study (Study I) with two non-
clinical samples (n = 483 and n = 197), psychometric evaluations showed that a new shortened 
version of the Ego Undercontrol Scale (EUC-13), measuring over- and undercontrol, and the 
Ego Resilience Scale (ER) measuring adaptive control, seemed promising for assessing the 
constructs. In a cross-sectional study (Study II) assessing the occurrence of overcontrol in 
a clinical and non-clinical population, findings showed that overcontrol was more common 
in restricting anorexia (n = 34) and atypical anorexia (n = 29), than in bulimia (n = 76), 
borderline personality disorder (n = 108), and a non-clinical sample (n = 444). Anorexia with 
binge eating and purging (n = 31) showed similar, but somewhat lower, levels of overcontrol 
compared with atypical and restricting anorexia. However, differences from the other eating 
disorder groups were not significant. In a single-case experimental design study with 13 
patients (Study III), the effect of RO DBT – a treatment developed for disorders related to 
excessive overcontrol – was evaluated for outpatients with mild to moderate anorexia. 
Findings were that all completers (62%) were in remission after treatment, and that the 
treatment clinically and reliably reduced eating disorder psychopathology and clinical 
impairment, and increased quality of life. In a qualitative interview study (Study IV), 11 
participants from Study III reported that they appreciated the comprehensive approach, 
where both the eating disorder and the overcontrol were addressed, and that sharing with 
others was important. Findings indicated that the EUC-13 and the ER seemed promising 
for assessing overcontrol, undercontrol, and resilience. The occurence of overcontrol in 
different types of AN raised questions regarding if treatment of AN would be more effective if 
these difficulties were addressed. Lastly, preliminary evidence showed that outpatient RO DBT 
could be effective for patients with mild to moderate AN and overcontrol, and that the 
treatment was well received by the patients.
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Introduction 

The occurrence and impact of eating disorders 
Eating disorders (EDs) are characterized by severe disturbances in eating be-
haviors, causing clinically significant distress and impairment for the affected 
individuals. Living with an ED is highly impairing, in particular living with 
anorexia (AN) (Sy et al., 2013). Patients with EDs have shown reduced quality 
of life compared with both non-clinical (NC) comparison groups and individ-
uals with other psychiatric disorders. Those who suffer from AN show poorer 
social functioning and vitality and higher physical and functional impairment 
compared with those suffering from other EDs (Sy et al., 2013; H. Turner et 
al., 2010). Contrasting AN to other mental disorders, the AN group has shown 
similar, or worse, quality of life compared with other severe mental illnesses, 
like schizophrenia or severe mood disorders (Arkell & Robinson, 2008). Also, 
it has not been established if quality of life is improved after treatment of AN 
(Sy et al., 2013).  

The average lifetime prevalence of any ED has been estimated to around 
eight percent in women and around two percent in men (Galmiche et al., 
2019), albeit with high variability between studies (Duncan et al., 2017; Micali 
et al., 2017). Prevalence of AN has been reported at around one to two percent, 
with bulimia nervosa (BN) and binge eating disorder (BED) at around two to 
three percent (Galmiche et al., 2019; Smink et al., 2012). Lifetime prevalence 
for other specified feeding or eating disorder (OSFED) is difficult to estimate 
because the diagnosis has been defined in different ways, but it is commonly 
reported to range between two to three percent. Previously, when the specific 
ED diagnoses were less inclusive, the lifetime prevalence of unspecified eat-
ing disorders was higher (Galmiche et al., 2019; Smink et al., 2012).  

Mortality rates are elevated for the ED group in general, and the mortality 
rate for AN is higher than for any other psychiatric disorder (Arcelus et al., 
2011; Welch & Ghaderi, 2014). The standardized mortality ratio is 5.9 for AN 
and around 1.9 for BN and other eating disorders. One in five of all deaths in 
AN is from committing suicide (Arcelus et al., 2011). Due to the severity of 
the disorder, deepening and improving our way of our understanding, diag-
nosing, and treating patients with ED in general, and AN in particular, is of 
importance. 
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Eating disorder diagnoses 
Beyond disturbances in eating behaviors, over-evaluation of shape and weight 
are common features important for diagnosis (American Psychiatric 
Association, 2013). Currently, EDs are diagnosed based on the Diagnostic and 
Statistical Manual of Mental Disorders (DSM) or the International Statistical 
Classification of Diseases and Related Health Problems - Tenth Revision 
(ICD-10; World Health Organization, n.d.-b). In 2013, the fifth edition of 
DSM (DSM-5; American Psychiatric Association, 2013) was released, alter-
ing some of the ED criteria. The changes were based on several factors, one 
of them being that over 50% of the ED patients fell within the eating disorder 
not otherwise specified category (Birgegård et al., 2012; Treasure et al., 2010). 
Classifications of AN and BN in the fifth version became more inclusive, with 
patients with amenorrhea and higher weight included in AN, and patients with 
lower frequency of binge eating/purging included in BN. In addition, eating 
disorders not otherwise specified was removed and replaced by OSFED and 
unspecified feeding or eating disorder. BED was also introduced as a separate 
diagnosis (see Figure 1 for a summary of the diagnostic criteria).  

The new version of DSM has been an improvement, but the OSFED group 
is still large (Birgegård et al., 2012; Galmiche et al., 2019). In addition, relying 
solely on ED diagnoses when classifying EDs has been debated (Brooks et al., 
2012). For example, studies have shown that individuals with an ED fre-
quently migrate from one diagnosis or subtype to another (Eddy et al., 2008). 
More than half of the AN group migrate from the restricting to the binge eat-
ing/purging subtype and 20 to 50% of the AN group cross over to the BN 
group, although often relapsing into AN (Bulik et al., 1997; Eddy et al., 2008). 
Migrating from BN to AN is less common, occurring in about 10% of BN 
patients (Eddy et al., 2008) 

 
Psychiatric comorbidity in eating disorders 
EDs are associated with high comorbidity. Affective disorders, such as de-
pression, are present in around 70–90% of any ED (Blinder et al., 2006; Jordan 
et al., 2008), with rates not seeming to differ between ED diagnoses. Anxiety 
disorders appear in around 50% of patients with EDs, with obsessive-compul-
sive disorder found to be more prevalent in AN than other EDs (Jordan et al., 
2008; Mandelli et al., 2020). In contrast, disorders related to substance use are 
more common in BN than in AN (Jordan et al., 2008). Personality disorders 
have been identified in around 40% of EDs in general (Ramklint et al., 2010), 
with cluster B personality disorders such as borderline personality disorder 
(BPD) being more common in BN.
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Cluster C personality disorders are more prevalent in AN than other EDs 
(O’Brien & Vincent, 2003), with obsessive-compulsive personality disorder 
and AN found to be the most commonly co-occurring conditions (Jordan et 
al., 2008; Wentz et al., 2009). Moreover, autism spectrum disorder has been 
identified as a common comorbidity in AN, present in around one in four or 
five of all patients with the disorder (Råstam et al., 2003; H. Westwood & 
Tchanturia, 2017).  

In a ten-year prospective longitudinal study of AN outcomes, it was found 
that around one in four still suffered from an ED (Råstam et al., 2003). Results 
showed that affective disorders did not seem to persist when AN was in re-
mission, whereas obsessive-compulsive disorder, obsessive-compulsive per-
sonality disorder, and autism spectrum disorder were still present in around 
one third of all patients with AN, even after remission. Moreover, eighteen 
years after ED onset, comorbid traits of obsessive-compulsive personality dis-
order and autism were found to predict poor outcome of AN (Wentz et al., 
2009). Thus, learning more about the shared deficits within these disorders is 
important.  

Development of eating disorders 
There is consensus that environmental, biological and psychological factors 
are involved in the development of EDs (Culbert et al., 2015), and that the first 
stage in developing EDs often involve dieting (Fairburn & Doll, 1997). Envi-
ronmental and sociocultural influences such as media exposure and thinness 
idealization (Stice et al., 2017), as well as genetic factors, psychological fac-
tors, and personality characteristics like neuroticism, perfectionism and im-
pulsivity (Farstad et al., 2016), have repeatedly been shown to predict the de-
velopment of ED symptoms. Research into risk factors for development of full 
threshold diagnosis has, however, shown mixed results, and studies concern-
ing sociocultural influences, neurobiology and personality call for additional 
evaluation and replication (Culbert et al., 2015). 

Environmental and sociocultural influences  
Internalization of the thinness ideal, which is especially prominent among 
women in Western societies (Miller & Pumariega, 2001), has been found to 
be a causal risk factor for developing a disturbed body image and disordered 
eating behaviors (Stice et al., 2017; Thompson & Stice, 2001). A wish to be 
thin has been identified at a range of ages, and the prevalence increases with 
age among young girls (Halvarsson et al., 2002). Moreover, exposure of thin-
ness-promoting media predicts drive for thinness and body dissatisfaction 
(Culbert et al., 2015; Harrison et al., 1997). The prevalence of drive for thin-
ness is less common in non-Western communities than in Western ones 
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(Miller & Pumariega, 2001). However, evidence has emerged showing that 
ED symptoms appear at a higher prevalence than anticipated in cultural con-
texts and socioeconomic groups where the thin body is not as idolized 
(Galmiche et al., 2019; Miller & Pumariega, 2001), suggesting that other fac-
tors are important for ED onset and maintenance. 

The neurobiological perspective 
A growing amount of research supports a strong connection between ED 
symptoms, genes, and other neurobiological factors (Hatch et al., 2010; 
Mishra et al., 2017), and the interest in using research domain criteria to in-
corporate these factors for classifying EDs is increasing (Mishra et al., 2017). 

Neuropsychological research, evaluating how the brain and the central 
nervous system affect behavior, has been described as essential for under-
standing EDs (Reville et al., 2016). In a review by Reville and colleagues 
(2016), three neurobiological domains were found to be especially prominent 
for developing AN: 1) the negative valence system, suggesting a bias toward 
negative information among individuals with AN, 2) the cognitive system, 
implying that attention to details is higher and central coherence is lower 
among patients with AN (even after recovery) – which is related to restrictive 
and obsessive symptoms – and 3) the system for social processes, where pa-
tients with AN, both in the active phase and after recovery, show difficulties 
in reading emotions and in communicating them to others (Danner et al., 2012; 
Reville et al., 2016).  

Moreover, Brooks and colleagues (2012) have questioned the current ED 
classification. Neuroimaging of ED patients has shown some evidence sup-
porting a neural model of EDs across a spectrum of restricted versus impulsive 
eating behaviors. Brain imaging findings have shown that AN patients display 
different activity than NC comparison groups when presented with rewarding 
stimuli in several areas involving appetite. For example, striatum and amyg-
dala have shown reduced activity, and areas in the prefrontal cortex involving 
planning and goal orientation have shown increased activity. Reversed rela-
tions have been found for people with BN and BED. The spectrum model of 
EDs allows for individuals to alter between restriction and impulsivity at a 
behavioral level; such variation may be due to environmental factors. How-
ever, temperament dominance determines the true phenotype over extended 
time periods and indicates which behavior (restriction or impulsivity) will be 
observed most frequently (Brooks et al., 2012).  
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Figure 2. Impulse-control spectrum model of eating disorders, based on Brooks et 
al. (2012, Figure 1). AN: Anorexia nervosa; BN: Bulimia nervosa; BED: Binge eat-
ing disorder. 

Genetic research has also shown that there are correlations between genes in 
patients with AN and genes recognized in patients with other psychiatric dis-
orders such as obsessive-compulsive disorder and depression (Yilmaz et al., 
2020). It has also been shown that metabolic dysregulation seen in AN is in-
herited and not only an effect of starvation, underlining the importance of ad-
dressing both psychological and metabolic causes of AN (Watson et al., 2019). 
Further, AN shares several characteristics with autism spectrum disorder such 
as disordered eating, psychological inflexibility, and social deficits, such as 
impaired theory of mind (Björnsdotter et al., 2018; Karjalainen et al., 2019). 
The behavioral similarities of AN and autism spectrum disorder have been 
supported by biological findings, e.g., in correlates of grey matter volume in 
brain areas related to theory of mind (Björnsdotter et al., 2018).  

Personality style as risk factor – a gene-environment interaction 
Another perspective that can promote understanding for the origins of EDs is 
personality. Personality is defined as an individual pattern of behaviors, emo-
tions, and cognitions, resulting from both genetic and environmental circum-
stances (Kandler et al., 2020). Personality trait and style provide two different 
perspectives for understanding the pattern of individual characteristics. Per-
sonality trait refers to a pattern of thinking, feeling, and behaving, separated 
into specific domains that are used to describe differences between individu-
als, e.g., in terms of extraversion or agreeableness (DeYoung et al., 2016). 
While perfectionism and neuroticism are prominent traits for all EDs (Farstad 
et al., 2016; Ghaderi & Scott, 2000; Levallius et al., 2015; Tasca et al., 2009), 
impulsivity is more common in BN than in restricting AN (Claes et al., 2002, 
2005; Farstad et al., 2016). Personality style refers to the configuration of a 
set of traits within an individual (Donnellan & Robins, 2010). Hence, the style 
perspective facilitates an understanding of the whole person, not just their be-
havioral pattern in a specific domain. 

An important contribution to the research area of personality style in the 
ED field was made by Westen and Harnden-Fisher (2001). Their theory dis-
played similarities to the neurobiological impulse-control spectrum model, 
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and suggested that personality style was a core risk factor for developing dif-
ferent types of EDs (Farstad et al., 2016; Lynch, 2018b). Three personality 
categories – the high-functioning/perfectionistic, the overcontrolled/con-
stricted, and the undercontrolled/dysregulated – were identified among ED 
patients (Westen & Harnden-Fisher, 2001). Patients in the high-functioning 
group were often described as the “good girls,” characterized by attributes 
such as high conscientiousness and empathy as well as self-criticism and per-
fectionism. Patients in the overcontrolled group were characterized by emo-
tional and interpersonal constriction, as well as inhibition and avoidance. The 
undercontrolled individuals were characterized by intense emotions, immedi-
ate expression of emotions, and impulsive behaviors.  

In relation to ED diagnoses, individuals with AN have more frequently 
been identified among the overcontrolled and individuals with BN more fre-
quently among the undercontrolled, while the high-functioning group contains 
patients with various ED diagnoses and with higher levels of functioning 
(Westen & Harnden-Fisher, 2001). Variants of these personality profiles 
among ED patients have been replicated (Gazzillo et al., 2013; B. J. Turner et 
al., 2014), albeit with limited methodological quality and based on outdated 
diagnostic information. It has also been questioned whether personality char-
acteristics predicts EDs, or if the relation is inverted: that personality charac-
teristics are consequences of the mental state. The literature has evidence in 
favor of both theories, with some showing that personality and rigid traits 
change after recovery (Roberts et al., 2017), while others have found that per-
sonality is stable and does not change after recovery (Ferguson, 2010; S. E. 
Lindner et al., 2014). Further, it is known that starvation is a state that alters 
an individual’s thoughts and feelings, enhancing rigidity in AN (Vitousek & 
Stumpf, 2005). However, it has also been shown that traits such as rigidity 
persist even after recovery from AN (S. E. Lindner et al., 2014). Thus, the 
question whether personality is a relatively stable characteristic or a state re-
sulting from the illness should be kept in mind when discussing the etiology 
of mental disorders in general, and of AN in particular. 

Self-control and overcontrol in eating disorders 
High self-control, or overcontrol, is defined as the ability to inhibit emotional 
urges, impulses, and behaviors in order to pursue long-term goals (e.g., Block 
& Block, 1980). At a behavioral level, overcontrolled individuals display high 
levels of inhibition, self-control, persistence, and constraint, with low levels 
of impulsiveness and emotional expression (Letzring et al., 2005). A combi-
nation of genetic and neurobiological temperamental dominance toward inhi-
bition, detail-orientation, bias toward negative stimuli, and restriction (Danner 
et al., 2012; Reville et al., 2016), together with environment and social factors 



 18 

that highly value, e.g., control and performance, may result in an overcon-
trolled style coping (Lynch, 2018a).  

Overcontrol is often linearly described as positive, implying that the more 
self-control there is, the better (Tangney et al., 2004; Wills et al., 2016). A 
small, but growing, amount of evidence does, however, suggest that the rela-
tion is U-shaped, implying that both too little and too much self-control are 
related to mental health problems (Carter et al., 2016; A. M. Grant & 
Schwartz, 2011). Too much self-control, also described as maladaptive or ex-
cessive overcontrol, is characterized by psychological inflexibility or rigidity, 
emotional inhibition, clinical perfectionism, and a hyper-focus on details. 
These characteristics are related to social isolation, emotional loneliness, and 
maladaptive and inflexible control strategies recognized in for example autism 
spectrum disorder, cluster A and C personality disorders, and AN (Lynch, 
2018a; Wentz Nilsson et al., 1999). 

Historical perspectives on overcontrol and anorexia 
AN was first recognized as a mental disorder late in the 19th century. Cur-
rently, over-evaluation of shape and weight is one of the criteria for diagnosis 
(American Psychiatric Association, 2013). However, this has not always been 
the case. Fear of becoming fat or over-evaluation of shape and weight was 
described as an important aspect of the disorder only in the second half of the 
20th century (Bemporad, 1996). Interestingly, overcontrol has been described 
as a feature of the disorder throughout its history (Bemporad, 1996). ED be-
haviors have been described as encompassing a range from self-starvation and 
ascetism characterized by an ability to control and resist human urges and stay 
mentally sharp, to voracious eating characterized by loss of control 
(Johannisson, 2009). Thus, seeking thinness has been reported as a demon-
stration of a strong-willed victory over physiology, rather than as being con-
nected to body dissatisfaction (Bemporad, 1996).  

Based on current research of EDs in terms of personality, self-control, emo-
tion dysregulation, and impulsivity (Baudinet et al., 2020; Svaldi et al., 2012), 
as well as historical descriptions (Bemporad, 1996; Johannisson, 2009), ex-
cessive self-control is thought to be a key mechanism that may both contribute 
to cause the development of AN and to maintain the disorder (B. J. Turner et 
al., 2014; Westen & Harnden-Fisher, 2001). However, additional evaluation 
is needed, for example in terms of replication of results on personality styles 
and overcontrol in EDs using updated diagnostic criteria, and by assessing 
over- and undercontrol in subgroups of AN. Learning more about the origins 
of EDs might help to improve the support and treatment that is offered to ED 
patients.  
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Treatment of anorexia 
The evidence base for treatment of AN for adults is limited and confounded 
by methodological difficulties (Hay, 2013). This is partly due to the low prev-
alence of the disorder and high drop-out rates of about 20 to 50% for inpatients 
and 30 to 70% for outpatients (Fassino et al., 2009). In addition, completers’ 
recovery rates are unsatisfactory, ranging from around 10 to 40% at the end 
of treatment (Brockmeyer et al., 2018). Also, relapse is common (Guarda, 
2008; Khalsa et al., 2017). Family-based therapy has shown superior results 
for adolescents with AN, (Guarda, 2008; National Institute for Health and 
Care Excellence, 2017), whereas no treatment can be considered better than 
any other for adults with AN (Hay, 2013). Furthermore, little is known about 
which treatment mechanisms that cause changes in AN (Holmes et al., 2018). 

Severity, chronicity and willingness to change have been identified as reli-
able prognostic indicators (Sy et al., 2013). Also, poor emotion regulation as 
well as interpretation and expression of emotions have been shown to predict 
treatment outcome, suggesting that these areas should be addressed when 
treating AN (Carlsson et al., 2019). International clinical guidelines highlight 
re-nourishment and weight regain as key to improvement or recovery from the 
disorder (National Institute for Health and Care Excellence, 2017). Patients 
themselves, on the other hand, describe that the treatments that are most fre-
quently offered have an excessive focus on food and weight, with too little 
emphasis on what may underlie the disorder (Rance et al., 2017; L. M. 
Westwood & Kendal, 2012). Unsatisfactory treatment outcomes, discrepan-
cies between clinical recommendations and patients’ own wishes, and a lack 
of knowledge of the mechanisms through which AN treatments work, call for 
continuous development and evaluation of new interventions for treating the 
disorder.  

However, evaluating treatment effects for AN is problematic. Treatment 
studies for AN are often lacking as regards methodological standards. This is 
a consequence of the low prevalence of the disorder, in combination with high 
drop-out rates, and ethical limitations in keeping underweight patients on a 
waiting list (Hay, 2013). Single-case experimental design studies, also re-
ferred to as N-of-1 designs, are recommended for evaluation of treatment ef-
fects, especially in the early stages of treatment evaluation and for replication 
across different settings and populations (Smith, 2012). In single-case study 
designs, each individual provides their own control data in a within-person 
comparison. These studies can be controlled, e.g., by using multiple baselines 
across individuals or by reversing the intervention. The design allows for con-
clusions about causality without large samples, active or waiting control 
groups, or randomized controlled trials. The design has been recommended 
specifically for evaluating treatment effects for AN (De Young & Bottera, 
2018). Replication across several cases and setting as well as the use of control 
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conditions, such as multiple baselines or reversed designs are recommended 
to increase internal and external validity (Kratochwill et al., 2013).  

Radically open dialectical behavior therapy for anorexia 
Radically open dialectical behavior therapy (RO DBT) is a transdiagnostic 
treatment, developed for psychiatric disorders related to maladaptive or ex-
cessive overcontrol such as chronic depression, anorexia nervosa, cluster A 
and C personality disorders, and autism spectrum disorder (Lynch, 2018a). 
The treatment is developed from Dialectical behavior therapy (DBT), where 
undercontrol, or emotion dysregulation, is the primary target (Linehan, 1993). 
In RO DBT, emotional loneliness is conceptualized as the core problem, 
caused by a low degree of openness and deficits in social signaling (Hempel 
et al., 2018; Lynch, Hempel, et al., 2015).  

From the RO DBT perspective, excessive overcontrol is associated with 
difficulties in four different domains: 1) low openness and receptiveness, 2) 
low flexible control, 3) low emotional awareness and inhibited emotional ex-
pression, and 4) low social connectedness and intimacy in relations. The de-
scription of overcontrol shows similarities to the personality dimensions iden-
tified by Westen and Harnden-Fisher (2001), yet emphasizes the significance 
of emotional loneliness as the core problem (Hempel et al., 2018) and high-
lights the neurobiological aspects of the phenomenon (Lynch, 2018a).  

In RO DBT, a biosocial model can be used to understand the development 
of maladaptive overcontrol (Lynch, 2018a), see Figure 3. In this model, 1) 
inherited neurobiological processes and temperament (genes/nature) interact 
with 2) environmental factors, resulting in 3) maladaptive overcontrolled cop-
ing behaviors. The biological basis is characterized by high threat sensitivity, 
inhibitory control, and detail-orientation, as well as low reward sensitivity. 
The impact of the biological basis depends on how these factors interact with 
the environment. An environment characterized by an attitude that self-control 
is essential, that it is not okay to make mistakes, that it is important to be pre-
pared, to win, and not show vulnerability, is likely to reinforce any already 
overcontrolled tendencies. These interactions may very well result in an 
overcontrolled way of coping, characterized by, e.g., masked inner feelings, 
rigid and rule-governed behavior, risk avoidance, high distress tolerance, and 
aloof and distant relations. The overcontrolled behaviors will keep an individ-
ual from forming warm and genuine relations, resulting in emotional loneli-
ness and even psychiatric illnesses, like chronic depression, AN, obsessive-
compulsive personality disorder, and social phobia (Lynch, Hempel, et al., 
2015; Lynch, 2018a). The respective impacts of genes and environment may 
differ between individuals, with some having a more dominant genetic basis 
and others having a more dominant environmental impact.  
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Figure 3. The biosocial model for disorders of overcontrol, based on Lynch, 2018a, 
page 47. 

In RO DBT, the main treatment goals are to enhance openness, flexibility, and 
social connectedness, in order to reduce emotional loneliness and create a life 
worth sharing with others. The main mechanism through which the treatment 
is hypothesized to have an effect is by addressing maladaptive social signaling 
(Lynch, Hempel, et al., 2015). A social signal can be defined as any form of 
overt behavior that is carried out in the presence of another human being, re-
gardless of its form, intent, or the performer’s awareness (K. Gilbert et al., 
2020; Lynch, 2018a).  

The standard treatment is administered through simultaneous individual 
therapy and skills training in a group (Lynch, 2018a, 2018b). The therapists 
work with the patient towards learning to love their overcontrolled personality 
style and at the same time increase the use of flexible control strategies and 
adaptive social signaling behaviors. The therapist should value the relation-
ship with the patient highly, signal warmth, and encourage self-inquiry, self-
disclosure, and expression of dissatisfaction in therapy. Some of the main dif-
ferences with standard DBT for undercontrol are presented in Figure 4.  

 
Standard DBT RO DBT 

For disorders with low inhibitory control and 
high impulsiveness 

For disorders with high inhibitory control 
and high constraint. 

Encourage disengagement from some con-
flicts, reward regulated expression of emo-
tions 

Encourage engaging in conflict instead of 
avoidance, reward uninhibited disclosure of 
emotions. 

Focus on emotion regulation skills and be-
havioral control 

Focus on social connectedness, social signal-
ing, and openness 

Figure 4. Important differences between standard DBT and RO DBT 
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When treating patients with anorexia, support to target key elements of AN, 
such as underweight and starvation, is also essential (National Institute for 
Health and Care Excellence, 2017). While providing the RO DBT treatment, 
it has been suggested that weight restoration and medical issues should be 
supported with appropriate interventions, such as medical management (Ben-
Porath et al., 2020; K. Gilbert et al., 2020), or meal support through day pro-
grams or inpatient care (Baudinet et al., 2020; Lynch et al., 2013). 

Preliminary evidence for RO DBT is promising, yet additional evaluation 
is needed (K. Gilbert et al., 2020). The treatment has been evaluated for diffi-
cult-to-treat disorders such as treatment-resistant depression and comorbid 
personality disorders (Lynch et al., 2020; Lynch, Whalley, et al., 2015; Lynch 
& Cheavens, 2008), autism spectrum disorder (Cornwall et al., 2020), and AN 
(Baudinet et al., 2020; Chen et al., 2015; Lynch et al., 2013). Results generally 
show large effect sizes in populations characterized by overcontrol (K. Gilbert 
et al., 2020). The treatment has been evaluated for inpatients with AN (Lynch 
et al., 2013) and for an outpatient AN group (Chen et al., 2015). However, the 
latter only used standard DBT with an early version of RO DBT skills training. 
Recently, RO DBT skills training has been evaluated as an add-on to a day 
treatment program for adolescents with AN (Baudinet et al., 2020). Results 
showed large effect sizes in both ED symptoms and comorbid pathology and 
functioning (K. Gilbert et al., 2020). RO DBT has, however, never been eval-
uated as a full-scale treatment program, including all four parts of treatment 
(skills training, individual therapy, consultation teams, and telephone coach-
ing), in an outpatient setting for AN. In addition, patients’ own experiences of 
RO DBT have not been evaluated. This is of interest, as qualitative research 
may promote a better understanding of treatment effect and identification of 
potential mechanisms of change during treatment. 
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Aims 

The overall aim of this thesis was to evaluate the occurrence of over- and un-
dercontrolled personality styles in patients with EDs, and to evaluate the treat-
ment effects of RO DBT for outpatients with AN, as well as the patients’ ex-
periences of the treatment. 

The specific aim of each respective study was to:  
I Investigate the factor structure, reliability, and validity of the 

Ego Resilience Scale (ER) and the Ego Undercontrol Scale 
(EUC) in a Swedish NC population. 

II Investigate personality styles in restricting AN (ANr), binge 
eating/purging AN (ANbp), AAN, and BN, classified according 
to DSM-5. 

III Evaluate the outcomes of full-scale RO DBT for AN among 
adults in an outpatient setting.  

IV Evaluate patient experiences of RO DBT for AN and overcon-
trol in a clinical outpatient setting.  
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Methods 

Setting and preparation 
In 2012, the eating disorder clinic for adults and the DBT clinic at Uppsala 
University Hospital in Sweden initiated contact with professor Thomas R. 
Lynch – the creator of RO DBT – with the intention to implement RO DBT 
for patients with AN and an overcontrolled personality style at the eating dis-
order clinic in Uppsala. The teams were educated through a ten-day intensive 
training with professor Lynch. Implementation and adaptation of the treatment 
for outpatients with AN was initiated. Further, the team translated material 
that was later published (Lynch, 2020b, 2020a) and performed pilot trials. 
Concurrently, curiosity regarding the occurrence of overcontrol in subtypes of 
AN started to grow, as did questions related to the effectiveness and patient 
experiences of a treatment for AN where the main emphasis was not on food 
and weight. These questions formed the basis for this thesis. 

Participants and procedures 
An overview of the study characteristics is presented in Table 1.  

Study I 
The study was cross-sectional. Participants were adults, recruited in two sep-
arate NC community samples. The first sample was recruited from October 
2014 to July 2016. In total, 483 individuals participated after being provided 
verbal and written information through a large variety of courses at Uppsala 
University, or through advertisements on the internet. Interested participants 
received a link to a web page containing the questionnaires. Two weeks after 
filling out the first questionnaires, they received a new link to a page with 
some of the questionnaires, for assessing test-retest reliability. In total, 72 in-
dividuals completed the second round of questionnaires. The second sample 
was recruited from August to September 2017. In total, 197 individuals were 
recruited through advertisements, with 48 of them participating in test-retest 
analyses. Participants were offered a choice of remuneration in the form of 
two scratch cards, one movie ticket, or donation of a corresponding amount of 
money to a charity organization.  
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Table 1. Overview of Studies I–IV. 

Study Design Participants Assessment 

I Cross-sectional  Sample 1: 483 NC 
Sample 2: 197 NC 

Self-report question-
naires: ECQ2, ER, EUC, 
EUC-13, SSP 

II Cross-sectional 34 ANr, 31 ANbp, 29 
AAN, 76 BN, 108 BPD, 
444 NC 

Diagnostics: EDE,  
SCID-II BPD items 
Self-report question-
naires: ER, EUC-13,  

III Experimental evalua-
tion of treatment effect 
using a multiple base-
line single-case experi-
mental design  

13 patients with AN and 
overcontrolled personal-
ity style 

Diagnostics: EDE,  
OC-prototype rating  
Self-report question-
naires: 
Pre, post, follow-up: BBQ, 
CIA, EDE-Q, SSPS,  
Weekly: BMI, EDSL, 
VAS-FC 

IV Qualitative, thematic 
analysis 

11 of the patients from 
Study III 

Semi-structured interviews 

Note. AAN: Atypical anorexia nervosa; ANbp: Anorexia nervosa binge eating/purging; ANr: 
Anorexia nervosa restricting; BN: Bulimia nervosa; BPD: Borderline personality disorder; NC: 
Non-clinical sample. Assessment instruments: BBQ: Brunnsviken Brief Quality of life Scale; 
BMI: Body mass index; CIA: Clinical Impairment Questionnaire; ECQ2: Emotion Control 
Questionnaire 2; EDE: Eating Disorder Examination Interview; EDE-Q: Eating Disorder Ex-
amination-Questionnaire; EDSL; Eating Disorder Symptom List; ER: Ego Resilience Scale; 
EUC: Ego Undercontrol Scale; OC-PRS: Overcontrolled Global Prototype Rating Scale; SCID-
II BPD items: Structured Clinical Interview for DSM-IV Borderline Personality Disorder items; 
SSP: Swedish Universities Scale of Personality; SSPS: Social Safeness and Pleasure Scale; 
VAS-FC: Visual Analogue Scales for measuring Flexible Control.  

Study II 
Study II was cross-sectional. Patients arriving at the eating disorder clinic or 
the DBT clinic through new referral between October 2014 and December 
2019 were eligible for participation. Psychologists were trained in and per-
formed diagnostic interviews for the ED and the BPD patients, respectively. 
Diagnosis was set according to DSM-IV by the psychologist performing the 
interview, in consultation with the team. However, the diagnoses were later 
recoded based on the DSM-5. Hence, patients not diagnosed with AN under 
DSM-IV-TR, due to higher weight (17.5 kg/m2 < BMI < 18.5 kg/m2) and no 
amenorrhea, were included in AN. Patients fulfilling all criteria from AN ex-
cept having weight within or above normal, i.e., BMI ≥ 18.5 kg/m2, but with 
significant weight loss, were included in atypical anorexia nervosa (AAN). 
AN patients without binge eating or purging behaviors were referred to as ANr 
(anorexia nervosa restricting subtype), AN patients with binge eating or purg-
ing behaviors were referred to as ANbp (anorexia nervosa binge eating/purg-
ing subtype).  
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Patients undergoing the diagnostic evaluation were informed about the study 
through verbal and written information at their initial meeting. All participants 
signed an informed consent form. Paper questionnaires were completed at the 
reception or at home, with participants bringing them back to the next meeting. 
The NC group was the same as Sample 1 described in in Study I, but with 
some participants excluded, as described below. Inclusion criteria included 
being at least 18 years old and, for patients, being diagnosed with either AN, 
AAN, BN or BPD. Excluded were patients with other EDs, patients too ill to 
participate, or patients unable to complete questionnaires due to a language 
barrier or lacking cognitive abilities. To make the comparison groups more 
similar to the ED groups, participants from the NC and BPD groups above 50 
years of age or not providing data on education level or gender were also ex-
cluded. In total, 34 patients with ANr, 31 patients with ANbp, 29 patients with 
AAN, 76 patients with BN, 108 patients with BPD, and 444 NC controls par-
ticipated.  

Study III 
Study III was a single-case experimental design study with multiple baselines. 
Patients undergoing diagnostic evaluation at the eating disorder clinic who 
consented to diagnostic information being used for study purposes were eligi-
ble for participation. Inclusion criteria were AN or AAN according to DSM-
5, measured through the Eating Disorder Examination interview (EDE; 
Fairburn & Cooper, 1993), and a BMI of at least 16 kg/m2, since the treatment 
was provided in outpatient care without meal support.  

Exclusion criteria were immediate need of care for another disorder, need 
of intense ED care, e.g., inward care or meal support in a day program, partic-
ipation in any psychological treatment for ED within three months before 
study start, or an inability to complete questionnaires due to lacking cognitive 
or language abilities. In addition, because RO DBT is only relevant for pa-
tients with overcontrol tendencies, a patient’s personality style was evaluated. 
Patients who fulfilled inclusion criteria but not exclusion criteria were offered 
an additional evaluation session. For the evaluation of overcontrol, a psy-
chologist or a trained candidate of psychology who had performed co-rating 
and shown reliable assessments, performed an interview asking questions tar-
geting areas of over- and undercontrol. After the session, the assessor rated 
the patient’s overcontrol tendencies using the Overcontrolled Global Proto-
type Rating Scale as recommended by Lynch (2018a, p. 81–82). Patients with 
a score below 17 were excluded, representing patients who were not overcon-
trolled, as they did not recognize rigid and rule-governed behaviors, emotion 
inhibition, hyper-focus on details, or distanced relationships in their lives. Re-
sults from the assessment was given verbally to each patient. Patients with an 
overcontrol score of 17 or higher received additional verbal and written infor-
mation about the study. Each patient had opportunities to ask questions and 
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was informed that treatment as usual was provided if the patient was not in-
terested in RO DBT. If the patient was interested, they signed the informed 
consent form. 

Phase A, the baseline phase, was initiated four, five, or six weeks before 
treatment. Multiple baselines across individuals were used to control for 
threats to internal validity. In multiple baselines, the intervention starts at dif-
ferent timepoints across individuals, making it possible to draw conclusions 
on whether the change was due to the intervention (Kratochwill et al., 2013). 
Thus, if the effect appears earlier for individuals with fewer baselines meas-
urements, and later for the ones with more baseline measurements, it is rea-
sonable to conclude that the effect is an effect of the intervention, and not 
some other factor. The method is recommended for studies where reversal/re-
moval of the intervention is not possible, or would be unethical (Kratochwill 
et al., 2013; Smith, 2012), as is the case for AN. An example of multiple base-
lines is presented in Figure 5. 

In Study III, patients were randomized to baseline length using an online 
randomization system by a person who was blind to study participants. During 
this phase, each patient visited the clinic for weighing, and weekly measure-
ments were assessed. At the last baseline, pre-measurements were adminis-
tered and the patients brought them back to their first individual session.  

Phase B was the intervention, a 40-week treatment in RO DBT. Weekly 
measurements were administered via an online resource. Measurements be-
fore and after treatment, comprised by larger questionnaires not suitable for 
weekly ratings, were administered with paper and pencil just before treatment 
and at the second to last session in treatment. Follow-up measurements were 
administered via the web-based online resource. Weighing was performed at 
the clinic at the beginning of each session.  
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Figure 5. Example of multiple baselines across three participants, using fictional 
data. 

Study IV 
All 13 patients receiving treatment in RO DBT in Study III were also asked 
about participation in a qualitative evaluation of the patient experience of the 
treatment. Informed consent was obtained when the patient received infor-
mation prior to Study III described above, and the patient was asked again 
after the end of treatment or at treatment drop-out. Out of the 13 subjects, 11 
chose to participate in the interviews (all eight completers, and three non-com-
pleters). A candidate of psychology not otherwise involved in the treatment 
was trained in this interview and contacted the patients. The candidate re-
peated the study information verbally and asked if the patient was still inter-
ested in participating. If so, the patient was booked for an interview that was 
conducted within one month after treatment termination. 

Before the interviews, the patients were informed about the interview struc-
ture, that it was part of a research project, with the possibility of terminating 
participation at any time, and that the interview or the information from the 
interview would only be available to members of the research group in an 
anonymized form. The interview was semi-structured, containing questions 
regarding the participant’s experience of the treatment, how it affected them, 
how they experienced the content and structure, the relationship to the thera-
pists, if the treatment had brought about any changes, potential differences 
from previous treatments and potential areas of improvement of the treatment. 
Interviews were recorded and ranged from 25 to 85 minutes in length. The 
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recordings were transcribed verbatim by an individual not involved in any 
other part of the project. All personal information was anonymized.  

Participant flow through Studies I to IV is presented in Figure 6.  
  

 
Figure 6. Participant flow through Studies I to IV. BPD: Borderline personality dis-
order sample; ED: Eating disorder sample; NC: Non-clinical sample; OC: Overcon-
trol; OC-PRS: Overcontrol Global Prototype Rating Scale. 

The intervention  
The RO DBT treatment evaluated in Studies III and IV began with a seven 
week long engagement phase. In the engagement phase, the primary goal was 
to build trust and enhance the therapeutic relationship, orient the patient to-
ward treatment, identify valued goals, and start to establish healthier eating 
behaviors. The first two sessions in the engagement phase were held once per 
week and oriented the patient toward the RO DBT treatment. The next part of 
the engagement phase included interventions that focused on taking the first 
steps toward healthy eating habits and weight, and were provided twice per 
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week for four weeks. RO DBT skills such as self-enquiry, open expression of 
emotion, and learning from feedback, in combination with a matter-of-fact 
therapeutic stance emphasizing the patient’s own valued goals, were used to 
target ED difficulties throughout the treatment. Phase II was initiated if the 
patient, after the initial engagement phase, showed necessary change based on 
targets previously set together with the therapist. In this phase, the main em-
phasis was on enhancing openness, flexibility and social connectedness. Indi-
vidual sessions and skills training in a group were both performed once per 
week. The last four sessions in the treatment were held once every two weeks 
and were devoted to continuous work on relevant themes as well as mainte-
nance of progression and relapse prevention. An overview of the structure and 
contents of the RO DBT treatment is presented in Table 2. 
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Table 2. Overview of RO DBT treatment structure and contents.  
Phase Session Example of contents Example of therapeu-

tic strategies and 
therapeutic stance 

Example of 
skills taught 

 
Phase I: Engagement  
 

 
 

 
Orientation 
part 1 

 
1–2 
(individual: 
once per 
week) 

 
Hearing the patient’s 
story 
Identify overcontrol as 
problem  
Biosocial theory 
Introduce diary card 
Encourage openness 
and get commitment 
Identify valued goals 

 
Open curiosity 
Ask don’t tell 
Signaling warmth 
Heat on/heat off 
Repair alliance rup-
tures 

 
 
 
 
 
 
 
Urge surfing 
Fixed, fatal-
istic, flexible 
mind 
Addressing val-
ued goals 
 

 
Enhancing 
healthy eating 

 
3–10 
(individual: 
twice per 
week) 

 
Identify and work on 
3–4 goals for the en-
gagement phase, often: 
- Eat regularly 
- Stop weight drop by 
adding food 
- Reduce excessive 
weighing 
- Reduce compensa-
tional behavior 
 

 
As above, and:  
Chain analyses 
Record eating habits 
(on diary card or sepa-
rate sheets) 
Teaching of specific 
RO DBT skills  
Commitment and moti-
vational work through 
addressing values 
A matter-of-fact thera-
peutic stance 

 
Phase II 
 

    

 
Orientation 
part II 

 
11–12 
(individual: 
once per 
week +  
skills train-
ing: once 
per week) 

 
Teach social signaling 
as primary mechanism 
of change 
Identify valued goals 
Identify target from 
first theme 

 
Open curiosity 
Ask don’t tell 
Signaling warmth 
Heat on/heat off 
Repair alliance rup-
tures 

 
 
 
Radical open-
ness 
Activate social 
safety system 
Openness to 
feedback 
Improve inter-
personal con-
nectedness 
Establish warm 
and intimate re-
lationships 
Manage un-
helpful envy 
Self-enquiry 
Engage in new 
behaviors 
Act based on 
valued goals 
and a flexible 
mind 

 
Phase II treat-
ment 

 
13–36 
(individual: 
once per 
week +  
skills train-
ing: once 
per week) 

 
Maladaptive overcon-
trol in the following 
themes: 
- Rigid and rule gov-
erned behaviors 
- Hypervigilance and 
overly cautious behav-
iors 
- Emotion inhibition 
- Aloof and distant in 
relationships 
- Social comparison, 
envy, and bitterness 

 
As above, and:  
Review diary card and 
choose target behavior 
Chain analyses – iden-
tify dysfunctional so-
cial signaling behavior 
Identify 1–2 adaptive 
skills to practice 
Roleplay of dysfunc-
tional and adaptive be-
haviors 
Teaching of specific 
RO skills 
Food intake/compensa-
tion  
 

 
Maladaptive 
overcontrol 
and mainte-
nance of pro-
gress  

 
37–40 
(individual: 
once every 
two weeks) 

 
As above, and: 
Maintenance plan 
“Breaking of bread” – 
ending well 
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Assessments 
Clinician-rated instruments 
Eating Disorder Examination Interview  
The EDE Interview (Fairburn & Cooper, 1993) is a semi-structured interview 
for assessing features of EDs. The time span is primarily focused on the pre-
ceding 28 days, but ranges to the preceding six months. The interview has 
shown satisfactory reliability and construct validity, as well as validity in 
terms of distinguishing between different EDs and cases versus non-cases 
(Berg et al., 2012; Fairburn & Beglin, 1994).  

Overcontrolled Global Prototype Rating Scale  
The Overcontrolled Global Prototype Rating Scale (Lynch, 2018a, p. 81-82 & 
Appendix 3) is a clinician-rated instrument developed for assessing overcon-
trolled personality style. After a diagnostic evaluation, the assessor rates the 
patient’s tendencies toward overcontrol in four different domains – 1) deficits 
in receptivity and openness 2) deficits in flexible responding 3) deficits in 
emotional expression and awareness, and 4) deficits in social connectedness 
and intimacy – each on a scale ranging from 0 to 8. Patients with a total score 
above 16 (out of 32) are estimated as good matches for overcontrol. The scale 
has not been evaluated in terms of validity and reliability. However, prototype 
rating scales have shown acceptable interrater reliability in general (Westen et 
al., 2010). 

Structured Clinical Interview for DSM-IV Axis II Personality 
Disorders, BPD items  
The Structured Clinical Interview for DSM-IV Axis II Personality Disorders  
(SCID-II; First et al., 1997) is a diagnostic interview for assessing personality 
disorder according to DSM-IV. The items used for assessing the nine BPD 
criteria have shown satisfactory convergent and divergent validity, in relation 
to general personality traits and functional impairment (Ryder et al., 2007). 

Self-rating instruments 
Brunnsviken Brief Quality of Life Scale  
Brunnsviken Brief Quality of Life Scale (BBQ; P. Lindner et al., 2016) is a 
12-item questionnaire designed to assess quality of life in six domains: leisure 
time, view of life, creativity, learning, friends and friendship, and view of self. 
Items are rated on a five-point Likert scale ranging from 0 to 4. The Swedish 
version has shown satisfactory reliability and validity (P. Lindner et al., 2016). 
High scores indicate higher quality of life. 
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Clinical Impairment Assessment Questionnaire  
The Clinical Impairment Assessment Questionnaire (CIA; Bohn et al., 2008) 
is a 16-item questionnaire designed to assess the psychosocial impairment due 
to an ED. The responses are rated on a four-point Likert scale ranging from 0 
to 3. The scale has shown high reliability and validity (Bohn et al., 2008). The 
scale has been translated and Swedish norms have been provided (Welch et 
al., 2011). High scores indicate more severe impairment. 

Eating Disorder Examination-Questionnaire  
The Eating Disorder Examination-Questionnaire (EDE-Q; Fairburn & Beglin, 
1994) is a 36-item questionnaire designed to assess ED symptoms summoned 
in four categories – Restraint, Eating concern, Shape concern, Weight concern 
– providing scores in each domain as well as a global score. Items are an-
swered on a seven-point Likert scale ranging from 0 to 6 in relation to ED 
behaviors within the preceding month. The scale has shown satisfactory psy-
chometric properties (Mond et al., 2004) and is translated and evaluated in 
Swedish with norms available (Welch et al., 2011). High scores indicate more 
severe ED difficulties. 

Eating Disorder Symptom List 
The Eating Disorder Symptom List (EDSL; Isaksson et al., submitted) is a 
nine-item questionnaire developed for this study. The purpose of creating the 
scale was to obtain a short self-rating scale that was easy to administer, eval-
uating changes in ED symptoms on a weekly basis. The scale was developed 
for the purpose of weekly assessment in Study III. It consists of items as-
sessing ED symptoms rated on a scale from “no days” (0) to “seven days” (7). 
The following ED symptoms are evaluated: Restriction, Binge eating, Com-
pensation, and Negative feelings about weight or shape. The EDSL has been 
evaluated in a Swedish clinical and NC sample. Preliminary results, still un-
published, have shown that reliability is high and validity is satisfactory. Also, 
the scale has shown a good ability to detect change during treatment. Higher 
scores indicate more severe ED difficulties.  

Ego Resilience Scale  
The Ego Resilience Scale (ER; Block & Block, 1980) is a 14-item question-
naire designed to assess the ability to adapt one’s level of control in relation 
to the circumstances. Participants respond to items on a four-point Likert scale 
ranging from “Disagree very strongly” (1) to “Agree very strongly” (4). The 
Swedish version has shown high internal consistency and test-retest reliability 
with acceptable factor structure and validity (Isaksson et al., 2021). High 
scores indicate more pronounced resilience.  
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Ego Undercontrol Scale and Ego Undercontrol Scale-13  
Originally, the Ego Undercontrol Scale (EUC; Block & Block, 1980) was a 
37-item self-report questionnaire designed to assess over- and undercontrolled 
personality style with one single scale. Participants respond to items on a four-
point Likert scale ranging from “Disagree very strongly” (1) to “Agree very 
strongly” (4). In the first study in this thesis, the scale was translated into Swe-
dish and a new shorter version with 13 items (EUC-13) was developed 
(Isaksson et al., 2021). Factor analysis of the Swedish adaption resulted in 
three subscales: Uninhibited behavior, Planful conscientious behavior and So-
cially restrained behavior. The global scale is, however, the best predictor of 
general personality style. The scale has shown acceptable to high internal con-
sistency and test-retest reliability, and acceptable factor structure and validity. 
Low scores indicate more pronounced overcontrol, high scores indicate more 
pronounced undercontrol.  

Emotion Control Questionnaire 2  
The Emotion Control Questionnaire 2 (ECQ2; Roger & Najarian, 1989) is a 
56-item self-report questionnaire measuring the tendency to inhibit expression 
of emotional responses in four different areas: Rehearsal, Emotional inhibi-
tion, Aggression control, and Benign control. Items are answered with a di-
chotomous true or false response. Internal consistency of the ECQ2 in the 
Swedish version of the scale is acceptable to high for the subscales Rehearsal, 
Emotion inhibition and Aggressive control, but less than satisfactory for Be-
nign control. Test-retest reliability is high for each subscale. High scores indi-
cate more emotion control. 

Social Safeness and Pleasure Scale  
Social Safeness and Pleasure Scale (SSPS; Gilbert et al., 2009) is a scale for 
assessing the extent to which an individual experiences their social world as 
safe, warm and soothing. Responses are given on a five-point Likert scale 
ranging from 1 to 5; the scale has shown satisfactory psychometric properties. 
SSPS has been translated into Swedish. Preliminary, still unpublished, results 
have shown that the Swedish version has satisfactory validity and reliability. 
High scores indicate higher levels of social safeness and pleasure. 

Swedish Universities Scale of Personality  
The Swedish Universities Scale of Personality (SSP; Gustavsson et al., 2000) 
is a 91-item questionnaire assessing personality traits derived from several bi-
ological personality theories. The scale is comprised of three overarching fac-
tors and 13 subscales. The factors are Neuroticism, Extraversion, and Aggres-
siveness. Answers are reported on a four-point Likert scale ranging from 
“Does not apply at all” (1) to “Applies completely” (4). Internal consistency 
has varied, ranging from .59 and .84 between subscales (Gustavsson et al., 



 35 

2000). Validity has been good when evaluating the relation to the five-factor 
model of personality (Aluoja et al., 2009). High scores indicate stronger fea-
tures of the relevant personality construct. 

Visual Analogue Scale for measuring Flexible Control  
The Visual Analogue Scale for measuring Flexible Control (VAS-FC) is an 
ungraded visual scale where the rater indicates their level of agreement with a 
certain statement on a continuous line between two endpoints. In Study III, 
patients were asked to subjectively rate how prominent a specific trait was 
during the preceding week on a scale from “at a very low rate” to “at a very 
high rate” using a ten centimeter line. Two predefined themes relevant for 
overcontrol (social connectedness and flexibility) were assessed for all partic-
ipants. In addition, two individual visual analogue scales were constructed in 
session two for each participant, based on the specific difficulties of that indi-
vidual. Available themes for these individually constructed items were: rigid-
ity, aloof and distant relationships, overly cautious behavior, emotional inhi-
bition, and social comparison, envy, and bitterness. Visual analogue scales 
have shown similar psychometrics when compared with other scales (e.g., 
Likert scales) used in self-rating questionnaires (S. Grant et al., 1999). High 
scores indicate good adaptive abilities for the VAS in question. 

Physiological measures 
Body mass index  
Body mass index (BMI; World Health Organization, n.d.) is a measurement 
designed to evaluate nutrition status in adults based on a person’s weight and 
length. It is defined as the weight in kilograms divided by height in meters 
squared (kg/m2). BMI is categorized as follows: < 18.5 kg/m2: underweight, 
18.5–24.9 kg/m2: normal weight, 25.0–29.9 kg/m2: pre-obesity, 30.0–34.9 
kg/m2: obesity class I, 35.0–39.9 kg/m2: obesity class II, > 40 kg/m2: obesity 
class III. BMI has been a fairly good proxy for adiposity and weight-related 
problems. However, there are limitations – for example, sex, physical activity 
level, and age are not considered.  

Statistical analyses 
Study I 
In Sample 1, principal component analysis with varimax rotation was used to 
evaluate the factor structure for ER and the original EUC. Based on these re-
sults, a new version of the EUC, the EUC-13, was developed. The EUC-13 
was administered to a new sample (Sample 2) and analyzed with confirmatory 



 36 

factor analysis. To determine how well the model fit the data, several fit indi-
ces were used: the chi-squared, the root mean square error of approximation, 
the standardized root mean square residual, the Tucker-Lewis Index, and the 
comparative fit index. Internal consistency was calculated with Cronbach’s 
alpha (α) and test-retest reliability was calculated with Pearson’s r and p val-
ues. Convergent and divergent validity was assessed by correlating the ER and 
the EUC to related constructs, calculated with Pearson’s r and p values. Anal-
yses were performed using IBM SPSS Statistics version 25 and R version 
3.5.1. 

Study II 
A generalized linear model was used to assess differences in overcontrol, un-
dercontrol, and resilience between the ED groups and the comparison groups. 
Analyses were performed unadjusted (crude) and adjusted for covariates (gen-
der, age, marital status, and level of education). Because analyses included 
multiple comparisons, Bonferroni post-hoc tests were performed to adjust the 
significance levels. Since only small differences were present when adjusting 
for covariates, crude results were used in the remaining analyses. Measures of 
effect size were used to evaluate the strength of the differences, beyond the 
issue of significance. Effect sizes were calculated with Cohen’s d, with stand-
ard deviations (SDs) derived from the standard error and pooled to correct for 
differences in sample size (Dunlap et al., 1996). Group medians with disper-
sion were visualized in boxplots with jittered scatterplots for both scales. 
Analyses were performed using IBM SPSS Statistics version 25 and R version 
3.5.1. 

Study III 
Visual inspection of graphs was used as the primary statistical method for as-
sessing change on the weekly measures within each individual (BMI, eating 
disorder symptoms measured with EDSL, and functional behavior related to 
overcontrol measured with VAS-FC). In the graphs, the ratings at baseline 
were compared with the ratings in the intervention phase. In accordance with 
recommendations from Kratochwill and colleagues (2013), the research group 
looked for baseline versus intervention changes in 1) level (mean score of data 
within a phase), 2) trend (slope of the best fitting straight line), 3) variability 
(fluctuation of data), and 4) immediacy of effect (comparing the baseline with 
expected change within a specific timeframe) (Kratochwill et al., 2013). Mul-
tiple baselines were analyzed by reviewing the ratings of restrictive eating, as 
this was one of the first outcomes targeted in treatment, and therefore the first 
expected to change. For this outcome, the positive change in restrictive eating 
was expected to be further away from the first baseline measurement for those 
with six baseline weeks than for those with five and four baseline weeks, 
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strengthening the idea that the change would be due to the intervention. The 
results from the visual analyses were accompanied with statistical measures 
of effect to reduce potential bias. These were calculated with the non-para-
metric test Tau-U, which combines a comparison of non-overlap between 
phases and differences in trends within each phase, while controlling for non-
desirable trends within each baseline (Parker et al., 2011).  

In addition to the analyses of weekly measures, outcomes assessed before 
and after treatment, and at six-month follow-up were analyzed with clinically 
significant change/remission and the reliable change index (Jacobson & 
Truax, 1991). A clinically significant change was defined as no residual ED 
symptomatology indicated by BMI within normal range (≥ 18.5 kg/m2) and 
EDE-Q ratings within one SD of the community mean (< 2.83). Partial remis-
sion was defined as some residual ED psychopathology indicated by an EDE-
Q value at or above the community mean ≥ 2.83), but a BMI corresponding to 
at least normal weight ≥ 18.5 kg/m2. Weight maintenance, defined as weight 
change < 3% (Stevens et al., 2006) was used as an additional criteria defining 
if the patient was still in remission from end of treatment to follow-up. 

R version 3.6.1 was used for all descriptive and visual analyses. Calcula-
tions of effect size (Tau-U) were performed using the online software calcu-
lator http://www.singlecaseresearch.org. 

Study IV 
Qualitative data were analyzed with inductive thematic analysis as described 
by Braun and Clarke (2006). Transcripts were analyzed by two separate re-
searchers; one was the author of this thesis and had participated as an RO DBT 
therapist, and one had extensive experience in qualitative research and had no 
involvement in the treatment, the ED clinic, or any other studies in this thesis. 
Initially, the interviews were read several times to become familiar with the 
contents. After this, the text of the interviews was coded with appropriate la-
bels. Themes and subthemes were generated by sorting the labels into patterns, 
based on similarities between them. The two researchers then compared and 
discussed themes, giving them preliminary names. To make sure the themes 
represented the data, interviews were reread several times. After that, the re-
searchers went back to the interviews and sorted the codes under the new 
themes once again. Lastly, themes, subthemes, and corresponding codes were 
presented to the other authors and disagreements were discussed until agree-
ment was achieved.  

Ethical considerations  
All studies were approved by the Regional Ethics committee in Uppsala (Dnr 
2013/156 and 2014/252). All patients signed an informed consent form. For 
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Study III, discussions about the ethical aspects of performing a treatment study 
for a disorder as severe as AN was held. Due to previous research indicating 
little difference in effect between studies, offering participation in RO DBT to 
the AN patients was considered ethical. However, due to absence of a gold 
standard in treating AN, as well as the ethical aspects of keeping patients with 
low weight on a waiting list, the decision was made not to include a compari-
son group with either an active control treatment or a waiting list. Instead, a 
single-subject design was chosen as the best option for evaluating RO DBT in 
outpatients at this stage.  

The format with skills training in group, in combination with the individu-
alized results presented in a single-subject study, called for consideration in 
how and what to report in the manuscript for Studies III and IV. For example, 
identifiable information in combination with individualized sensitive data 
could compromise the anonymity in relation to other study subjects, which is 
why we chose to report age ranges rather than specific ages. Moreover, skills 
groups were open and participants could enter at any one of the skills training 
sessions, therefore, subjects only overlapped parts of each other’s treatment. 
Also, other patients, not participating in the study due to exclusion criteria, 
were also part of the skills group, making identification among participants 
unlikely.  
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Results 

Study I 

Principal component analysis supported the one-factor solution of the Swedish 
version of the ER. The scale showed high levels of internal consistency (α = 
.84) and test-retest reliability (r = .85), as well as preliminary evidence of con-
vergent validity in both samples, correlating negatively with neuroticism 
(r(195) = -.49, p < .001 and r(195) = -.25, p < .001) and positively with extra-
version (r(195) = .55, p < .001 and r(481) = .55, p < .001). As presented in 
Table 3, divergent validity was supported through small correlations with the 
EUC-13. 

Principal component analysis of the original version of the EUC showed 
that the one-factor model was not supported. The scale was therefore adapted 
into a new, shorter version, the EUC-13, comprising three subscales: Unin-
hibited behavior, Planful conscientious behavior, and Socially restrained be-
havior. The EUC-13 was thereafter distributed to a new sample. Confirmatory 
factor analysis indicated an acceptable fit of the new version. Internal con-
sistency and test-retest reliability was satisfactory for the global scale and all 
subscales (α = .71–.76), except Socially restrained behavior (α = .51). Test-
retest reliability was satisfactory for the global scale and all subscales (r = .75–
.86). Validity results for the EUC global scale and each subscale are presented 
in Table 3. Preliminary evidence of convergent validity was supported through 
high undercontrol and low overcontrol correlating positively with extraver-
sion, and negatively with emotion inhibition and benign and aggressive con-
trol. The scale showed no or small correlations with resilience and neuroti-
cism, supporting divergent validity and the theory that neither over- nor un-
dercontrol is representative of psychological well-being.  
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Table 3. Correlations and p values between the EUC-13, the ER, the ECQ2, and the 
SSP 

 

EUC-13 
Global score  

EUC-13 
Uninhibited be-
havior 

EUC-13 
Planful  
conscientious 
behavior 

EUC-13 
Socially re-
strained behav-
ior 

ECQ2     
Rehearsal .00 (.977) .15 (.036) .02 (.753) .19 (.009) 
Emotion inhibition -.38* (.001) -.15 (.037) .24* (.001) .43* (.001) 
Aggression control -.38* (.001) -.30* (.001) .11 (.140) .29* (.001) 
Benign control -.53* (.001) -.50* (.001) .39* (.001) .05 (.491) 
SSP     
Neuroticism  -.04 (.621) .21* (.003) .02 (.803) .39* (.001) 
Aggressiveness  .26* (.001) .39* (.001) -.06 (.430) .02 (.748) 
Extraversion  .69* (.001) .44* (.001) -.50* (.001) -.41* (.001) 
ER .29* (.001) .20* (.005) -.08 (.275) -.36* (.001) 

Note. Performed with Pearson product-moment correlations (r) and p values. *Cor-
relation is significant at the family-wise Bonferroni-adjusted alpha level (α) for the 
EUC-13 comparisons with the ECQ2 (.05/4 = .013), the SSP (.05/3 = .017), and the 
ER (.05/1 = .05) (2-tailed). ECQ2: Emotion Control Questionnaire 2; ER: Ego Resil-
ience Scale; EUC: Ego Undercontrol Scale; SSP: Swedish Universities Scale of Per-
sonality. 

Study II 
The first research question was to investigate differences in over- and un-
dercontrol between the ED groups ANr, ANbp, AAN, and BN. Findings sup-
ported the hypotheses, indicating more pronounced overcontrol with moderate 
effect sizes (see Table 4) in the ANr group compared with the BN group. Sim-
ilar differences were identified between the AAN and the BN group. No other 
significant differences were found. However, the effect size between ANbp 
and BN was .56, suggesting a moderate effect. 

The second research question was to evaluate the differences in over- and 
undercontrol between the ED groups and the two comparison groups: a BPD 
group expected to be undercontrolled and a NC group expected to be interme-
diate in over-/undercontrol. Results showed that all ED groups reported higher 
overcontrol and lower undercontrol than the BPD group. Effect sizes were 
large. There were moderate significant differences between the NC group and 
the ANr group and the AAN group, as hypothesized. The differences between 
NC and ANbp groups were moderate in effect size, but not significant. The 
difference between NC and BN was non-significant, with a small effect size.  

The third question served to evaluate differences in resilience between ED 
groups and the two comparison groups. In contrast to the hypotheses, there 
were no significant differences between the NC group and any of the ED 
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groups, and effect sizes were small: ANr vs. NC (d = 0.30); ANbp vs. NC (d 
= 0.42), AAN vs. NC (d = 0.33), and BN vs. NC (d = 0.25). There was a 
significant difference between the NC and BPD group, with higher resilience 
in the NC group (d = 0.57). 
 

Table 4. Effect sizes (Cohen’s d) and significance of group differences in over- and 
undercontrol (measured with EUC-13). 
 ANr ANbp AAN BN BPD 

ANr - - - - - 
ANbp 0.19 - - - - 
AAN 0.01 0.18 - - - 
BN 0.75** 0.56 0.74** - - 
BPD 1.40*** 1.20*** 1.39*** 0.63*** - 
NC 0.78** 0.56 0.78** 0.11 0.86*** 
Note. * p < .05, ** p < .01, *** p < .001. AAN: Atypical anorexia nervosa; ANbp: Anorexia 
nervosa binge eating/purging; ANr: Anorexia nervosa restricting; BN: Bulimia nervosa; BPD: 
Borderline personality disorder; EUC-13: Ego Undercontrol Scale-13; NC: Non-clinical sam-
ple.  

Study III 
The evaluation of treatment effects of RO DBT for anorexia nervosa showed 
that eight (62%) out of the 13 participants completed the treatment. All com-
pleters and two out of the five non-completers provided after-treatment meas-
urements. Six-month follow-up data were gathered from the eight completers, 
but not from the non-completers as data would be biased by, e.g., additional 
ED care between completion of RO DBT treatment and the follow-up meas-
urements. 

Analyses of baseline characteristics showed that there were no differences 
in age of ED onset (median = 15 years, range = 12–20) or number of comorbid 
diagnoses (range = 1–3) between completers and non-completers. There was, 
however, a difference in duration of the ED, with non-completers being older 
and having suffered from an ED for a longer time (median = 14 years of ED, 
range = 10–27) than completers (median = 7.5 years of ED, range = 1–13). 

For the primary outcome ED symptomatology, visual analyses of weekly 
measurements showed that BMI increased and eating disorder symptoms 
measured with EDSL were reduced, in terms of change in level and trend be-
tween phase A and B during treatment. For these outcomes, variability in the 
data was small, and the immediacy of effect showed that ED symptomatology 
was reduced within the expected timeframe after the intervention was initi-
ated, not during baseline. Aggregated results for all participants, as well as 
results separated for completers and non-completers, are shown in Figure 7, 
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whereas individualized data are presented in Study III (Figures 1 and 2 and 
Appendix A in that article). 

Analyses of multiple baselines showed that the time to change in restrictive 
eating increased as the number of baselines measurements increased. For ex-
ample, a patient with a four-measurement baseline had a shorter time to 
change in restrictive eating behavior (since first baseline) than a participant 
with a six-measurement baseline, strengthening the conclusion that the results 
were an effect of the intervention.  

For secondary outcomes, visual analyses of weekly measures of VAS 
showed that both level and trend of social connectedness and flexibility in-
creased for some of the participants. The data were, however, more variable 
with a less stable baseline than for ED symptomatology, making visual in-
spection of individualized data difficult. Also, immediacy of effect could not 
be analyzed, as these outcomes were addressed later in therapy. Inspecting the 
aggregated data in Figure 7, there was a positive trend toward an increase in 
social connectedness and flexibility after treatment and not during baseline.  
 

17

18

19

20

0 10 20 30 40
 Weeks 

 BMI 

0

1

2

3

4

0 10 20 30 40
 Weeks 

 EDSL 

0

25

50

75

100

0 10 20 30 40
 Weeks 

VAS 
SC

0

25

50

75

100

0 10 20 30 40
 Weeks 

VAS 
F

 

Figure 7. Aggregated group means for weekly measures of eating disorder psycho-
pathology, social connectedness, and flexibility. The black vertical line marks the 
start of intervention. Smoothed lines represent regression based on the local regres-
sion technique. The grey area represents the 95% confidence interval for the whole 
sample. The dashed line represents the linear regression line for the whole sample. 
BMI: Body mass index; EDSL: Eating Disorder Symptom List; VAS SC: Visual 
Analogue Scale - Social Connectedness; VAS F: Visual Analogue Scale - Flexibil-
ity. 

Tau-U was used to evaluate the magnitude of the effect, and is presented in 
Table 5. For the primary outcome ED psychopathology, there was a medium 
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to large increase in BMI for completers and a small increase for non-complet-
ers. For EDSL, there was a moderate to large decrease for completers, with a 
small decrease for non-completers.  

Evaluating secondary outcomes, there was a small increase in the magni-
tude of effect in terms of social connectedness for completers and a small de-
crease for non-completers. As regards flexibility, there was a small positive 
effect for completers and a small decrease for non-completers. 

Table 5. Averaged Tau-U scores of omnibus effect sizes for repeated measurements, 
based on individual Tau-U scores corrected for baseline trend. 

Tau-U p 95% CI 
LL, UL 

BMI Completers (N = 8) 0.74 < .0001 0.55, 0.94 
Non-completers (N = 5) 0.41 .0036 0.13, 0.69 
All (N = 13) 0.62 < .0001 0.46, 0.79 

EDSL Completers (N = 8) -0.74 < .0001 -0.95, -0.53
Non-completers (N = 5) -0.22 .0994 -0.49, 0.04
All (N = 13) -0.55 < .0001 -0.71, -0.38

VAS-SC Completers (N = 6) 0.34 .0075 0.09, 0.58
Non-completers (N = 5) -0.23 .0944 -0.50, 0.04
All (N = 11) 0.09 .3615 -0.10, 0.27

VAS-F Completers (N = 6) 0.18 .1636 -0.07, 0.42
Non-completers (N = 5) -0.16 .2569 -0.42, 0.11
All (N = 11) 0.03 .7613 -0.15, 0.21

Note. BMI, Body mass index; CI, confidence interval; EDSL, Eating Disorder Symptom List; 
LL, lower limit; UL, upper limit; VAS-S, Visual Analogue Scale - Social connectedness; VAS-
F, Visual Analogue Scale - Flexibility.  

Measurements before and after treatment and at follow-up were used to cal-
culate clinically significant change/remission and reliable change. Full remis-
sion was achieved by all eight completers among the 13 patients (62%), with 
six (46%) still in full remission at follow-up. Partial remission was achieved 
by four of the five non-completers. Reliable change index was calculated for 
BMI (z = 0.23) and EDE-Q (z = -0.74). A reliable change was seen in 11 out 
of 13 patients for BMI and in nine out of 13 patients for EDE-Q. 

Measurements before and after treatment and at follow-up for secondary 
outcomes are presented for each individual in Study III (Table 2 in that arti-
cle). Mean scores at the group level are shown in Figure 8 below. For com-
pleters, psychosocial impairment (measured using the CIA) was within one 
SD of the community mean for five of eight completers at the end of treatment 
and for six of eight completers at follow-up. Quality of life (measured using 
BBQ) was within one SD of the community mean for seven completers at end 
of treatment, and for all eight at follow-up. For social safeness and pleasure 
(measured using SSPS), Swedish norms were not yet available. 
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Figure 8. Plotted slopes for eating disorder symptomatology, psychosocial impair-
ment, quality of life, and social safeness and pleasure. The dashed horizontal lines 
represent the values within one standard deviation of the Swedish community means 
(not available for SSPS). BMI: Body mass index; EDEQ: Eating Disorder Examina-
tion Questionnaire; CIA: Clinical Impairment Assessment Questionnaire; BBQ: 
Brunnsviken Brief Quality of Life Scale; SSPS: Social Safeness and Pleasure Scale 

Study IV 
Evaluation of patient experiences of RO DBT after treatment for AN yielded 
five main themes with two to four sub-themes, respectively. The themes and 
sub-themes are presented in Figure 9. 

 
Figure 9. Themes and subthemes in patient experiences of treatment with RO DBT. 

Patients described that the treatment was comprehensive. It was flexible and 
complex, with interventions based on individual needs. They also reported that 
the different components, such as skills training and individual therapy, were 
helpful. Some patients experienced that their eating disorder hindered them 
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from making progress. It was important to do the treatment wholeheartedly 
and both values and skills were highlighted as important for recovery. 

Openly sharing and connecting with peers in skills training, with their in-
dividual therapist, and with people outside therapy was described as im-
portant. In particular, the relaxed, open and genuine atmosphere in therapy, 
and being able to practice opening up and showing weakness in skills training 
– and still being accepted – was helpful. Not feeling safe in the group and not 
talking openly with the therapist hindered progress. 

Patients described that trust was growing as therapy progressed. Initially 
there were experiences of skepticism against different aspects of therapy, such 
as sharing personal information and regaining weight, but this could change 
with the help of the therapists, the skills training, and the skills that were 
taught. Participants also described that changes in terms of, e.g., ED symp-
toms, were not immediate, but grew as therapy progressed.  

In terms of change, patients described that they moved toward their goals 
and values, but that difficulties of varying degrees remained. They gained new 
perspectives, increased their self-knowledge, and experienced that they were 
nicer to themselves. Experiences of being more open, flexible and more con-
nected to others were also described. Several experiences concerned attain-
ment and acceptance of a healthier weight and less ED symptoms; however, 
others described that the ED was not improved or that it had merely changed 
character.  

The desire to do well in treatment was a recurrent experience. Thoughts of 
bothering the therapist or not doing or being good enough were seen as an 
obstacle. Being the “good patient” could be both helpful, e.g., through pushing 
yourself to do the homework in skills training, and unhelpful, e.g., by wanting 
to do too much, making the treatment stressful.  



 46 

Discussion 

Main findings 
Preliminary evidence of using the ER and the new shorter version of the EUC 
(EUC-13) was found in Study I, supported by acceptable factor structure and 
acceptable to good reliability and validity. In Study II, differences were iden-
tified between ED groups using updated diagnostic criteria from DSM-5. The 
main findings were a higher level of overcontrol in the ANr and AAN groups 
compared with the BN, BPD, and NC groups. Effect sizes were moderate to 
large. In contrast to the hypotheses, there were no differences in resilience 
between any of the ED groups and the NC group. Preliminary evidence was 
found for using RO DBT as an option for outpatient treatment for mild to 
moderate AN and overcontrol. These findings were supported by quantitative 
data from Study III showing reduction in ED symptoms such as normalized 
weight and decrease in self-rated ED symptoms and ED-related clinical im-
pairment, as well as improved quality of life. Moreover, qualitative data from 
the interviews in Study IV showed that participants had overall positive expe-
riences of the treatment and its effects. Specifically, patients reported that the 
holistic treatment addressing both ED symptoms and overcontrol was helpful, 
and that gradually sharing personal experiences both in- and outside therapy 
was important and led to enhanced social connectedness.  

Assessing overcontrol  
Up until now, assessing the constructs overcontrol, undercontrol, and resili-
ence in Swedish settings has not been possible due to a lack of brief measure-
ments evaluated in terms of psychometric properties. Results from Study I 
showed that the EUC-13 and the ER appeared to be appropriate to use for 
assessing these constructs in Swedish settings. The original, 36-item EUC 
scale is a self-rating instrument designed to assess the spectrum of overcontrol 
to undercontrol, whereas the 14-item ER scale is designed to assess the ability 
to adapt the level of control depending on the circumstances (Block & Block, 
1980). Further evaluations of the original scales were warranted, as the re-
search of the original version was not satisfactorily presented and internal con-
sistency was low in the original research (Letzring et al., 2005). For ER, re-
sults in Study I supported prior research. The Swedish version confirmed that 
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the scale reflected a single factor, and showed high internal consistency, test-
retest reliability, and satisfactory convergent and divergent validity – even 
though correlations for validity were small in one of the samples. However, 
for EUC, the factor structure was not supported. Instead, results indicated that 
a highly reduced, 13-item, version of the scale comprised by the three sub-
scales Uninhibited behavior, Planful conscientious behavior and Socially re-
strained behavior, gathered under a global overcontrol/undercontrol factor, 
provided a better fit to the model. The shorter scale also had more robust factor 
loadings and explained variance, in addition to satisfactory to good reliability 
and validity. It might be argued that the three-factor solution opposes the idea 
of one single scale measuring the spectrum from over- to undercontrol as sug-
gested by Block and Block (1980). However, it has been argued that over- and 
undercontrol are not just opposite ends of a unidimensional construct, but la-
bels used to describe a complex set of behaviors represented by different fac-
tors (Lynch, Hempel, et al., 2015). Results from Study I indicated that the 
subscales from EUC-13 (except Socially restrained behavior) could be used 
for evaluating a specific set of overcontrolled behaviors, whereas the mean 
total score (all factors together) revealed an overall pattern of general over- or 
undercontrol. 

Occurrence of overcontrol in anorexia  
Results from Study II were in line with previous research, suggesting that 
overcontrol is common in AN (Gazzillo et al., 2013; B. J. Turner et al., 2014; 
Westen & Harnden-Fisher, 2001). The findings of Study II provided addi-
tional information, showing that these observations were present when using 
the updated diagnostic criteria from DSM-5, where inclusion of patients in 
AN is broader than in previous criteria for AN (American Psychiatric 
Association, 2013; Birgegård et al., 2012). Also, results from Study II indi-
cated that that overcontrolled behaviors were present not only in the restricting 
subtype of AN, but equally often in AAN. For the ANbp group, differences 
compared with the BN and NC groups were not significant. However, 
measures of effects indicated differences of small to moderate effect sizes, and 
it is likely that the lack of differences was an effect of a somewhat small sam-
ple in the ANbp group. The results were also in line with the spectrum model 
of EDs (Brooks et al., 2012), with effect sizes indicating more overcontrol in 
ANr than in ANbp, and more pronounced overcontrol in the AN group as a 
whole than in BN. In line with results found by Westen and Harnden-Fisher 
(2001), there was also a variation of overcontrol within each group, with some 
participants with AN, for example, showing no or minor difficulties with 
overcontrol and others showing high levels of overcontrol.  
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Treatment of anorexia and overcontrol 
Treatment effect 
Study III provides results indicating that RO DBT is an effective treatment for 
patients with mild to moderate AN and overcontrol, manifested by improve-
ments in ED psychopathology with moderate to large effect sizes. Remission 
rates were 100% for completers and 62% for the entire sample post-treatment, 
with 75% of completers and 46% of the whole sample still in full remission at 
follow-up. 

In a previous study, enhanced CBT-E was evaluated in a multi-center out-
patient treatment for AN (Fairburn et al., 2013), showing that 62% of com-
pleters were in normal BMI range and 87% had no residual ED psychopathol-
ogy after treatment. In the ANTOP study, comparing psychodynamic therapy, 
a variant of CBT-E, and optimized treatment as usual, recovery rates were 7–
13% after treatment and 14–19% at follow-up (Zipfel et al., 2014). In a multi-
center study comparing specialist supportive clinical management, the Mauds-
ley Model for treating adults with AN, and CBT-E, remission was more 
strictly defined than in most other studies. Remission rates were 32.5%, 
22.0%, and 30.8% after the respective treatments, for the whole sample (Byrne 
et al., 2017). In Study III, mean BMI change (1.7 kg/m2) was similar to that in 
previous AN outpatient studies, with post-treatment BMI changes of 1.8 kg/m2 
(Fairburn et al., 2013), 0.69–0.93 kg/m2 (Zipfel et al., 2014), and 2.1 kg/m2 
(Byrne et al., 2017). In a study evaluating the efficacy of outpatient CBT and 
combined family and individual therapy for young adults aged 17–24 years, 
remission rates were 76% after treatment and > 80% at follow-up (Nyman-
Carlsson et al., 2020). As the authors pointed out, the results were difficult to 
compare to those of other studies on adult AN due to, e.g., the younger popu-
lation. However, the results are interesting, indicating that younger patients 
with less enduring ED seem to benefit more from treatment. Similar findings 
were seen in Study III, with seven out of eight young adults (89%) completing 
treatment and in full remission after treatment, with 63% still in remission at 
follow-up. 

However, treatment comparisons should be viewed as preliminary, as it is 
not appropriate to draw any firm conclusions at the group level with a small 
sample. When contrasting treatments, one should also be aware that the study 
population, the disease severity in the sample, and the definition of remission 
or recovery might differ. For example, mean BMI before treatment was some-
what higher in Study III, whereas pre-treatment ED psychopathology ratings 
(EDE-Q: M = 3.78, SD = 0.84) were similar to or more severe than those in 
other studies (Byrne et al., 2017; Fairburn et al., 2013). In addition, Study III 
did not allow for post-treatment booster sessions, in contrast to the study by 
Fairburn (2014), additional inpatient care, in contrast to Zipfel (2014), or in-
patient stabilization or booster sessions, in contrast to Byrne (2017).  
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Further, the definition of full and partial remission can be discussed. In 
study III, the research group used similar definitions as in other, well-known, 
treatment studies for AN (see, for example, Byrne et al., 2017; Fairburn et al., 
2013), with an absence of underweight (BMI ≥ 18.5 kg/m2) and ED psycho-
pathology ratings similar to those in a NC community sample (i.e., within one 
standard deviation of community means). However, others have suggested 
more conservative definitions for full remission (Khalsa et al., 2017), propos-
ing BMI above 19 kg/m2 and a complete absence of restricting or binge eat-
ing/purging behaviors for the last three months, albeit allowing for more se-
vere ED psychopathology (within two standard deviations of the community 
mean). Although a lower BMI has apparent downsides, such as a risk for re-
lapse with a BMI of 18.5 kg/m2, it can be argued that this risk is not eliminated 
with a BMI of 19 kg/m2, especially in the presence of more severe ED symp-
toms. Also, setting three months of being symptom-free as a criterion is prob-
lematic with regard to the measurements just after treatment, since very few 
patients are likely to be free from ED three months prior to treatment termina-
tion. Moreover, one might question if a patient with normal weight (even if it 
is low) and ED symptoms at the level of a NC sample, should be defined as 
only partially healthy. These questions do not have simple answers, and 
should be kept in mind when reading and evaluating treatment results for AN, 
including those of the present thesis. 

Previous research on RO DBT has evaluated the treatment in a clinical in-
patient ward for AN (Lynch et al., 2013), an RO skills training add-on outpa-
tient treatment to standard DBT (Lynch et al., 2013), and a skills training add-
on to a day treatment program for AN (Baudinet et al., 2020). In contrast to 
previous studies evaluating RO DBT for AN (K. Gilbert et al., 2020), Study 
III was controlled by using multiple baselines, increasing the conclusions ap-
propriate to draw in terms of causal effects of the intervention on the outcome. 
Study III was also the first to evaluate full-scale RO DBT in a clinical outpa-
tient setting for AN, with individual therapy, skills training, team consultation, 
and phone coaching.  

Lastly, despite positive results for completers, 5 patients (38%) dropped 
out or were taken out of the study. The rates are similar to those for other 
treatments for AN, showing drop-out rates of 20 to 50% for inpatients and 30 
to 70% for outpatients (Fassino et al., 2009). Non-completers were generally 
older and had suffered from an ED for a longer time than completers. BMI 
before treatment was similar for completers and non-completers, while other 
measures at baseline indicated more severe symptoms in non-completers. 
These results are not surprising, as the duration and severity of an ED have an 
important impact on recovery (Wonderlich et al., 2020). Thus, the outpatient 
format of RO DBT, seems effective for patients with mild to moderate AN 
and overcontrol, whereas patients with more severe and enduring AN would 
likely need additional support, e.g., in terms of extensive meal support or in-
patient care prior to or in parallel with the RO DBT treatment.  
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Patient experiences of the treatment 
When evaluating new treatments for complex interventions, qualitative data 
have been suggested to complement studies of both treatment effectiveness 
and efficacy, as they may generate a deeper understanding of treatment fidel-
ity, effect, and potential mechanisms of change (Crawford et al., 2002). In the 
present thesis, 11 out of the 13 participants from Study III participated in a 
qualitative evaluation of the treatment (Study IV). Overall, participants re-
ported that the treatment was comprehensive and that they liked the holistic 
approach where both eating disorder and overcontrol were addressed. This 
support previous research, where patients with AN reported that treatments 
failed to see to the whole person and what might have caused the disorder, and 
were excessively focused on food and weight (Eivors et al., 2003; Rance et 
al., 2017; L. M. Westwood & Kendal, 2012). They also described the different 
elements (individual therapy, skills training, and telephone coaching) as help-
ful. A contrasting view was that the treatment was too complex in relation to 
current ED difficulties, and that it was hard to focus on overcontrol, connect-
ing with others, and what might have caused the disorder when the mind was 
preoccupied with food and weight. This is important, as four out of the five 
who dropped out from treatment were in need of more extensive interventions. 
Thus, a more flexible approach in addition to the RO DBT treatment, e.g., 
allowing for inpatient care or extensive meal support, was supported by expe-
riences reported by the patients. However, further studies are needed to eval-
uate if these adaptations lead to higher remission and lower drop-out rates.  

Results from Study IV also concerned experiences about recovery. Some 
described a lack of improvement or a change in ED symptoms, while others 
described improvements on ED psychopathology, such as healthy BMI and 
less preoccupation with food and weight, supporting the quantitative results 
from Study III. In contrast to the small effect sizes on improvements in flexi-
bility and social connectedness from Study III, patients’ own experiences on 
improvement, e.g., in terms of an improved ability to share and connect to 
others, were substantial. These discrepancies between Studies III and IV are 
likely an effect of a lack of instruments in Swedish that appropriately assess 
changes in social interaction, flexibility, and openness.  

Lastly, one of the main experiences described by the participants, repre-
sented in several of the themes, was the open, genuine and relaxed atmos-
phere, where patients were allowed and encouraged to share personal infor-
mation with their therapist, with others in the skills group, and in their rela-
tionships outside therapy. Targeting maladaptive social signaling has been 
suggested as one of the central mechanisms of change in treatment of RO DBT 
(K. Gilbert et al., 2020; Lynch, Hempel, et al., 2015). Overt behaviors that 
might be maladaptive, at least when carried out regardless of situation or re-
lation, include inhibiting personal or emotional experiences or smiling when 
distressed. The experiences from this study, where patients described that they 
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learned that they could share personal information, that this made them feel 
connected to others, and that relationships were improved, support the idea of 
adaptive and genuine social signaling and openness as potentially important 
mechanisms of change. 

Methodological considerations 
Study design 
In Studies I and II, the design was cross-sectional. This is a problem primarily 
in Study II, as it is not appropriate to draw any conclusions regarding the 
causal relation between AN and overcontrol. Thus, overcontrol assessed with 
EUC-13 might be an effect of starvation, or AN and starvation might be an 
effect of maladaptive overcontrol – as the theory suggests. Previous longitu-
dinal studies have, however, shown that traits such as rigidity seem to persist 
even after recovery and weight restoration from AN (S. E. Lindner et al., 
2014). In Study III, the single-case study design had several strengths, includ-
ing the multiple baselines and the weekly assessments that provided enough 
information to make causal inferences regarding the effect of the RO DBT 
intervention as a whole on the ED. However, the design had several limita-
tions. For example, it was not possible to draw conclusions about which mech-
anisms in the intervention caused change in the outcome, as several interven-
tions were introduced simultaneously. Nor was it possible to assess secondary 
outcomes in relation to the multiple baselines, as these were introduced later 
in therapy. Due to ethical considerations, it was not appropriate to optimize 
the design for example by waiting for stable baselines, as recommended 
(Kratochwill et al., 2013), or to withdraw the intervention and assess what 
happened to the outcomes (Smith, 2012).  

Sample size and sample selection 
The size and the second sample used to test the new EUC-13 strengthened the 
findings in Study I. The primary limitations were the convenience sample and 
the absence of a clinical sample, restricting the conclusions that could be 
drawn from Study I. The downside of the convenience sample of participants 
in Study I became apparent in Study II (which used the same NC sample), 
with resilience ratings being lower in that sample than those among the uni-
versity students in the original version of the scale (Letzring et al., 2005), 
probably resulting in the absence of differences in resilience between NC con-
trols and patients with AN. A main limitation in Study II was also the some-
what small AN groups, meaning that small differences in overcontrol and re-
silience could not be identified. Effect sizes do, however, provide an indica-
tion of the effects, beyond the issue of significance. In Study III, the size of 
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the sample, including the replications (Krasny-Pacini & Evans, 2018; 
Kratochwill et al., 2013), were sufficient for drawing preliminary conclusions 
about the effects of the intervention on the outcomes. A common critique of 
the single-case study design is that results cannot be generalized to other pa-
tients or settings (Krasny-Pacini & Evans, 2018). However, problems with 
generalizability are present also in well-designed randomized controlled trials, 
where inclusion criteria are often restricted. Furthermore, group means from 
randomized controlled trials are not applicable to all patients. Generalizability 
in single-case study designs can be increased by replicating the intervention 
over several cases (at least three), and by describing the patients’ characteris-
tics. In Study III, the sample was replicated over several sets of multiple base-
lines. Moreover, the sample was thoroughly described in terms of demo-
graphic characteristics. Preliminary conclusions regarding generalization to 
mild and moderate cases of AN and overcontrol is therefore appropriate. The 
results cannot be generalized to male participants, participants with severe 
AN, or participants with AN who are not overcontrolled. However, choosing 
only overcontrolled AN patients for the intervention was a clinically highly 
relevant choice, as RO DBT is not appropriate for patients who are not strug-
gling with overcontrol difficulties (K. Gilbert et al., 2020; Lynch, 2018a). In 
addition, generalization would increase further with replication across other 
settings, from other research groups, and allowing a larger variety of the AN 
group with overcontrol to participate, e.g., patients with severe AN in need of 
additional meal support. In Study IV, only three non-completers participated 
in the interviews, which is likely to have affected the level of saturation 
achieved for participants who dropped out from treatment. 

Measurements 
The measurements used in the studies were generally chosen based on their 
satisfactory psychometric properties and that they were evaluated in Swedish 
settings, e.g., SSP, EDE-Q, CIA, and BBQ. However, to our knowledge, there 
are not any appropriate measures for identifying overcontrol, as conceptual-
ized in this thesis, or for assessing change in overcontrol in Swedish. In Stud-
ies I and II, findings would have been strengthened if measurements were con-
ducted through clinician-rated instruments, in addition to the self-rating in-
struments. In Study III, strengths in the measurements included the frequent 
assessments during baseline and throughout the study, complemented by as-
sessments from before and after treatment and at follow-up. Measurements in 
this study were generally of good psychometric properties or high in objectiv-
ity, like BMI. Where there were no appropriate assessments, as was the case 
for weekly measures of ED psychopathology, we created and evaluated EDSL 
and presented preliminary results in Study III. The main limitations in terms 
of measurements were, however, measurements related to maladaptive 
overcontrol such as flexibility, social connectedness and openness. The visual 
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analogue scales were created for the purpose of Study III and were not vali-
dated. During the study, it became apparent that patients had difficulties rating 
these behaviors in a valid way. In retrospect, it would likely have been bene-
ficial to spend more time at the beginning of the project on finding or design-
ing and evaluating an instrument for this purpose, i.e., that was appropriate for 
weekly measures, could identify maladaptive overcontrol, and was sensitive 
to change during treatment. 

Conclusions and implications 
The findings in this thesis provide several conclusions and implications.  

First, initial findings from Study I indicate that the ER is appropriate to use 
for assessing resilience, and that the EUC-13 is a short, easily administered 
instrument suitable for assessment of over- and undercontrol. However, ap-
propriate cut-offs and the predictive values of the instruments must be evalu-
ated before the instruments can be recommended as a foundation for clinical 
directions.  

Second, findings from Study II indicated that overcontrol is higher in ANr 
than in BN, and that these findings are valid with the updated diagnostic cri-
teria. In addition, overcontrol was equally pronounced in AAN as in ANr, and 
just somewhat lower in ANbp. The variability in personality styles was also 
prominent within each group. Thus, the relationship between ED subtypes in 
terms of personality styles may be more complex than simply describing in-
dividuals with AN or restrictive behavior as overcontrolled and those with BN 
or binge eating/purging behavior as undercontrolled. Heterogeneity within the 
groups highlights the need for improving precision in ED assessment. More-
over, even though the findings in this thesis do not allow for any conclusions 
being drawn regarding the actual benefits of knowing the patient’s personality 
style or self-control tendencies, it is reasonable to hypothesize that such 
knowledge could increase precision in the interventions that are recommended 
for different patients. This is in line with research suggesting that assessment 
of personality style could enable choice of treatment (or intervention within a 
specific treatment) to get a better fit to the specific individual (Lynch, 2018a; 
Martinez & Craighead, 2015). 

Third, findings from Studies III and IV provide preliminary evidence that 
outpatient RO DBT can be effective for patients with mild to moderate AN 
and overcontrol. Multiple baselines, a comprehensive description of the sam-
ple, and replication over several cases, in combination with the clinical setting, 
strengthen generalizability of the results to similar settings and patients.  

Lastly, patient experiences support the findings from Study III in terms of 
treatment outcome. Moreover, they provide support for both approval and ef-
fectiveness of a treatment where the main target is not food or weight, but 
rather sharing feelings and experiences openly and getting closer to others. 
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Summary in Swedish 

Bakgrund och syfte 
Ätstörningar karaktäriseras av stora svårigheter med ätande i kombination 
med påtaglig upptagenhet kring vikt, kropp eller figur. Anorexia nervosa är en 
typ av ätstörning där det återhållsamma födointaget också resulterar i påtaglig 
viktnedgång och undervikt. Personer som lever med anorexia uppvisar en 
lägre funktionsnivå och livskvalitet än såväl normala kontrollgrupper som per-
soner med andra ätstörningar eller andra psykiatriska störningar. Vidare är 
dödligheten högre än för någon annan psykiatrisk sjukdom.  

Trots dessa svårigheter präglas forskningsfältet av svårigheter att bidra med 
effektiva behandlingsmetoder för personer med anorexia. Andelen som till-
frisknar efter behandling är förhållandevis låg, omkring 30 procent, och åter-
fallsrisken är hög. Dessutom är det mellan 30 och 70 procent av alla som deltar 
i en behandling som avbryter innan de är färdigbehandlade. Vi vet också fort-
farande väldigt lite om vilka mekanismer i behandlingen som är verksamma.  

Orsaken till att man utvecklar anorexia har visat sig vara en kombination 
av genetisk sårbarhet och miljöfaktorer, som västerländska smalhetsideal. Vi-
dare har en överkontrollerad personlighetsstil eller överdriven förmåga till 
självkontroll föreslagits vara en central mekanism för att sjukdomen ska ut-
vecklas och vidmakthållas. Överkontroll kan definieras som förmågan att in-
hibera, eller hålla tillbaka, impulser, tankar eller känslor, i syfte att nå lång-
siktiga mål. Denna förmåga är, och ses ofta som, positiv. Det kan dock bli för 
mycket av det goda, och en överdriven återhållsamhet och inhibering kan, pre-
cis som för stark underkontroll, leda till psykisk ohälsa. Överdriven självkon-
troll leder ofta till svårigheter med öppenhet och mottaglighet, låg förmåga till 
flexibilitet, låg emotionell medvetenhet och kommunikation, och låg förmåga 
att närma sig andra och känna social samhörighet. De långsiktiga konsekven-
serna är ofta svår känslomässig ensamhet och psykisk ohälsa i form av t.ex. 
kronisk depression, tvångsmässigt personlighetssyndrom eller anorexia. Ra-
dikalt öppen dialektisk beteendeterapi (Radically open dialectical behavior 
therapy; RO-DBT) är en transdiagnostisk behandling inriktad mot psykisk 
ohälsa relaterad till maladaptiv överkontroll. 

Syftet med föreliggande avhandling var att undersöka förekomsten av över-
kontroll och underkontroll vid olika typer av ätstörningar, samt att identifiera 
valida och reliabla mätinstrument som fungerar i en svensk population. Vidare 
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var syftet att undersöka effekten av behandling med RO-DBT och patienternas 
subjektiva upplevelser av att ha deltagit i behandlingen. 

Metoder och resultat 
I studie I var syftet att undersöka de psykometriska egenskaperna hos två in-
strument som ska mäta olika aspekter av kontroll: Ego resilience scale (ER), 
som ska mäta förmågan att anpassa sin grad av kontroll efter omständighet-
erna, och Ego Undercontrol Scale (EUC), som är designad för att mäta före-
komsten av över- eller underkontrollerad personlighetsstil på en enda skala. 
Designen var en tvärsnittsstudie som genomfördes i två icke-kliniska grupper 
om 483 respektive 197 personer. Resultaten visade att ER och en förkortad 
version av EUC (EUC-13) i denna första studie verkade ha en tillfredställande 
faktorstruktur och vara reliabla och valida för att mäta de konstrukt som av-
sågs. 

I studie II var syftet att undersöka förekomsten av överkontroll, underkon-
troll, och funktionell kontroll bland patienter med olika typer av ätstörningar. 
Ett särskilt fokus låg på förekomsten i olika subtyper av anorexia. Detta un-
dersöktes i en tvärsnittsstudie i en klinisk population av patienter med ätstör-
ningar och patienter med borderline personlighetsstörning, och i en icke-kli-
nisk population. Resultaten visade att överkontroll var mer framträdande vid 
restriktiv anorexia (n = 34) eller atypisk anorexia (n = 29) än vid bulimi (n = 
76), borderline personlighetsstörning (n = 108) eller i den icke-kliniska grup-
pen (n = 444). Anorexia där hetsätning och självrensning förekom (n = 31) 
visade snarlika, men något lägre, tendenser till överkontroll än de andra ty-
perna av anorexia.  

I studie III var syftet att undersöka effekten av öppenvårdsbehandling med 
RO-DBT för lindrig till medelsvår anorexia och överkontroll. Detta var en 
single-case experimental design-studie med multipla baslinjer som genomför-
des för 13 patienter. I denna design fungerar varje person som sin egen kon-
troll, där upprepade mätningar görs vid en baslinje innan behandling, och se-
dan jämförs med upprepade mätningar av utfall efter att interventionen har 
införts. Multipla baslinjer, där personer randomiseras till olika längder på bas-
linjen, användes för att kontrollera att ovidkommande eller andra variabler 
inte kunde antas ligga bakom eventuella effekter i utfallet. Designen gör det 
möjligt att dra slutsatser om orsakssamband, utan jämförelsegrupper eller ett 
stort antal patienter. Studien visade att samtliga som slutförde behandlingen 
(62 procent), var i remission, eller friska, efter behandling, med en hälsosam 
vikt och skattningar på ätstörningspsykopatologi inom en standardavvikelse 
för dem hos en svensk normalpopulation. Patienterna hade också en högre 
upplevd livskvalitet och funktionsnivå än vid baslinjen. Fyra av de fem som 
avbröt behandlingen (31 procent) var i partiell remission efter behandling. Vid 
uppföljningsmätningar var 75 procent av alla som fullföljde behandlingen 
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fortfarande i remission (46 procent av samtliga 13 som deltog i studien). Fem 
personer (38 procent) hoppade av eller fick behandlingen avbruten i förtid, 
ofta på grund av att de behövde mer intensiva insatser än vad öppenvård kunde 
erbjuda. Dessa hade en mer långvarig ätstörning och svårare ätstörningssym-
tom än de som slutförde behandlingen. 

I studie IV undersöktes patienternas upplevelser av behandlingen med   
RO-DBT. Designen var en kvalitativ intervjustudie som analyserades med te-
matisk analys. Elva av de 13 patienterna från studie III deltog: samtliga åtta 
som slutförde och tre av de som hoppade av. Analyserna visade att patienterna 
uppskattade att behandlingen hade ett bredare fokus än de upplevt i tidigare 
behandlingar, och riktade fokus mot både överkontroll generellt och att man 
fick hjälp med ätstörningen. De uppskattade också de olika delarna i behand-
lingen, så som individualterapin, färdighetsträningen och möjligheten till te-
lefonstöd mellan sessioner. Det lyftes särskilt fram att den ökade förmågan att 
dela med sig av sig själv till andra – i individualterapin, i färdighetstränings-
gruppen med andra deltagare, och i hemmiljön – var viktig. Hinder som togs 
upp var framför allt att ätstörningssymptom kunde försvåra engagemang, för-
ståelse och medverkan i behandlingen, och att ytterligare flexibilitet i form av 
mer stöd kring måltider hade varit till nytta. 

Generell diskussion och slutsatser 
Initiala fynd från studie I visade att både ER och den kortare versionen av 
EUC (EUC-13) verkar vara reliabla och valida för att mäta överkontroll, un-
derkontroll och funktionell kontroll. Att ha reliabla mätinstrument som fångar 
upp dessa konstrukt kan vara viktigt, eftersom de kan hjälpa till att identifiera 
svårigheter i dessa områden som inte fångas upp med sedvanlig diagnostik. 
Instrumenten behöver dock utredas vidare för att de ska kunna anses tillräck-
ligt tillförlitliga för att utgöra en grund för kliniska beslut. 

Vidare visade resultaten i delstudie II att överkontroll var vanligare vid 
olika subtyper av anorexia än vid bulimi. Resultaten visade dock också att det 
fanns en variation inom varje grupp. Diagnos är således inte det enda som 
visar vilken typ av kontrollstrategi en person primärt använder sig av. Fynden 
i denna studie gör det inte möjligt att dra några slutsatser om huruvida det är 
fördelaktigt att känna till en persons personlighetsstil eller huvudsakliga kon-
trollstrategier inför en behandling. Det är dock rimligt att anta att sådan kun-
skap skulle kunna förbättra de rekommendationer vi ger till våra patienter, så 
att behandlingen passar de individuella behoven bättre. Detta skulle till exem-
pel kunna vara hjälpsamt för att skräddarsy behandling för anorexia, där 
aspekter av maladaptiv självkontroll och överkontroll kan adresseras om såd-
ana finns hos individen. 
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I studie III visade resultaten att RO-DBT verkade vara en effektiv behand-
ling för kvinnor med lindrig till måttlig anorexia och överkontroll. Den kli-
niska miljön tillsammans med användningen av multipla baslinjer, den omfat-
tande beskrivningen av deltagarna och replikation över flera deltagare ökar 
generaliserbarheten till liknande miljöer och patienter. 

I studie IV gav patienternas upplevelser stöd för fynden från studie III. Ut-
över detta framkom beskrivningar av vad de hade upplevt som viktigt i be-
handlingen, såsom att behandlingen hade ett holistiskt fokus, att den innehöll 
flera komponenter och att det var viktigt att lära sig att dela med sig av sina 
känslor till andra. Beskrivningarna av upplevda svårigheter tyder på att en mer 
flexibel ansats troligen skulle vara hjälpsam, där RO-DBT skulle kunna ges 
som behandling med mer omfattande stöd i dagvård än vad som erbjöds i 
denna studie, samt under eller efter heldygnsvård. 

Sammanfattningsvis verkar maladaptiv överkontroll vara en svårighet som 
många patienter med anorexia känner igen sig i. En behandling som RO-DBT, 
som riktar in sig på denna typ av problematik, verkar både väl emottagen av 
patienterna och ser ut att kunna vara hjälpsam. Detta är viktigt, inte minst på 
grund av det förhållandevis ringa antal patienter med anorexia som blir friska 
efter behandling. Kanske är det så att ingen modell passar alla, och att vi be-
höver öka variationen i våra insatser för att kunna hjälpa fler. 
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