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frequently comorbid with preexisting anxiety disorders. The medical consequences of prolonged anorexia nervosa are multisystemic
and can be life-threatening in severe presentations. Changes in blood
chemistry include leukopenia with lymphocytosis, elevations in blood
urea nitrogen, and metabolic alkalosis and hypokalemia when purging
is present. History and physical examination may reveal amenorrhea
in females, skin abnormalities (petechiae, lanugo hair, dryness), and
signs of hypometabolic function, including hypotension, hypothermia, and sinus bradycardia. Endocrine effects include hypogonadism,
growth hormone resistance, and hypercortisolemia. Osteoporosis is a
longer-term concern.
The course of the disorder is variable, with some individuals recovering after a single episode, while others exhibit recurrent episodes or
a chronic course. Untreated anorexia has a mortality of 5.1/1000, the
highest among psychiatric conditions. Maudsley family-based therapy
has proven to be an effective therapy in younger individuals, with strict
behavioral contingencies used when weight loss becomes critical. No
pharmacologic intervention has proven to be specifically beneficial,
but comorbid depression and anxiety should be treated. Weight gain
should be undertaken gradually with a goal of 0.5 to 1 pound per week
to prevent refeeding syndrome. Most individuals are able to achieve
remission within 5 years of the original diagnosis.
BULIMIA NERVOSA
Bulimia nervosa describes individuals who engage in recurrent and
frequent (at least once a week for 3 months) periods of binge eating
and who then resort to compensatory behaviors, such as self-induced
purging, enemas, use of laxatives, or excessive exercise to avoid
weight gain. Binge eating itself is defined as excessive food intake in a
prescribed period of time, usually <2 h. As in anorexia nervosa, disturbances in body image occur and promote the behavior, but unlike in
anorexia, individuals are of normal weight or even somewhat overweight. Subjects typically describe a loss of control and express shame
about their actions, and often relate that their episodes are triggered by
feelings of negative self-esteem or social stresses. The lifetime prevalence in women is approximately 2%, with a 10:1 female-to-male ratio.
The disorder typically begins in adolescence and may be persistent
over a number of years. Transition to anorexia occurs in only 10–15%
of cases. Many of the medical risks associated with bulimia nervosa
parallel those of anorexia nervosa and are a direct consequence of
purging, including fluid and electrolyte disturbances and conduction abnormalities. Physical examination often results in no specific
findings, but dental erosion and parotid gland enlargement may be
present. Effective treatment approaches include SSRI antidepressants,
usually in combination with cognitive-behavioral, emotion regulation,
or interpersonal-based psychotherapies.
BINGE-EATING DISORDER
Binge-eating disorder is distinguished from bulimia nervosa by the
absence of compensatory behaviors to prevent weight gain after an
episode and by a lack of effort to restrict weight gain between episodes. Other features are similar, including distress over the behavior
and the experience of loss of control, resulting in eating more rapidly
or in greater amounts than intended or eating when not hungry. The
12-month prevalence in females is 1.6%, with a much lower female-tomale ratio than bulimia nervosa. Little is known about the course of
the disorder, given its recent categorization, but its prognosis is markedly better than for other eating disorders, both in terms of its natural
course and response to treatment. Transition to other eating disorder
conditions is thought to be rare.

PERSONALITY DISORDERS
CLINICAL MANIFESTATIONS
Personality disorders are characteristic patterns of thinking, feeling, and
interpersonal behavior that are relatively inflexible and cause significant
functional impairment or subjective distress for the individual. The
observed behaviors are not secondary to another mental disorder, nor
are they precipitated by substance abuse or a general medical condition.
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This distinction is often difficult to make in clinical practice, because
personality change may be the first sign of serious neurologic, endocrine, or other medical illness. Patients with frontal lobe tumors, for
example, can present with changes in motivation and personality while
the results of the neurologic examination remain within normal limits.
Individuals with personality disorders are often regarded as “difficult
patients” in clinical medical practice because they are seen as excessively demanding and/or unwilling to follow recommended treatment
plans. Although DSM-5 portrays personality disorders as qualitatively
distinct categories, there is an alternative perspective that personality
characteristics vary as a continuum between normal functioning and
formal mental disorder.
Personality disorders have been grouped into three overlapping
clusters. Cluster A includes paranoid, schizoid, and schizotypal personality disorders. It includes individuals who are odd and eccentric and
who maintain an emotional distance from others. Individuals have a
restricted emotional range and remain socially isolated. Patients with
schizotypal personality disorder frequently have unusual perceptual
experiences and express magical beliefs about the external world. The
essential feature of paranoid personality disorder is a pervasive mistrust
and suspiciousness of others to an extent that is unjustified by available
evidence. Cluster B disorders include antisocial, borderline, histrionic,
and narcissistic types and describe individuals whose behavior is
impulsive, excessively emotional, and erratic. Cluster C incorporates
avoidant, dependent, and obsessive-compulsive personality types;
enduring traits are anxiety and fear. The boundaries between cluster
types are to some extent artificial, and many patients who meet criteria
for one personality disorder also meet criteria for aspects of another.
The risk of a comorbid major mental disorder is increased in patients
who qualify for a diagnosis of personality disorder.
TREATMENT	

Personality Disorders

Dialectical behavior therapy (DBT) is a cognitive-behavioral approach
that focuses on behavioral change while providing acceptance,
compassion, and validation of the patient. Several randomized trials
have demonstrated the efficacy of DBT in the treatment of personality disorders. Antidepressant medications and low-dose antipsychotic drugs have some efficacy in cluster A personality disorders,
whereas anticonvulsant mood-stabilizing agents and MAOIs may be
considered for patients with cluster B diagnoses who show marked
mood reactivity, behavioral dyscontrol, and/or rejection hypersensitivity. Anxious or fearful cluster C patients often respond to medications used for axis I anxiety disorders (see above). It is important that
the physician and the patient have reasonable expectations vis-à-vis
the possible benefit of any medication used and its side effects.
Improvement may be subtle and observable only over time.

SCHIZOPHRENIA
CLINICAL MANIFESTATIONS
Schizophrenia is a heterogeneous syndrome characterized by perturbations of language, perception, thinking, social activity, affect, and volition. There are no pathognomonic features. The syndrome commonly
begins in late adolescence, has an insidious (and less commonly acute)
onset, and, often, a poor outcome, progressing from social withdrawal
and perceptual distortions to recurrent delusions and hallucinations.
Patients may present with positive symptoms (such as conceptual disorganization, delusions, or hallucinations) or negative symptoms (loss
of function, anhedonia, decreased emotional expression, impaired
concentration, and diminished social engagement) and must have at
least two of these for a 1-month period and continuous signs for at
least 6 months to meet formal diagnostic criteria. Disorganized thinking or speech and grossly disorganized motor behavior, including
catatonia, may also be present. As individuals age, positive psychotic
symptoms tend to attenuate, and some measure of social and occupational function may be regained. “Negative” symptoms predominate
in one-third of the schizophrenic population and are associated with
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