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Summary
Eating disorders are severe psychiatric syndromes that most 
likely result from, and sustained by, sociocultural, psychologi-
cal and biological factors. According to the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-5), 
Feeding and Eating Disorders encompass three main diagno-
ses, namely anorexia nervosa, bulimia nervosa, and binge eat-
ing disorder. However, the collection of disturbances of eating 
attitudes and behaviours includes several other conditions such 
as pica, rumination disorder, purging disorder, atypical anorexia 
and bulimia nervosa, subthreshold binge eating disorder and 
night eating syndrome. 
In a trans-diagnostic perspective, all these conditions under-
score key similarities across the eating disorders, including 
dietary restraint, binge eating, compensatory purging, body 
checking and weight preoccupation. There is a general agree-
ment on considering behavioural anomalies – which are re-
quired for DSM diagnosis – as secondary epiphenomena to 
a more profound psychopathological core, defined by exces-
sive concerns about body shape and weight. In particular, 
patients with eating disorders overvalue their body shape and 
weight. Furthermore, the body image disturbance has been 
associated with a more profound disturbance consisting in 
disorders of the way persons experience their own body and 
shape their personal identity. In other words, whereas most 
people evaluate and define themselves on the basis of the 
way they perceive their performance in various domains, pa-
tients with eating disorders judge their self-worth largely, or 
even exclusively, in terms of their shape and weight and their 
ability to control them. 

According with a phenomenological perspective, the core di-
mension of the disease of subjects with proneness to eating dis-
order behaviours also encompasses the perception of space, as 
well as the subjective experience of time. Several behaviours 
and cognitive distortion can be derived from a basic sense of 
spatial metamorphosis that is deeply associated with the disor-
der of corporeality. In the same way, the subjective perception 
of time in eating disorder patients appears to be connected with 
the temporal discontinuity of the representation of one’s own 
body, and the need of predictability of one’s own life, which is 
achieved/failed according to control of eating and weight. 
The psychopathological core, rather than behavioural abnor-
malities, plays a crucial role in the onset and persistence of 
these disorders. Indeed, it has been associated with different re-
sponses to psychological treatment in several reports, and some 
authors have pointed out that the threshold to define the full 
recovery process might be body shame, appearance schemas 
and thin-ideal internalisation. Therefore, these may be fruitful 
targets of intervention among those on a recovery trajectory.
In line with this perspective, a comprehensive assessment of a 
person with EDs should include: the way of perceiving once 
own body and the lived corporeality, the significance of the ill-
ness and the body in the inter-subjective interactions as well 
as the identity definition, the space perception and the way of 
experiencing time associated with several EDs features (such as 
binge eating, weight control).
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Introduction

Eating disorders (EDs) are severe psychiatric syndromes 
characterised by a persistent disturbance of eating or eat-
ing-related behaviours that result in the altered consump-
tion or absorption of food and that significantly impair 
physical health or psychosocial functioning. According to 
the fifth edition of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM-5), the Feeding and Eating Dis-
orders category encompasses pica, rumination disorder, 

avoidant/restrictive food intake disorder, anorexia nervo-
sa, bulimia nervosa and binge-eating disorder. However, 
the constellation of the disturbances of eating attitudes 
and behaviours includes several other conditions such as 
purging disorder, atypical anorexia and bulimia nervosa, 
sub-threshold binge eating disorder and night eating syn-
drome. According to a trans-diagnostic perspective, all 
these conditions underscore the same distinctive psycho-
pathology, and patients move between these diagnostic 
states over time (diagnostic crossover) ¹ ².
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Furthermore, empirical studies have demonstrated that 
both typical and subthreshold EDs share the same clini-
cal features, including dietary restraint, binge eating, 
compensatory purging, body checking and weight preoc-
cupation. Taken together, these observations suggest that 
common mechanisms are involved in the persistence of 
all EDs ³. 
In line with this position, there is general agreement on 
considering behavioural anomalies – which are required 
for DSM diagnosis – as secondary epiphenomena to a 
more profound psychopathological core. For example, 
according to the cognitive behavioural theory the over-
evaluation of eating, shape and weight and their con-
trol is considered the primary psychopathological phe-
nomenon, and most of other clinical features can be 
understood as stemming directly from it, including the 
extreme weight-control behaviours,persistent attempts 
to restrict food intake, self-induced vomiting, misuse of 
laxatives and diuretics, over-exercising, various forms of 
body checking and avoidance, and preoccupation with 
thoughts about eating, shape and weight ³ 4. 
According to a phenomenological position, the core 
psychopathological features represented by shape and 
weight concerns are the result of a more profound distur-
bance of the way persons with EDs experience their own 
body (embodiment) and shape their personal identity, 
assuming that the various kinds of anomalous eating be-
haviour are a consequence thereof. In line with this per-
spective, a comprehensive assessment of a person with 
EDs should overcome the merely behavioural assessment 
required for a DSM diagnosis, and it should include the 
general way of perceiving one’s own body and the lived 
corporeality. Moreover, clinicians should evaluate the 
consequences of this core dimension on other domains 
of the patient’s life, such as the significance of the ill-
ness and the body in the inter-subjective interactions as 
well as identity definition, space perception and the way 
of experiencing time associated with several features of 
EDs (such as binge eating, weight control). Indeed, sev-
eral behaviours and cognitive distortion often taken into 
account by the psychiatric and cognitive literature can 
be derived from a basic sense of spatial metamorphosis 
that is deeply associated with the disorder of corporeal-
ity. In the same way, the subjective perception of time in 
ED patients appears to be connected with the temporal 
discontinuity of the representation of one’s own body, 
and the need of predictability of one’s own life, which is 
achieved/failed according to control of eating and weight.
An accurate psychopathological assessment in EDs is 
crucial from a clinical point of view for several reasons. 
At first, psychopathology allows definition of a qualitative 
threshold along a continuum of severity, discriminating 
healthy subjects from high risk persons with abnormal 
eating behaviours in the general population, and non-

clinical persons with abnormal eating behaviours from 
EDs in a clinical setting. Furthermore, the core features of 
EDs have been associated with different responses to psy-
chological treatments and a different course of illness 5-8. 
In other words, while diagnoses do not seem to repre-
sent adequate outcome predictors, psychopathological 
dimensions identify subpopulations of persons with EDs 
with different trajectories across time, and therefore dif-
ferent maintaining factors and pathogenic mechanisms.  
The present chapter is aimed at providing a comprehen-
sive description of the main psychopathological dimen-
sions that can be affected in subjects with proneness to 
EDs. Our attempt is to overcome the simplistic behav-
ioural assessment suggested by the DSM, and some of the 
constructs of the cognitive literature, and to focus on the 
subjective perception of body, space and time, as well as 
on the sensation of control/loss of control which under-
lies several pathological eating behaviours. 

Body 
Several studies have demonstrated the importance of 
concerns related to the body (e.g. shape, weight) in 
determining a different course of patients with EDs, in 
terms of response to treatment and long-term outcome. 
Patients with EDs typically overvalue their body shape 
and weight, and body image disturbances may be the key 
to distinguish between partially and fully recovered indi-
viduals and a healthier relationship with one’s body may 
be the final hurdle in recovery 9. 
In particular, it has been suggested that body image dis-
tortion – defined as “a disturbance in the way in which 
one’s body weight or shape is experienced” ¹0 – repre-
sents a specific trait of EDs , which allows distinguish-
ing between affected EDs patients and normal subjects 
across a continuum of severity of several psychopatho-
logical domains, including the influence of body weight 
or shape on self-evaluation, and the tendency to control 
body weight. It is considered as a multidimensional pat-
tern, which includes cognitive and affective components 
(concerns and feelings about the body), perception (esti-
mation of body size) and behaviours related to the own 
body perception ¹¹.
In many cases, the term body image has been adopted 
in a rather unspecific manner, including different psy-
chological and neurocognitive domains. For a more 
accurate psychopathological definition, it is important 
to distinguish between different dimensions of embodi-
ment, such as body schema, body image and lived body, 
although no consensus concerning terminology has yet 
emerged ¹². The concept of body image should be clearly 
differentiated from body schema, which is “a system of 
sensory-motor capacities that function without aware-
ness or the necessity of perceptual monitoring” ¹². Ac-
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ing schizophrenia ¹9 ²³, manic-depressive disorders ²² and 
body dysmorphic disorder ²4. Abnormal attitudes toward 
one’s own corporeality, and difficulties in the definition 
of one’s own identity, have been proposed as the core fea-
tures of these disorders. EDs are affected by disturbances 
of the way people experience their own body (embodi-
ment). In subjects with a proneness to pathological eating 
behaviours, the body is no longer the essential experi-
ence of the being-in-the-world, but the world becomes 
the field to play the game to define their own identity. 
The body becomes the means to get in touch with their 
own emotions. Accordingly, these are sentences often re-
ported by EDs patients: “Having my weight under control 
makes me feel in control of my emotional states”; “If my 
measurements remain the same over time I feel that I am 
myself, if not I feel I am getting lost”.
From a neurobiological perspective, brain activation in 
response to the view of one’s own body involves exten-
sive circuitry including dorsolateral prefrontal, supple-
mentary motor, insular, inferior parietal (representation 
of one’s own body schema), fusiform (human face rec-
ognition process), occipito-temporal (the so called “ex-
trastriate body area”) and cingulate regions. Moreover, 
body image distortion has been associated with a specific 
activation pattern that includes the inferior parietal lob-
ule and the dorsolateral prefrontal cortex (DLPFC) ²5. The 
DLPFC represents an intriguing neurobiological correlate 
for psychopathological domains, given the functions as-
sociated with this brain region. It is part of cortico-striatal 
loops, which contribute not only to executive functions 
but also to the regulation of emotional impulses medi-
ated by limbic and paralimbic structures ²6, by means of 
enhancing the tendency of individuals to suppress aver-
sive emotional states ²7. Furthermore, it may represent the 
biological underpinning of the link between body image 
and identity disturbance in EDs. Indeed, the DLPFC has 
long been considered a key component of a network sub-
serving awareness of self and metacognitive evaluation 
of the self   ²8 29. Therefore, in EDs specific activation of 
DLPFC in response to body image distortion tasks could 
suggest that the oversized body stimuli can be considered 
highly relevant for self-evaluation ³0.

Identity
There is a general agreement to consider the maintenance 
EDs as based on a dysfunctional system for evaluating self-
worth. Whereas most people evaluate themselves on the 
basis of their perceived performance in a variety of domains 
of life (e.g. the quality of their relationships, work, parent-
ing, sporting ability, etc.), people with EDs judge themselves 
largely, or even exclusively, in terms of their eating habits, 
shape or weight and their ability to control them ³.
From a cognitive point of view, the self-concept is de-

cording to Head ¹³, the body schema is a model/repre-
sentation of one’s own body that constitutes a standard 
along which postures and body movements are judged. 
This representation can be considered the result of com-
parisons and integration at the cortical level of past sen-
sory experiences (postural, tactile, visual, kinaesthetic 
and vestibular) with current sensations. This gives rise 
to an almost completely unconscious “plastic” reference 
model that makes it possible to move easily in space and 
to recognise the parts of one’s own body in all situations. 
According to Schilder ¹4, the body image can be defined 
as “the picture of our own body which we form in our 
mind, that is to say, the way in which the body appears 
to ourselves”. Allamani and Allegranzi  ¹5 refer to body 
image as “a complex psychological organization which 
develops through the bodily experience of an individual 
and affects both the schema of behaviour and a funda-
mental nucleus of self-image”. A third concept, namely 
lived body, is taken from phenomenology and addresses 
the body experienced from within, my own direct experi-
ence of my body in the first-person perspective, myself as 
a spatiotemporal embodied agent in the world ¹6-20. In a 
phenomenological perspective, the layer of cenesthetic 
sensations is the prerogative of the lived body as the im-
mediate experience of one’s body, and not a representa-
tion of it (as the case with “body image”) ²¹.
Since the beginning of the 20th century, phenomenology 
has developed a distinction between lived body (Leib) 
and physical body (Koerper), or between body-subject 
and body-object. The first is the body experienced from 
within, my own direct experience of my body in the first-
person perspective, myself as a spatiotemporal embodied 
agent in the world; the second is the body thematically 
investigated from without, as for example by natural sci-
ences as anatomy and physiology, a third-person per-
spective  ¹6 17. One’s own body can be apprehended by 
a person in the first-person perspective as the body-I-am. 
This is the cenesthetic apprehension of one’s own body, 
the primitive experience of oneself, the basic form of self-
awareness, or the direct, unmediated experience of one’s 
own “facticity”, including oneself as “this” body, its form, 
height, weight and colour, as well as one’s past and what 
is actually happening. First and foremost, we have an 
implicit acquaintance with our own body from the first-
person perspective. The lived body turns into a physi-
cal, objective body whenever we become aware of it in 
a disturbing way. Whenever our movement is somehow 
impeded or disrupted, then the lived body is thrown back 
on itself, materialised or “corporealised”. It becomes an 
object for me. Having been a living bodily being before, 
I now realise that I have a material (impeding, clumsy, 
vulnerable, finite, etc.) body ²².
Anomalies with embodiment have already been posited 
as central domains of several mental disorders, includ-
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a basic requirement to achieve an identity and a stable 
sense of one’s self  ²¹. Therefore, for persons prone to 
symptomatology of EDs, the identity is no longer a real 
psychic structure that persists beyond the flow of time 
and circumstances. The experience of not feeling own 
body and emotions involves the whole sense of identity. 
This causes us to deprive ourselves of our existence as a 
being-for-itself and instead learn to falsely self-identify as 
a being-in-itself 44. Therefore, there is the need to resort 
to one’s own body weight as a viable source of definition 
of the self, as patients often report: “Sometimes, the emo-
tions I feel are extraneous to me and scare me”; “I see 
myself out of focus, I don’t feel myself”.
From an empirical point of view, the relationships be-
tween abnormal eating behaviour and self-construct or 
identity in EDs has already been investigated 45. For ex-
ample, Nordbø documented that anorectic persons may 
explain their behaviour as a tool for achieving a new 
identity. Skarderud  46 47 showed that for some persons 
with ED, changing one’s body is a tool to become an-
other. They want to change, and changing one’s body 
serves as both a concrete and a symbolic tool for such 
ambitions. Thus, shaping oneself is a “concretised meta-
phor”, establishing equivalence between a psychic real-
ity (identity) and a physical one (one’s body shape). As 
suggested by Surgenor et al. 48, looking into the different 
ways persons with ED construe their own self, especially 
in relation to their disorder and therapy, has strategic im-
plications for the therapeutic endeavour.
Recently, based on theoretical background, a question-
naire named IDEA (IDentity and EAting disorders) as-
sessing abnormalities in lived corporeality, and of per-
sonal identity has been validated  43. The questionnaire 
was developed based on the following conceptual ar-
eas: feeling oneself through the gaze of the other, defin-
ing oneself through the evaluation of the other, feeling 
oneself through objective measures, feeling extraneous 
from one’s own body, feeling oneself through starvation, 
defining one’s identity through one’s own body, feeling 
oneself through physical activity and fatigue. Theoreti-
cally, the questionnaire assumed that most pathological 
eating behaviours and features are a consequence of the 
severity of abnormal bodily experiences and identity dis-
orders. The questionnaire was administered to a sample 
of women with EDs. The validation process considered 
four subscales, namely feeling oneself through the gaze 
of the other and defining oneself through the evaluation 
of the other, feeling oneself through objective measures, 
feeling extraneous from one’s own body and feeling one-
self through starvation. The authors demonstrated that 
the questionnaire is able to identify important psycho-
pathological phenomena that are closely related to the 
specific anomalies of patients with EDs measured with 
commonly-adopted psychometric instruments. In par-

fined as a set of knowledge structures about the self that 
originates from the cognitive products of the person’s 
interaction with the social world. These aspects are im-
portant for development of self-schemas that shape the 
individual’s social interactions ³¹ ³². The literature in this 
field has provided two main constructs pertaining one’s 
own identity, which have been proposed as maintaining 
factors of EDs: severe clinical perfectionism, and core 
low self-esteem ³³. Clinical perfectionism is a system for 
self-evaluation in which self-worth is judged largely on 
the basis of striving to achieve demanding goals and suc-
cess at meeting them ³4. Perfectionism is well-known to 
be frequently observed in patients with ED ³4 35. There is 
often an interaction between the two forms of psycho-
pathology with the patient’s perfectionist standards be-
ing applied to the attempts to control eating, shape and 
weight, as well as other aspects of life (e.g. performance 
at work or sport) ³. Regarding the core of low self-esteem, 
most of patients with ED have an unconditional and per-
vasive negative view of themselves that is seen as part 
of their permanent identity. These patients show particu-
larly pronounced negative cognitive processing biases, 
coupled with over-generalisation, with the result that any 
perceived “failure” is interpreted as confirmation that 
they are failures as people thereby reaffirming their over-
all negative view of themselves ³6. 
Moreover, in a psychodynamic perspective, impairments 
in overall identity development and the failure to estab-
lish multiple and diverse domains of self-definition have 
been considered the core pathoplastic mechanism of 
EDs ³7-41. In particular, Bruch ³7 suggested that the dissat-
isfaction and preoccupation with body image that char-
acterises persons with EDs reflect a maladaptive “search 
for selfhood and a self-respecting identity”. Accordingly, 
the basis for the development of the sense of a core sub-
jective self is represented for Stern 4² by the interaction 
between mother and infant in sharing affective states 
and experiences. Feeding represents a vital activity for 
the construction of the self since it serves as a framing 
environment and allows face-to-face contact with the 
caregiver via the phenomenon of affective attunement 4², 
an essential step toward the development of a narrative 
self and a sense of identity. 
Stanghellini et al.  4³ provided a phenomenological 
interpretation of the core psychopathology of EDs based 
on a disturbance of self-identity. According to this 
hypothesis, in persons with EDs the disturbance of the 
experience of one’s own body is interconnected with the 
process of shaping their personal identity. As stated, the 
cenesthetic apprehension of one’s own body is the more 
primitive and basic form of self-awareness, and patients 
with EDs often report – with different extents of insight 
– their difficulties in perceiving their emotions and that 
do not “feel” themselves  ³8-41. Indeed, feeling oneself is 
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association between personality traits such as impulsivity 
and the development of eating disorders features.

The other 
Clinicians often report that EDs patients define them-
selves by the gaze of other persons: “For me it’s very 
important to see myself through the eyes of the others”; 
“The way I feel depends on the way I feel looked at by the 
others”; “Sometimes I focalize myself through the gaze of 
the others”.
As previously stated, a specific alteration of lived corpo-
reality can be detected in patients with EDs, and repre-
sents the psychopathological dimension underpinning 
the commonly observed body image disturbance. More 
specifically, persons with proneness to the symptoms of 
EDs showed a predominance of one dimension of em-
bodiment, namely the lived-body-for-others, which is a 
concept proposed by Sartre  44. In addition to the body-
subject and body-object dimensions of corporeality, Sar-
tre emphasised that one can apprehend one’s own body 
even from another point of view, as one’s own body 
when it is looked at by another person. This further step 
of self-representation happens when people realise that 
their own body can be observed by other persons, and 
therefore it can be an object for the others. When persons 
become aware that they, or their own body, is looked 
at by another person, they realise that their body can be 
an object for that person. “With the appearance of the 
Other’s look”, writes Sartre, “I experience the revelation 
of my being-as-object”. The upshot of this is a feeling of 
“having my being outside (…) [the feeling] of being an 
object”. Thus, one’s identity becomes reified by the gaze 
of the other, and reduced to the external appearance of 
one’s own body. Therefore, the lived body is no longer 
direct, first-personal experiential evidence, but it is an en-
tity that exists as viewed from an external perspective 43. 
This means that the other becomes the mirror in which 
one can perceive oneself.
Persons with EDs experience their own body first and 
foremost as an object being looked at by another, rather 
than cenesthetically, or from a first-person perspective. 
Therefore, the comprehension of the profound uneasi-
ness of lived corporeality of EDs – leading to the sense 
of alienation from one’s own body and from one’s own 
emotions - should be integrated with an exaggerated 
concern to take responsibility for the way one appears to 
the others, as well as the possibility to feel oneself only 
through the gaze of the others, through objective meas-
ures and through self-starvation  ²¹. This interpretation 
overcomes the general position of the alloplastic person-
ality frequently observed in subjects with EDs. Accord-
ing to this perspective, for persons with EDs the other is 
no longer an interlocutor with which to engage an in-

ticular, the subscales showed a different pattern of asso-
ciation with the features of EDs. Feeling oneself through 
the gaze of the other and defining oneself through the 
evaluation of the other was associated with overvalued 
thoughts regarding body shape. A measure of alienation 
from one’s own body and emotions, and feeling extrane-
ous from one’s own body significantly correlated with 
concerns about weight and body shape. Finally, feeling 
oneself through objective measures and feeling oneself 
through starvation were associated with overvalued 
thoughts regarding weight and eating concerns and with 
dietary restriction, respectively. In line with these results 
and with the phenomenological perspective, some char-
acteristic ED behaviours, such as starvation and the fixat-
ed checking of objective measures, might be interpreted 
as an alternative coping strategy aimed to feel oneself for 
those patients who are unable to feel themselves cenes-
thetically.
These results were confirmed for patients report-
ing anorexia nervosa, bulimia nervosa and binge eat-
ing disorder  4³. Moreover, it was also applied beyond 
the boundaries of the DSM diagnostic categories, and 
abnormal bodily experiences were observed not just for 
“over-threshold” ED patients. First of all, it was tested 
in a large population of university students who did not 
suffer from EDs ²¹. IDEA appeared to be able to identify 
vulnerability in subjects without full-blown EDs but with 
abnormal eating patterns. Moreover, the questionnaire 
provides a numerical threshold to discriminate clinical vs. 
non-clinical populations. Indeed, in people who develop 
clinically relevant EDs, extraneousness from one’ own 
body is a phenomenon that is significantly more manifest 
and penetrant than in people who display over-threshold, 
but non full-blown abnormal eating patterns. This could 
represent the first step to demonstrate that IDEA is able to 
identify candidate experiential intermediate phenotypes 
that express a gradient of vulnerability from healthy to 
clinical persons with EDs. 
Finally, the questionnaire was applied to morbidly obese 
patients, which is a population at high risk of develop-
ing EDs behaviours  49. The vulnerability to EDs behav-
iours such as binge eating appeared to be associated with 
abnormal bodily experiences in a dimensional pattern. 
Moreover, abnormal bodily experiences measured by 
IDEA represent the psychological underpinning of the 
relationship between binge eating behaviours and impul-
sivity, which has been frequently associated with such 
behaviours. A mediation model clarified that not impul-
sivity in itself, but the presence of impulsivity in persons 
affected by abnormal bodily experiences, may lead to ED 
psychopathology and abnormal eating behaviours. Au-
thors concluded that the disturbance in the lived corpo-
reality may represent the core vulnerability trait that is 
one of the psychological characteristics underlying the 
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rietal-occipital region 50, which, besides EDs, have been 
proposed for body dysmorphic disorder and neurological 
disorders, including interparietal syndrome, Gertsmanís 
syndrome, inferoparietal syndrome, phantom limb syn-
drome, genital retraction syndrome, panencephalitis, cer-
ebrovascular syndromes and pharyngeal streptococcia 
affecting the basal ganglia. An interdependence between 
cerebral regions through integrated neural networks ena-
bles efficient processing of information. Disturbances in 
these association pathways can lead to an imbalance in 
the extensive cerebral loops.
However, as previously reported, it is clear that the dis-
turbance of of body image in EDs cannot simply be as-
certained from a somato-sensorial alteration, or a failing 
of the integration of somatic sensations at different levels. 
Since 1893, Bonnier 5¹ rejected the idea that the meaning 
of one’s body is simply the sum of somatic sensations 
arising from it. He proposed that the space is the unifying 
element to define the various somatic and visceral 
sensations. Therefore, the mental representation of one’s 
body is firstly a spatial representation. In this model, the 
body schema is the mental representation of topography 
that allows us to first know the space we occupy and 
that allows us the orientation with respect to the external 
environment and the various parts of our body. For Lher-
mitte, 5² body image exists upstream as a necessary con-
dition for every sensation, perception and even action. 
The representation of one’s own body is for the author 
simultaneously a current image, subject to continuous 
modifications by sensory afferents and a memory image 
linked to past experiences.
Fisher and Cleveland 5³ address the issue of body image 
primarily in terms of bodily boundaries, and the body 
helps to create a sense of individuality in each of us, es-
pecially in terms of space. Generally speaking, body im-
age boundaries coincide with those of the physical sur-
face of the body. In the first months of life, body bounda-
ries are confined within it, because the life experiences 
in this period relate mainly to the mouth and digestive 
tract. With growth, they move closer to the body surface 
and only in adulthood is an acceptable match reached 
between the boundaries of body image and physical sur-
face of the body. 
According with the identity disturbance of EDs, we can 
expand the disorder of lived corporeality in terms of 
space occupied by the body. Therefore, persons with 
EDs report an extreme polarisation of the continuum rep-
resented by the sentence: “I am the space that my body 
occupies”. A psychological assessment should take into 
consideration the meaning for the perceived spatial met-
amorphosis often reported by persons with EDs, in the 
light of the disorder of their lived corporeality. For all of 
us, our body represents the boundary from the rest of the 
word. The body forms the dividing line with the outside, 

tersubjective co-creativity relationship, but it is the one 
who confirms my existence, my being-in-the-world. The 
gaze of the other becomes the unique way through which 
we are aware of our own presence. It is as the mirror in 
which to see themselves and to feel themselves ²¹. 

Space
Patients with EDs with a severe clinical condition often 
have been reported to say:  “I cannot step through the 
door”. “I take a lot of space when I’m in a room”, “My 
body does not enter into my clothes”. These kinds of sen-
tences are often generically attributed to body image dis-
tortion phenomenon. Furthermore, clinicians generally 
attribute to body image distortion most of the checking 
behaviours of those with EDs. Indeed, individuals with 
EDs perform repetitive, often time-consuming, and com-
pulsive behaviours such as long hours of lifting weights, 
excessive mirror checking or avoidance, comparing 
one’s appearance with that of others, seeking reassur-
ance about the perceived weight fluctuation, skin pick-
ing, camouflaging the perceived changes of the space 
they feel to occupy (e.g. with hair, makeup, body posi-
tion, or clothing), frequent clothes changing and frequent 
body measuring. Although the goal of such behaviours 
is to diminish the anxiety provoked by the body image 
concerns, these behaviours often increase and maintain 
anxiety.
The mentioned behaviours and cognitive distortions can 
be interpreted in the light of the disorder of the lived body 
which leads to a kind of spatial metamorphosis. This posi-
tion might overcome the neurocognitive literature on the 
complex relationship between the body schema and the 
body image. From the cognitive perspective, it has been 
extensively noticed that changes in body schema affect 
spatial perception and perception of objects. Exercise, 
dance and other practices that affect motility and postural 
schema have an effect on the emotive evaluation of one’s 
own body image. Furthermore, subjects who improve in 
neuromuscular coordination, strength and endurance by 
means of exercise, or experience increased coordination, 
balance, agility and improved posture, gain a perception 
of body competence and achieve a higher degree of sat-
isfaction with their own bodies. Thus, changes in body 
schema associated with exercise alter the way that sub-
jects emotionally relate to and perceive their bodies. On 
the basis of these observations, Gallagher ¹² argued that 
performances of the body schema may place constraints 
on intentional consciousness, and suggested that changes 
in various aspects of body schema have an effect on the 
way subjects perceive their own bodies, that is, changes 
in body schema lead to changes in body images. The 
neurobiological substrate of disorder associated altera-
tions in body schema are essentially localised in the pa-
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and dynamic person–situation interaction (or transac-
tion), and it is of note that this fluid versus static issue 
has long permeated much of psychology, especially the 
domain of personality theory. In contrast to centralist (in-
trapersonal) and peripheralist (situational) perspectives, 
an interactionist view maintains that we must consider 
both the person and the situation if we are to understand 
the complexities of human behaviour. Understanding the 
dynamic interplay of body image and contextual events 
is crucial for the appreciation of body image fluidity in 
everyday life. 
For example, there can be activating contexts such as a 
public party. Persons’ beliefs entail self-evaluative social 
comparisons in which they look extremely fat, and they 
infer that others at the party notice how fat they are. Emo-
tional consequences include feelings of socially based 
self-conscious anxiety and shame. The behavioural con-
sequences include attempts to conceal their  “offending” 
body shape by covering it or with restriction of social in-
teractions. Diaries often used as a self-monitoring strategy 
of treatment can describe activators of body image dys-
phoria, and capture such prototypical and troublesome 
body image states. For the therapist and client alike, this 
is clinically useful in the process of beginning to under-
stand the essentially scripted nature of the client’s experi-
ences, which are often replete with common themes (e.g. 
contextual similarities, underlying cognitive distortions 
and schemas, specific emotions and coping strategies) 55. 
According to a qualitative analyses of the reports of pa-
tients, time appears to be subjectively perceived in a dif-
ferent way by persons with EDs. For example, consider-
ing some patients with bulimia nervosa, binge eating epi-
sode occur in a very short period of time as a breakdown 
in a context of continuous control of eating habits. The 
purging behaviour occurs as a way to regain the control. 
Binge eating episode patients report either binge eating 
occurring in a short period of time either binge eating 
days, during which they spend all the time eating sweet 
things or craving or nibbing. For both bulimia nervosa 
and binge eating episode patients, it is clear that the sub-
jective perception of time during binge eating episodes 
is completely different compared with a normal time 
course. Patients often do not remember what they were 
doing, how long the episode lasted or even what they 
have eaten. 
An approach that overcomes merely behavioural assess-
ment is necessary in EDs as demonstrated by the difficul-
ties of researchers in their attempt to operationalise the 
definition of binge eating with objective variables. The 
consumption of a large amount of food (an amount of 
food that is definitely larger than most people would eat 
during a similar period of time and under similar circum-
stances) or the temporal boundary to the episode (eating, 
in a discrete period of time; e.g. within any 2-h period), 

the limit that encloses its ipseity distinguishing it from the 
external environment. A healthy person would perceive 
this limit, represented mainly by body surface area, as 
extremely impervious to the inside (towards what is most 
intimate inner-body) and how patent towards the outside 
(like a door that opens onto the world) 54.
For persons with EDs, spatiality loses the anthropological 
feature with whom “I’m in the skin of my body”. Being in 
this sense does not means being “here” or “there” (the ba-
sic form of self-experience - sense of existing as a subject 
of awareness – rooted in one bodily experience), but just 
being “here” where I occupy a place, a space. Thus, the 
space become smaller, and becomes too tight to contain 
my body.

Time
Merleau-Ponty  ¹7 dedicates one of the most important 
parts of his lecture about the lived body (leib) to be con-
sidered as “belonging to the world, being in the world 
temporality committed”.  He focuses on the temporal 
dimension since the structure of the world is the tempo-
rality, following the approach of Husserl’s consciousness 
of inner time. In this sense, the primary contact with the 
world is the so-called field of presence, the leib with its 
own temporality, in which all our actions take place.  
Every human experience is configured on experience of 
time. Indeed, the stream of consciousness comprises an 
ensemble of experiences that is unified both at any given 
time and over time. The temporal continuity of the rep-
resentation of the body is altered in patients with EDs. 
Time is no longer intentionality, and therefore it cannot 
be a way for being with the other in a simultaneity or in a 
succession temporality.
First of all, patients with EDs always report the feeling 
that the body can change continuously. Time is reduced 
to a mere control function, and in particular to be em-
ployed in control and/or loss of control of weight and 
eating – in other words to monitoring one’s own body 
over time. For example, EDs patients have been observed 
to report: “I spend most of the time before the mirror to 
control my body”, or “the perception of time depends on 
body control. My body is under control all the times. I 
fail, at times, miserably and at times I am successful, but 
I would like to be successful all the time”, “One morning 
I feel my thighs fit perfectly in my pants, another morning 
instead they have become huge”. 
Clinicians should always take into consideration the situ-
ational and temporal variations of body image experi-
ences within individuals with EDs. Specific situations or 
events activate patients’ thoughts and emotions, while at 
other times these body image experiences are either ab-
sent or much more benign. Cash and Pruzinsky 55 high-
lighted that body image must be considered as a fluid 
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control most of the time, which results as a continuous 
and strength resistance against an imminent threat. Thus, 
they commonly restrict their experience and focus on 
eating and body size to regain a feeling of control and 
achieve some degree of predictability in their life 6¹ 68. 

Conclusion
The phenomenological point of view on EDs considers 
the pathological eating behaviours as epiphenomena of 
a more profound disorder of lived corporeality and self-
identity. In the same way, some of the cognitive distor-
tions often associated with these disorders can also be 
derived from the main psychopathological dimensions, 
involving a sense of metamorphosis of space and a sense 
of time interconnected with the need of predictability. 
In line with this position, it has been suggested that the 
term “eating disorders” is referred to a merely behaviour-
al definition. However, it is important to note that the 
behavioural characteristics defining diagnoses change 
across time, and provide scarce information on prog-
nosis. Moreover, some cognitive constructs – frequently 
reported as maintaining factors of pathological eating be-
haviours - have been found to show a non-specific asso-
ciation with the pathology of EDs. Therefore, the search 
for core psychological dimensions could provide more 
specific and stable phenotypes, which would result more 
suitable both for clinicians and researchers. 
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