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<Abstract>

Eating disorders have traditionally been addressed using symptom-centered behavioral models,
often overlooking the deeper psychological structures involved in their origin and
maintenance. This article proposes a clinical perspective grounded in the structural model of
trauma and dissociation, which conceptualizes eating disorders as manifestations of an internal
world shaped by unintegrated traumatic experiences and early attachment disruptions. It
examines the protective function of symptoms, the role of the body as a somatic archive of
traumatic memory, and the dynamics of non-integrated self-states and dissociative parts.
Drawing upon clinical case analysis and theoretical evidence, the article argues that effective
intervention must include work with the internal system, validation of each part involved, and
the establishment of a secure therapeutic alliance. It concludes that only trauma-informed
psychotherapy oriented toward structural integration can support profound and sustained
recovery in individuals with eating disorders.
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I . Introduction

Clinical practice has consistently shown that eating disorders (EDs) cannot be fully
understood through a purely symptomatic or behavioral approach. These manifestations must
be situated within a deeper relational structure, in which food and the body operate as
vehicles for expressing an internal world shaped by dysfunctional attachment experiences.
Individuals with EDs tend to relate to food in ways that mirror their attachment style, which
is often unconsciously reproduced through their eating behavior.

From the earliest stages of life, the "secure base" serves as the organizing axis of the child’s
affective system. When this base is compromised by insecure, ambivalent, or disorganized
attachments —as is frequently the case in individuals with EDs—food becomes a tool for
emotional regulation, behavioral control, or affective dissociation. This logic is particularly
evident in conditions such as anorexia nervosa, where the rejection of basic needs functions
as an adaptive strategy in response to relational fear, or in binge eating disorder, where
excessive intake is linked to emotional deprivation and compensatory strategies modeled by
caregiving figures who used food as a substitute for affective presence.

This article aims to offer a clinical understanding of eating disorders from a relational trauma
perspective, exploring how attachment styles manifest in eating behavior and how therapeutic
intervention must be directed toward the reconstruction of internal relational safety, beyond
the observable symptom.

II. Theoretical Framework
1. Trauma and Dissociation in Eating Disorders

From this clinical perspective, eating disorders should be understood as adaptive responses to
early traumatic experiences, in which the body and food serve as symbolic containers for
unspoken emotional pain. In such cases, trauma does not necessarily stem from overtly
extreme events, but often arises from sustained relational experiences that exceed the
developing child's psychological capacity for regulation—such as humiliation, emotional
rejection, invalidation, excessive control, or pressures related to bodily ideals.

These experiences give rise to what is conceptualized as attachment trauma, the unprocessed
imprint of which is embedded directly in the body. In this context, eating becomes a
language through which the unspeakable is communicated. The statement "How bad my body
looks is how bad I feel" encapsulates this dynamic. In many instances, the eating disorder
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functions as a form of somatic dissociation: the individual rejects food, suppresses hunger, or
engages in compulsive binge eating not as isolated behaviors, but as strategies for
disconnecting from overwhelming sensations, emotions, or memories.

Individuals with anorexia, for example, use dietary restriction to block both physical and
emotional needs, sustaining an ideal of control that shields them from emotional chaos.
Avoiding food becomes synonymous with avoiding connection, denying the need for care and
relational contact. In contrast, individuals with binge eating patterns often exhibit an
emotional dependency on food as their sole available means of regulation and relief. At both
extremes, dissociation serves a structural function of psychological survival.

The symptom should not be regarded as an adversary, but rather as an adaptive organizer
that reflects the lack of internal cohesion and the inability to inhabit the body safely.
Consequently, therapeutic intervention should not aim to eliminate the behavior itself, but to
understand the message it conveys. The goal is not to impose change, but to accompany the
integration of meaning and to facilitate the patient’s reconnection with bodily sensations from
a place of safety.

2. Typology of Trauma

In clinical work with individuals affected by eating disorders, a wide range of trauma forms
have been identified, which do not always manifest as singular or overtly traumatic events.
Instead, they often present as chronic relational experiences that disrupt the development of
attachment, self-image, and emotional regulation. Below is a provisional classification of the
types of trauma and childhood wounds commonly found at the structural core of eating
disorder symptoms:

1) Childhood Wounds and Attachment Trauma

This form of trauma originates in insecure relationships with primary caregivers, marked by a
lack of emotional attunement, emotional neglect, excessive control, or rejection. These
relational patterns generate a deep sense of being unseen, undeserving of care, or lacking the
right to exist. In such contexts, food becomes either a substitute for emotional connection or
a tool to manage affective emptiness. These wounds are present across clinical
presentationsincluding anorexia nervosa, bulimia nervosa, and binge eating disorderalthough
they manifest differently in each condition.

2) Relational Trauma

This category refers to repeated experiences of invalidation, betrayal, humiliation, comparison,
judgment, or excessive demands (Schuder & Lyons-Ruth, 2004). Such experiences are
internalized as critical voices, which in turn form unintegrated self-states or punitive internal
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parts. These parts are responsible for maintaining rigid self-control or self-sabotaging
behaviors. As a result, disordered eating behaviors become a means of responding to these
internal voices —through restriction, purging, or compulsive eating aimed at alleviating the
distress generated by self-criticism or shame.

3) Unresolved Grief

Unprocessed losses often become sources of emotional pain that are displaced into
eating-related symptoms. Grief represents a rupture that, when not integrated, is masked by
the symptom as a way to generate a protective separation from suffering. In this context, the
symptom becomes necessary to avoid direct contact with the pain of loss, resulting in a
dependence on food —whether through restriction or overconsumption—as a means of
emotional avoidance.

4) Complex Trauma

This category involves prolonged exposure to physical, emotional, or sexual abuse, particularly
during early developmental stages. Such trauma can lead to structural dissociation of the self,
characterized by severe affect dysregulation and disturbances in body perception. In many
cases, individuals who have experienced this type of trauma use disordered eating behaviors
as mechanisms of punishment, protection, or disconnection from a body perceived as
dangerous or contaminated.

5) Preverbal Trauma

This refers to traumatic experiences that occur during developmental stages in which verbal
language and symbolic representation are not yet available. These experiences are encoded
directly into procedural memory and may later manifest through somatic symptoms, feeding
difficulties, or aversion and phobia toward the body. In such cases, the symptom lacks a
narrative, yet its presence signifies an untold story that the body continues to carry.

6) Transgenerational Trauma

Although not always explicit, eating disorder symptoms often reflect unconscious loyalties
toward family members who have themselves endured unresolved suffering. As observed in
epigenetic studies, many caregivers who impose food restriction or overfeeding patterns on
their children are marked by their own histories of trauma, hunger, body shame, or repression
(Gustafson & Sarwer, 2004; Freyd, 2008). The transmission of these unintegrated experiences
establishes a legacy that patients unconsciously replicate and express through their relationship
with food and the body.

This classification is not intended to be exhaustive or mutually exclusive, but it offers a
framework for guiding clinical assessment and understanding the diverse functions that eating
disorder symptoms may serve as adaptive responses to psychological distress. Recognizing
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these trauma typologies is essential for designing interventions that go beyond behavioral
control to instead accompany and integrate the underlying narrative embedded within the

symptom.

Ill. Clinical Modelization
1. Internal Parts and Their Adaptive Function

1) Structural Dissociation Model

The understanding of eating disorders necessitates the integration of the structural dissociation
model of the self, as many of the observed symptoms represent the activity of unintegrated
self-state or internal parts expressed through disordered eating behaviors (van der Hart et al.,
2006). In clinical practice, it becomes evident that such behaviors cannot be understood
without first examining the internal system that sustains them.

These unintegrated states or internal parts are functional representations with distinct roles,
motivations, and independent emotional memory. Their emergence is an adaptive response to
traumatic experiences or the inability to integrate intense affective states during early
development. In this context, eating becomes the arena in which these parts manifest and
compete for control.

Each behavior, far from being arbitrary or inherently pathological, reflects the action of an
internal part or self-state whose adaptive function was developed in response to unsafe,
traumatic, or invalidating relational contexts. Though often in conflict with one another, these
parts emerged as survival mechanisms in the absence of affective, relational, and somatic
integration (van der Hart et al., 2006).

The following are among the most commonly identified internal parts in clinical work with
patients experiencing eating disorders:

2) Restrictive or Controlling Part

Represents the child who was never allowed to be one. This part imposes strict rules around
food intake as a means of maintaining emotional control. It is commonly associated with
environments where loss of control was experienced as dangerous or traumatic. It rejects
basic physical and emotional needs and upholds an identity founded on strength, rigidity, and
the denial of vulnerability. In anorexia, this part functions to suppress needs as a strategy for
emotional detachment: not needing becomes synonymous with strength and safety. Its primary
aim is to exert control in environments perceived as unpredictable or threatening.
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3) Impulsive or Self-Indulgent Part

Represents the child who was never allowed to grow. This part seeks immediate relief
through food in response to emotional distress. It is frequently observed in bulimia nervosa
and binge eating disorder and typically enters into conflict with the controlling part,
generating cycles of impulsive behavior followed by self-reproach or punitive actions. It
activates in response to states of inner emptiness, sadness, anger, or loneliness, functioning as
a direct reaction to internal disconnection or repression imposed by the controlling part.

4) Critical or Punitive Part

Replicates the disparaging, demanding, or punitive messages of attachment figures. This part
monitors, evaluates, and sanctions the entire internal system, reinforcing feelings of guilt,
shame, or inadequacy. It is one of the most clinically challenging parts to regulate, yet its
protective function is essential to understand. It internalizes the voices of punitive or shaming
caregivers. Its role is to prevent error, shame, or rejectionoften through self-directed contempt
or chronic invalidation. A key clinical insight is that this part seeks protection by amplifying
internal criticism to reduce the perceived threat of external aggression. Psychoeducating
patients about this function is vital in helping them regulate self-punishment—a defense that,
although once adaptive, becomes harmful over time, ultimately manifesting as a destructive
inner dialogue.

5) Body Image-Distorting or Rejected-Self Part

This part sustains body image distortion as a means of displacing unprocessed emotional
content. While its behavior may appear harmful, its underlying function is to prevent deeper
suffering associated with traumatic memories or disorganized relational experiences, by
rejecting the body as a defense. It often holds a dissociative quality, maintaining a static
image of the rejected body that acts as a perceptual filter through which the individual views
themselves.

6) Vulnerable or Wounded Part

Referred to as the child who could not grow. This part holds the core trauma—anguish, fear,
loneliness, and abandonment. It rarely presents directly; more often, it remains hidden or
encapsulated, and its clinical emergence typically signals a key turning point in the
integration process. This is the part most in need of being heard, yet it is also the most
silenced. It embodies the original pain, and its reappearance in therapy often marks a critical
moment of therapeutic progress.

These parts often operate in conflict, resulting in symptomatic oscillations, emotional
dysregulation, and internal fragmentation. The therapeutic objective is not to eliminate any
part, but to facilitate internal dialogue and functional cooperation among them. Structural
integration involves recognizing, legitimizing, and supporting each part in its protective
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function.

This model enables us to understand that the symptom is not the problem, but rather the
solution the internal system developed for psychological survival. The therapist's role is not to
force changebut to support the ongoing process of recognition, validation, and integration —
while respecting the patient's internal rhythm and the logic of their psychic system. Only
when each part or self-state is acknowledged in its original adaptive role can the internal
system begin to reorganize in a less conflictual and more coherent manner, thereby reducing
the need for the eating disorder symptom as a maladaptive coping strategy.

2. The Role of the Body as an Archive of Traumatic Memory

In the context of eating disorders, the body is not merely an object of control, modification,
or rejection; rather, it is fundamentally the site where unprocessed traumatic memories are
inscribed. Clinical experience reveals that when the environment fails to provide sufficient
emotional containment and affective expression is denied or punished, the body becomes the
sole available channel for registering and manifesting suffering.

The body remembers even when the mind forgets. Physical sensations, body image
perception, muscular tension, and somatic symptoms serve as expressions of preverbal or
dissociated trauma. Work with patients undergoing long-term therapeutic processes has shown
that specific bodily areas can become associated with memories of abuse, control, or
emotional suppression. For instance, the abdomen is frequently linked to experiences of sexual
abuse or intrusive control over eating and is often experienced with shame, aversion, or fear.

In eating disorders, the body is often experienced as dangerous, hostile, excessive, inadequate,
or a source of harm. This body—instrumentalized since childhood or even invaded by
attachment figures —ceases to be a safe place to inhabit. Body image distortion is not merely
a perceptual disturbance; it reflects a deeper rupture in the relationship with the body, shaped
by experiences that linked corporeality with pain, humiliation, or threat.

Therapeutic intervention must therefore include specific work with the somatic dimension of
trauma. This is not a symbolic interpretation of the body, but a guided process of
reconnecting the patient with their sensations from a place of safety and respect. This
involves attending to posture, muscle tone, breathing patterns, and bodily responses to
emotional stimuli. The goal is not to change the body, but to restore the capacity to inhabit
it without fear.

As Bessel van der Kolk has emphasized, traumatized individuals often lose the ability to
interpret bodily sensations, respond with emotional dysregulation to their internal states, and
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use symptoms to avoid contact with themselves (van der Kolk, 1998). Within this framework,
eating disorders are not merely maladaptive behaviors, but somatic avoidance strategies. The
therapeutic task is to help the patient remain present in their body, name their experiences,
and re-establish the interrupted connection between sensation, emotion, and meaning.

3. The Protective Function of the Symptom

From a clinical perspective, the eating disorder symptom should not be interpreted as
inherently pathological, but rather as an adaptive solution constructed by the internal system
to protect against relational and traumatic suffering. Food, the body, and disordered eating
behaviors are not the problem per se; they constitute the language through which unspoken
pain, the need for protection, and attempts at emotional self-regulation in the face of
overwhelming internal histories are expressed.

“I’ve learned that food is not the solution,” said a patient at the conclusion of a deep
therapeutic process. However, prior to reaching this insight, the symptom had been her only
available resource for psychological survival. Not eating, eating compulsively, purging,
restricting, or bingeing are not arbitrary acts; they are strategies developed by different
internal parts to cope with intolerable emotions, to shield from relationships perceived as
threatening, or to assert control within contexts of chaos and emotional neglect.

In cases of anorexia nervosa, for example, food restriction serves multiple protective functions:

It prevents contact with the body and its sexuality following experiences of abuse.

It symbolizes rejection of attachment figures who exerted control or inflicted harm.

It allows the individual to hide or become invisible in environments where visibility was
dangerous.

It represents a form of revenge for emotional abandonment or betrayal.

In other presentations, such as binge eating disorder, food serves as a soothing agent, a
familiar anchor, a substitute for companionship in loneliness, or even the only available
source of pleasure. Work with patients whose family histories are marked by overfeeding
caregivers reveals that food was often offered as a substitute for love, but also as a tool for
control and emotional blackmail. In such contexts, emotional dependency on food is not
pathological in itself; it becomes a way to preserve the attachment bond—even at the
expense of personal harm.

Thus, the symptom serves a protective role: it shields from pain, abandonment, anxiety, and

internal disorganization. It even protects against attachment itself when relational proximity
has been experienced as dangerous. From this perspective, attempting to eliminate the
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symptom prematurely or by force risks dismantling a defensive structure that has been
essential to the patient’s psychological survival.

Therapeutic work must begin with this recognition: each part involved in the symptom has a
protective intention. Listening to these parts, validating their functions, and offering safer and
more adaptive alternatives through the therapeutic relationship is the path toward rendering
the symptom obsolete —and thereby eliminating its necessity.

4. Attachment Mechanisms and Their Correlates in Eating Behavior

A core element of the therapeutic approach to eating disorders lies in understanding how
attachment styles manifest in the individual’s relationship with food and the body (Tasca &
Balfour, 2014). Eating behavior is neither autonomous nor neutral; it is organized according
to internalized relational schemas formed in early developmental stages. In this context, food
and the body become extensions of the attachment system, functioning as substitutes, shelters,
or battlegrounds in response to deficits, excesses, or dysfunctions in significant relationships.

Individuals with anorexia nervosa, for example, often present with an avoidant attachment
style, in which need is perceived as weakness and vulnerability as a threat. The act of not
eating expresses a rejection of the need to connect. These individuals typically develop a
rigid belief system centered on emotional self-sufficiency: '"not needing" becomes an
emotional control ideal. Within their psychic structure, renunciation of food parallels
renunciation of emotional contact, and body control becomes the only accessible source of
internal safety.

In cases of bulimia nervosa—particularly the purging subtype—a disorganized attachment
pattern is frequently observed. Eating behavior fluctuates between bingeing and purging,
reflecting a contradictory attachment system: the impulsive search for emotional regulation
through food is followed by an immediate need for punishment or correction, expressed
through vomiting or self-injury. This dynamic reproduces the affective incoherence
experienced in early relationships, where affection was intertwined with harm and proximity
with danger.

Binge eating disorder is more commonly associated with an ambivalent attachment style with
avoidant components. Food assumes a central role as a source of pleasure, relief,
companionship, or celebration. These individuals eat not only when they are distressed, but
also during positive emotional states, making food an omnipresent affective regulator. This
dependency reflects relationships in which emotional presence was intermittent, ambiguous, or
unpredictable. In such cases, the body is not primarily an object of control but becomes a
carrier of excess, need, compliance, and internal conflict.

9.
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It is also essential to consider the impact of pathological attachment figures. Controlling
caregivers convey the message that the body must be modified to be acceptable; they restrict
food intake under the guise of ‘“care” and project their own body shame onto their children.
In contrast, overfeeding caregivers offer food as the sole means of connection, fostering in
the child an association between affection, manipulation, and nourishment. These
configurations create internal systems in which food is simultaneously a source of attachment
and of suffering.

The internalization of these attachment mechanisms leads to the development of body-related
and food-related representations that structure the symptom. Therefore, therapeutic intervention
must go beyond behavioral modification; it is essential to reconstruct a new internal secure
base that allows the individual to develop affect regulation strategies that are not rooted in
control, disconnection, or compulsion.

5. Internal Representations in Anorexia Nervosa (AN), Bulimia Nervosa (BN), and
Binge Eating Disorder (BED)

Each diagnostic category within eating disorders (AN, BN, and BED) is organized around
specific internal representations that reflect patterns of relating to oneself and to others,
deeply shaped by trauma and dysfunctional attachment. These representations are neither
conscious nor voluntary; they emerge from the structure of the internal world and are
sustained by unintegrated parts or self-states which, through the body and food, attempt to
preserve the balance of the overall internal system.

1) Anorexia Nervosa (AN)

In AN, the dominant internal representation is organized around a radical rejection of
personal needs. It is structured on a core belief: needing is dangerous. This configuration is
closely linked to relational histories in which basic needs—such as affection, comfort, or
physical contact—were ignored, ridiculed, or instrumentalized as mechanisms of control.
Within this schema, the body becomes the enemy: it symbolizes vulnerability, femininity,
visibility, or desire —elements perceived as threatening and thus subject to suppression.

Phrases such as "I don’t eat so I won’t be seen," "I don’t eat to stay in control,” or "I
don’t eat so no one can hurt me again" illustrate how restrictive eating behavior expresses
the unconscious desire to disappear, to avoid becoming an object of desire or punishment, or
to use the body as a form of protest or retaliation. The body is experienced as a threat or a
battleground, and restriction functions as an extreme strategy of self-protection in the face of
relational adversity.
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2) Bulimia Nervosa (BN)

In BN-—particularly the purging subtype —the internal representation is characterized by a
persistent oscillation between impulsivity and punishment. The binge episode expresses an
impulsive part seeking to soothe, fill, or numb; the purge, in contrast, reflects a critical part
that sanctions, invalidates, or attempts to erase the experience. In some cases, purging also
serves as the somatic expression of what was silenced or unjustly endured. This cycle reflects
a chaotic attachment pattern in which relational experiences were disorganized, contradictory,
and even traumatic.

Patients with BN often describe food as a substitute figure that regulates emotions such as
loneliness, sadness, anger, or emptiness, while simultaneously triggering internal reproach and
an urgent need for reparation. Their relationship with food becomes a direct reflection of
early attachment figures who combined affection with harm, presence with invalidation, or
closeness with excessive demands.

3) Binge Eating Disorder (BED) and Overeating

In BED and other forms of overeating, the internal representation centers on food as a
reliable and consistent resource. These individuals often learned in early life that food was
the only dependable means of emotional support—frequently provided by overfeeding figures
who conveyed an ambiguous message of affection: eating equated to being loved, but also to
being controlled or exposed.

In such cases, the body becomes the physical container of unprocessed emotional excess.
Obesity is not merely a metabolic outcome; it becomes a way of existing in the world:
“being chubby” symbolizes belonging, visibility, or even an unconscious replication of the
relational dynamics of parental figures. Patients often recount how their parents — frequently
overweight themselves —projected their own unresolved trauma and unmet needs onto their
children, generating an unconscious loyalty sustained through the body and through eating.

These internal representations cannot be altered through external control of the symptom
alone. Rather, they require a therapeutic approach that facilitates their emergence, exploration,

and integration —allowing the clinician to understand which relational dynamics are being
reproduced, and which memories are being protected.

IV. Clinical Vignettes

The understanding of eating disorder symptoms as adaptive strategies in response to trauma
and relational injury is clearly illustrated through clinical narratives that have emerged over
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the course of therapeutic work. The following are three anonymized case examples that
reflect distinct attachment profiles, trauma types, and protective functions of the symptom.
These cases demonstrate the clinical applicability of the structural and relational framework
proposed in this paper.

1. Case 1: Restriction and Trauma from Maternal Body Image Projection

Adolescent female diagnosed with restrictive anorexia nervosa. Since early childhood, she was
subjected to a highly restrictive dietary regime imposed by her mother, who projected onto
her daughter her own unresolved body shame. The mother had been overweight during
adolescence, concealed old photographs, and maintained an obsessive discourse around health,
thinness, and having a "good body." The patient's eating was strictly monitored and devoid of
pleasure, establishing from early on an instrumental and surveilled relationship with food.

The patient developed an identity centered on absolute control over her body, rejection of
“forbidden” foods, and denial of basic physical needs. When she eventually began to
verbalize her history, she did so from a place of anger and sorrow, recognizing that her
symptomatology functioned as a silent protest—a symbolic form of vengeance toward an
attachment figure who had not seen her as a subject, but rather as a bodily reflection of her
own deficits. The therapeutic process of naming and reframing this dysfunctional bond
marked the beginning of bodily reintegration and increased flexibility in her eating behavior.

2. Case 2: Binge Eating and the Overfeeding Caregiver

Adult male diagnosed with binge eating disorder. He reported having grown up with an
overfeeding mother who used food as the sole channel for emotional connection. Food was
provided in excess and accompanied by emotional blackmail—e.g., “if you don’t eat, I'll
leave you.” Despite having grown up in a family environment where overweight was
normalized, the patient was ridiculed for his body, both at home and in other contexts.
Eating became his way of maintaining a connection with his mother, even when the
relationship was painful and contradictory.

In adulthood, the patient maintained a compulsive relationship with food, especially in
contexts of loneliness or fear of rejection. Therapeutic exploration allowed for the
reconstruction of the unconscious association between eating and affective permanence.
Through work with his internal parts, he identified a wounded child who ate to avoid
abandonment, and an internalized critical adult part that punished him for his appearance.
Integration of these parts facilitated more conscious regulation and the possibility of forming
affective relationships no longer mediated by food.

- 12 -



Natalia Seijo / Eating Disorders, Trauma, and Childhood Wounds

3. Case 3: Food Control and Betrayal Wound

Young woman with a history of multiple inpatient admissions for purging-type anorexia
nervosa. In the final stage of one of her hospital treatments, her mother —an ambivalent and
controlling attachment figure —celebrated her progress with a contradictory comment: after
offering her favorite ice cream, she remarked with concern that “she had picked the one with
the most calories.” This seemingly minor gesture reactivated a betrayal trauma structure: the
repeated experience of being invalidated by those who were supposed to provide support.

The patient reported having felt since childhood thatin order to be lovedshe needed to control
her body, hide her emotions, and conform to external expectations. The symptom served both
as a form of loyalty to a dysfunctional relational system and as a means of asserting
autonomy against maternal control. The intervention focused on working with the internalized
critical part and constructing a narrative that would allow her to wvalidate her need for
protection without having to harm her body in order to be seen.

These cases illustrate that eating disorder symptoms cannot be fully understood outside the
context of early relational experiences, pathological attachment systems, and the dissociative
strategies sustaining the self’s organization. Effective intervention begins with the recognition
that the symptom protects, speaks, and represents a story that has not yet been articulated in
words.

V. Therapeutic Implications

The treatment of eating disorders from a trauma- and dissociation-informed perspective cannot
be reduced to the suppression of symptomatic eating behaviors. Clinical experience
demonstrates that these behaviors are expressions of internal dynamics that have supported the
individual's psychic survival in highly disorganizing contexts—both overt and subtle.
Therefore, intervention must be respectful, progressive, and structured, with a focus on
restoring internal safety and integrating dissociated experiences.

This therapeutic framework allows the process to be sustained with clinical coherence and
emotional containment:

1. Stabilization and Safety

The initial goal of intervention is to establish a safe therapeutic relationship in which the
person no longer feels judged, coerced, or invalidated. It is essential to create a space where
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all internal parts of the system can be recognized without threat. This phase involves the
development of self-regulation resources, the establishment of internal boundaries, identification
of triggers, and reinforcement of the observing adult self.

Somatic work is also integrated at this stage—not as a corrective intervention, but as a
means of sensorimotor reconnection with a body often experienced as fragmented, threatening,
or foreign. Validating the symptom as a survival strategy enables the individual to relate to
their eating behavior with less hostility and greater compassion.

2. Trauma Exploration

Once a stable therapeutic bond has been established and the patient has developed a
minimum capacity for self-regulation, the gradual exploration of trauma can begin. This phase
involves accessing painful memories, core beliefs, and internal representations that underlie the
symptom. The goal is not to relive the trauma but to allow wounded parts to be heard and
validated.

The pacing of this phase must be carefully calibrated: each part involved in the eating
dynamics has its own timing. The therapist’s role is to accompany the process with presence,
compassionate neutrality, and a clear understanding of the symptom’s protective function.

3. Integration

Therapeutic work culminates when the various internal parts begin to recognize one another,
legitimize their functions, and collaborate in sustaining an integrated self. The symptom
gradually loses its meaning —not because it has been eliminated, but because it is no longer
necessary as the sole coping mechanism.

Integration does not imply uniformity or the disappearance of conflict, but rather internal
connectedness and functional reorganization. The body —formerly a site of struggle or
punishment —can begin to be experienced as a habitable, legitimate, and worthy space.
Emotions, once avoided, can now be inhabited with greater awareness and safety.

1) Therapist’s Role
The therapist’s role in this process is essential. More than applying technique, the therapist
must embody a regulating presence that offers an alternative secure base to the patient's
damaged attachment history. Supporting the emergence of dissociated parts, containing their
expression, and facilitating internal dialogue require a stance of deep listeningwithout urgency
to change or repair.

The therapist must hold the internal system as it transitions from using the symptom as
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defense to recognizing it as a message. Only when the pain is symbolized and the parts are
acknowledged can the dissociative structure begin to reorganize. In this process, respecting
the patient’s internal rhythm is both an ethical and clinical imperative.

VI. Conclusion

Extensive clinical experience in the treatment of eating disorders has led to a critical
reassessment of the efficacy and sufficiency of the traditional symptom-focused model. While
this approach may temporarily reduce dysfunctional eating behaviors, it rarely brings about
structural transformation of the underlying psychological suffering. Its primary limitation lies
in its superficiality: it targets the visible aspects—food intake, weight, body image —without
addressing the structural level where the true root of the symptom resides.

Eating disorder symptoms are not failures of self-control or isolated pathological manifestations.
They are longstanding solutions to unresolved relational problems—symbolic expressions of
trauma, abandonment, loyalty, and disconnection. Thus, it is clinically ineffective —and
arguably ethically questionable —to approach eating disorders without a deep understanding of
the patient's attachment system, unintegrated states or dissociative parts, and the body as a
repository of traumatic memory.

The proposed intervention is grounded in a relational-trauma paradigm, in which the symptom
is considered a functional component of an internal system that has done what was necessary
to survive. This model requires the therapist to move beyond behavior-control logic and
instead adopt a posture of attuned listening, structural respect, and therapeutic accompaniment.

This paradigm shift has important implications for both clinical practice and research.
Clinically, it calls for the development of interventions centered on internal part integration,
the reconstruction of an internal secure base, and the incorporation of somatic trauma work
into psychotherapy.
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<Abstract>

Eating disorders have traditionally been addressed wusing symptom-centered behavioral
models, often overlooking the deeper psychological structures involved in their origin and
maintenance. This article proposes a clinical perspective grounded in the structural model
of trauma and dissociation, which conceptualizes eating disorders as manifestations of a
internal world shaped by unintegrated traumatic experiences and early attachment
disruptions. It examines the protective function of symptoms, the role of the body as a
somatic archive of traumatic memory, and the dynamics of non-integrated ego states and
dissociative parts. Drawing upon clinical case analysis and theoretical evidence, the article
argues that effective intervention must include internal system, validation of each part
involved, and the establishment of a secure therapeutic alliance. It concludes that only
trauma-informed psychotherapy oriented toward structural integration can support profound

and sustained recovery in individuals with eating disorders.

Key words : eating disorders, trauma, structural dissociation, attachment, internal pars, body image,

psychotherapentic intervention
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