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BULIMIA (BOULIMIA)

BULIMIA NERVOSA (BOULIMIA)

Primary Disciplinary Field(s): Psychology, Psychiatry, Medicine, Nutrition

1. Core Definition and Clinical Overview

Bulimia Nervosa (BN), often simply referred to as Bulimia, is a serious and potentially life-
threatening eating disorder characterized by a cycle of recurrent episodes of binge eating followed
by compensatory behaviors. The term itself describes an excessive, insatiable consumption of
food, often experienced as a subjective or objective lack of control over eating during the episode.
Unlike Anorexia Nervosa, individuals diagnosed with Bulimia Nervosa typically maintain a body
weight that is considered within the normal range, or they may be overweight. This factor often
contributes to the disorder remaining hidden from friends and family for extended periods. The core
of the disorder involves intense preoccupation with body shape and weight, leading to severe
distress and functional impairment.

The psychological profile associated with Bulimia Nervosa involves deep feelings of shame, self-
loathing, and intense guilt following the binge episodes. These overwhelming negative emotions
drive the subsequent compensatory behaviors, which are attempts to counteract the caloric intake
or prevent weight gain. These behaviors can be broadly categorized into two types: purging and
non-purging. Purging behaviors often involve self-induced vomiting, or the misuse of laxatives,
diuretics, or enemas. Non-purging behaviors include excessive exercise or fasting. The repetitive
nature of this binge-purge cycle defines the clinical presentation and leads to significant physical
and emotional consequences, requiring specialized intervention.

The clinical severity of Bulimia Nervosa is generally based on the frequency of the inappropriate
compensatory behaviors. For a formal diagnosis according to the Diagnostic and Statistical Manual

of Mental Disorders (DSM-5), these episodes must occur, on average, at least once a week for a

period of three months. This frequency criterion distinguishes clinical Bulimia Nervosa from
occasional overeating or isolated compensatory actions. The secretive nature of both the bingeing
and the compensatory actions complicates early detection, making patient self-reporting a critical,
though often unreliable, component of the diagnostic process.

2. Etymology and Historical Recognition

The term bulimia originates from the Greek words bous (ox) and limos (hunger), literally
translating to "ox hunger" or "ravenous hunger." Historically, descriptions of behaviors involving
excessive eating followed by purging have existed since antiquity. Physicians in the Roman Empire
documented behaviors suggesting self-induced vomiting after large feasts, although these acts
were often viewed as cultural practices rather than clinical pathology. The modern understanding
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of bulimia as a distinct psychological disorder emerged much later, separating it clinically from
general compulsive eating habits.

The formal recognition of Bulimia Nervosa as a specific psychiatric syndrome occurred relatively
recently. Before the 1970s, many cases of bingeing and purging were categorized under atypical
anorexia nervosa. It was British psychiatrist Gerald Russell who, in 1979, provided the definitive
clinical description of the condition, highlighting its specific characteristics: the intense fear of
fatness, repeated binge eating, and self-induced vomiting, particularly among patients who
maintained a near-normal weight, distinguishing it clearly from Anorexia Nervosa. Russell's
definition paved the way for its inclusion as a separate diagnostic entity in the third edition of the
DSM (DSM-III) in 1980.

The introduction of Bulimia Nervosa into the DSM formalized research into its etiology and
treatment. Early diagnostic iterations focused heavily on the use of purging behaviors. Subsequent
revisions, including the DSM-1V and the current DSM-5, refined the criteria to place greater
emphasis on the loss of control during the binge-eating episode and expanded the definition of
compensatory behaviors to include non-purging methods, acknowledging the diversity in how
individuals attempt to negate caloric intake. This refinement ensures more accurate identification
across the clinical spectrum.

3. Diagnostic Criteria and Key Characteristics (DSM-5)

The current diagnostic criteria for Bulimia Nervosa (BN), as outlined in the DSM-5, are stringent
and require the presence of several interconnected factors. These factors include recurrent
episodes of binge eating, characterized by consuming an amount of food that is definitely larger
than what most individuals would eat in a similar period under similar circumstances, accompanied
by a sense of lack of control over eating during the episode. This loss of control is crucial; the
individual feels unable to stop eating or control the amount consumed.

A second essential characteristic is the presence of recurrent inappropriate compensatory
behaviors designed to prevent weight gain, such as self-induced vomiting, misuse of laxatives,
diuretics, or other medications, fasting, or excessive exercise. Critically, these bingeing and
compensatory behaviors must both occur, on average, at least once a week for three months.
Furthermore, the self-evaluation of the individual must be unduly influenced by body shape and
weight. This excessive reliance on physical appearance for self-worth fuels the compulsive cycle of
the disorder.

Binge Eating Episodes: Defined by the consumption of unusually large amounts of food and the
subjective feeling of being unable to stop or control the intake during the episode. These episodes
are often planned and executed secretly, contributing to feelings of shame.
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Inappropriate Compensatory Behaviors: Actions taken to mitigate the effects of the binge, most
commonly purging (self-induced vomiting) or non-purging actions like excessive rigorous exercise
or prolonged periods of fasting.

Normal Weight Range: A defining clinical feature is that the disturbance does not occur
exclusively during episodes of Anorexia Nervosa. Individuals with BN are typically at a normal
weight or slightly overweight, differentiating them from the severely underweight status
characteristic of Anorexia Nervosa.

Psychological Distress: The severe emotional impact includes intense feelings of guilt, disgust,
depression, and anxiety, particularly immediately following the binge-purge cycle, which reinforces
the desire to compensate.

4. Etiology: Psychological and Physiological Factors

The development of Bulimia Nervosa is complex and typically involves a confluence of biological,
psychological, and sociocultural factors. Psychologically, BN is strongly associated with underlying
mood disorders, anxiety disorders, and heightened perfectionism. Individuals often struggle with
low self-esteem and body dissatisfaction, which are intensely magnified by societal pressures
promoting thinness. These psychological vulnerabilities contribute to the initial dieting attempts that
often precede the onset of binge eating. When restrictive dieting fails, the resulting intense hunger
and psychological deprivation can trigger the uncontrollable binge episodes.

The source content specifically notes a critical debate regarding the origins of the disorder: "Other
than a psychological disorder, bulimia could also be a physiological disturbance caused by an
endocrine imbalance.” Modern research supports this assertion that physiological disturbances
play a role, although typically as contributing factors rather than sole causes. Abnormalities in
neurotransmitter systems, particularly those involving serotonin and dopamine, are frequently
observed in individuals with BN. Serotonin is critical for mood regulation and satiety; disruptions
here can influence both the drive to binge and the associated mood swings.

Furthermore, endocrine imbalances involving hormones that regulate appetite, such as ghrelin and
leptin, are often disrupted in the chronic cycle of bingeing and purging. Repeated severe caloric
restriction, followed by massive intake, can confuse the body's homeostatic mechanisms,
potentially leading to persistent physiological dysregulation that perpetuates the cycle. This
neurobiological component highlights that treatment must address not only the psychological
distress and behavioral patterns but also the underlying biological vulnerabilities that make
individuals susceptible to the disorder. Genetic predisposition also plays a role, with studies
indicating that close relatives of individuals with BN are at an increased risk of developing an
eating disorder themselves.
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5. Epidemiology and Demographics

Epidemiological studies consistently show that Bulimia Nervosa disproportionately affects specific
demographic groups. As suggested by the source content, the disorder is found most frequently
among younger women, particularly adolescents and young adults. The typical age of onset
peaks during late adolescence or early adulthood (18 to 25 years old). While BN is significantly
more common in females, rates in males, though much lower, are increasing, and diagnoses are
becoming more frequent across diverse ethnic and racial groups than previously documented.

A key demographic feature is the weight status of the affected individual. Unlike Anorexia Nervosa,
which is defined by being underweight, individuals with BN often maintain a normal weight or are
slightly overweight, as their compensatory behaviors generally stabilize their weight but do not lead
to the severe malnutrition seen in anorexia. This normalization of weight, coupled with the secrecy
of the behaviors, often allows the disorder to persist for years before clinical intervention is sought.
Prevalence rates vary globally but are generally estimated to affect 1% to 3% of young women in
Westernized cultures.

Sociocultural factors are undeniable drivers in the epidemiology of BN. Exposure to idealized, often
unrealistic, body images through media, coupled with cultural emphasis on thinness and dietary
restriction, contributes significantly to body dissatisfaction, which is a powerful risk factor.
Participation in activities that emphasize leanness or physical appearance (e.g., ballet, modeling,
certain competitive sports) also correlates with higher rates of BN due to enhanced pressure to
control weight.

6. Associated Comorbidities and Health Consequences

Bulimia Nervosa rarely occurs in isolation; it is highly comorbid with other psychiatric conditions,
complicating diagnosis and treatment. The most common co-occurring disorders include major
depressive disorder, various anxiety disorders (such as social phobia and generalized anxiety
disorder), and substance use disorders. Borderline personality disorder also shows a high rate of
comorbidity with BN, particularly in clinical samples, reflecting shared features such as emotional
dysregulation and impulsivity.

The physical health consequences of recurrent bingeing and purging are severe and can be life-
threatening. Self-induced vomiting leads to numerous complications, primarily due to the repeated
exposure of gastric acid to the esophagus and oral cavity. These consequences include dental
erosion (loss of tooth enamel), chronic sore throat, swelling of the salivary glands (parotid gland
enlargement), and esophageal tears (Mallory-Weiss tears). The most critical and immediate
danger, however, stems from severe electrolyte imbalances, particularly hypokalemia (low
potassium), caused by vomiting and laxative abuse.
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Electrolyte disturbances can precipitate dangerous cardiac arrhythmias and even sudden cardiac
death. Chronic laxative abuse can lead to intestinal damage, dependence, and impaired bowel
function, while diuretic abuse can cause kidney damage. The cycle of strict dieting followed by
bingeing also disrupts metabolic function. Overall, the physical manifestations of Bulimia Nervosa
necessitate medical stabilization and monitoring alongside psychological treatment to prevent
irreversible damage or fatality.

7. Treatment Modalities

Effective treatment for Bulimia Nervosa requires an integrated, multidisciplinary approach involving
medical monitoring, nutritional rehabilitation, and psychotherapy. The primary evidence-based
psychological treatment is Cognitive Behavioral Therapy (CBT), specifically adapted for eating
disorders (CBT-E). CBT-E aims to modify the distorted thoughts and dysfunctional behaviors that

maintain the binge-purge cycle, focusing on normalizing eating patterns, challenging extreme
weight concerns, and teaching coping mechanisms for managing distress without resorting to
compensatory behaviors.

For adolescents, Family-Based Treatment (FBT), or the Maudsley approach, is often utilized,
particularly for younger patients who remain living at home. FBT empowers parents to take an
active and critical role in the nutritional restoration and interruption of the disordered eating
behaviors. Pharmacological interventions are also employed, primarily using selective serotonin
reuptake inhibitors (SSRIs), such as fluoxetine (Prozac). Fluoxetine has been shown to reduce the
frequency of bingeing and vomiting, often used in conjunction with psychotherapy to manage co-
occurring depression and anxiety.

Nutritional counseling is a vital component, focusing on establishing regular eating patterns and
challenging restrictive dietary rules that perpetuate the urge to binge. Treatment typically occurs on
an outpatient basis; however, if medical complications (e.g., severe electrolyte imbalance) or
psychiatric instability (e.g., high suicide risk) are present, inpatient or residential care is required for
immediate stabilization before long-term therapeutic work can commence. Prognosis is generally
favorable compared to Anorexia Nervosa, though relapse rates remain significant, emphasizing the
need for ongoing maintenance therapy.

Further Reading

National Institute of Mental Health (NIMH) - Eating Disorders

National Eating Disorders Association (NEDA) - Bulimia Nervosa

Wikipedia - Bulimia Nervosa
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American Psychiatric Association (APA) - DSM-5 Diagnostic Criteria
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