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BULINIA

Ispues B University Coumseling Center Needs To Rdédress

Phillip A. Whitmer
and
Arminta Shetterly

University Coumnseling Center
The University of Telede

The oeating discorder known as bulimie is & relstively new and
baffling phenomenon. The imtent of this paper is to raise
questions that college and university counseling center
professionals meed to sddress regarding the phencmenon. The paper
is divided imto five sections. The first sectiom focuses on
defining the word, or term, bdulimia and ite evolutiosm. The second
section identifies numerous symptomatic areas that mead to be
evaluated during assessment and diagnesis. In the third section,
treatment modalities are succipetly discussed. The fourth section
raises ilissues which college and university ocounseling center
professionals need to address. The papser concludes with & brief

sunmary statement.
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INTRODUCTION
The word Bulimia comes from the Greek word which means “the
hunger of &sn ox" (Webstor's New..., 19$75). The followinmg
definitions of bulimia bhave appeared im pudbliished American
dictiomaries during the past few yearss

1985 ... ‘“abnormal and constant eraving for feod
(Webster's Himth..., 19885).

1982 ... "insatiable appatiten
{The American Heritage..., 1982).

19806 ... no definitiom listed
(Oxfoxd American..., 1980).

1975 ... "an abnormal and constant craving for food®
(Nebster's New..., 157S).

1958 ... %“excessive appetite for foods
(AR Comprehensive..., 1958).

During the last two docades, ascording to Johamca and Connors
(1987), there has besnm a proliferatiorn of reports describing
pathelogical eatiag behaviors. The authoxrs state, *The term
bulimia, virtually unknown several years ago, has bscome familiar
both to professiconals and to the public...early ressarch has
facilitated our understanding of the disorder, it has also spawned
confusion and controversy over pomenclature, criteria fer
diagnosis, eticlegy, and treatment™ (p. 3).

To illustrate the recent past meaming of the term bulimia,
Calhoun (19877, p. 409) says, "...the most common developmental
disorders are the habit disturbances --- that is, disruptions of
the child’s most matural functlions, such as eoating, sleeping, and
toileting.® Three feeding disturbarnces --- bulimia, anorexia

nervosa, and pica -~- are discussed by the author who says that
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bulizia is excessive overeatinmg that results inm obesity. Calhoun
states that Eilde Bruch:

«..0ne of the leading theorists on obesity, distinguishes

three dAaifferant, though net autually exclusive,

categories of obesity. First, a child may become obese

not because of any emotiorzal problem, but because

overeating is the "normal® thing to do in his family and

in his ethnic group. Second, obesity may occur in

response to some acute emotional stress (e.g., the death

of a parent ¢r the birth of a sibling), and in this case

may funotion as a form of consolation and reassurance.

Third, obesity may ocour as a funotiom of family

problems, and especially of marital problems between the

parents. When parents are in conflict with each other,

they often attempt to satisfy their own needs through

their ohildren. The respense of the mother, in

particular, may be to overprotect and overfeed the child.

ASs a result, the child becomes cbese and maintainsg his

obesity by overeating whenever he is subject to stress

and frustration. (p. 409)
The eating disorder bulimia has a snowball effect (Calhoumn, 1977).
An obese child is a cbild who is ridiculed, which leads to feeiings
of guilt, rejection, and self-contempt, which 1leads to the
exclusion from peer-greoup relationships and activities. These
feelings and exclusions become sources of further stress, which
leads the child to overeat or binge eat even more than before.
These binges are the rapid uncontrolled consumption of large
agounts of food. Binges may last from a few minutes to several
hours and the number of calories consumed may range from 1,000 to
55,000. Purging is the act of getting rid of food eater during a
binge. The most common method of purging is self induced vomiting.
Laxatives, fasting, severe dieis, and vigorous exercise are other
methods used by individuals to countsract 2 binging episode (Agras,
1987; Kirschenbaum, Johnson & Stalomnas, 1987; LeBow, 1989; Welss,

Katgman & walchik, 1885).
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The behaviors of dinge eating and purging are never mentioned
by Calboun (1977) whenm he discusses bulimisa. Eowever, in his
discussion of the eating discrder snorexia nervesa he says the
¥, ..disorder can take one of two formes the patiemt refuses to
eat, or she eats and then oithor irnduces requrgitatiom or
regurgitates involuntarily"™ (p. 148).

Bruch (1985) provides an overview of low the phenocmena of
eating disorders has evolved during the past four dscades and then
diszcusses the confusion whiech surrounds the disorders today. She
believes that eating disorders reflest the imnteractiom of
biclegical, psycholegical, and socioclogical facters which work inm
close comcert and that it is not always possible to keep these
factors separate. Bruch's interest in fat children represemted her
ent~ance into the field of psychiatry. As time passed, however,
fat children®s appesl was surpassed dy their clinical counterpart,
the sufferers of anorexia mervosa --- ipdividuals who sastarve
themselves. Bruch says that anorexia mervosa *...was so rare in
tlie early 1940s that it was practically an unknown disease, though
physicians ha¢ heard about it in medical school® (p. 8).

Bruch‘s (1985) first published paper was in 1961. The paper
"...was based on observation of 12 anorexia mervosa patients, then
a relatively large pumber...S8ince the late 19508, the imcidents
have rapidly increased. No reliable figures are available about
the actual frequency" (p. ®). BExplanations for the 1ncreasing

number of anorexic patients are omly speculative. Bruch zayss

The commen arqument points to the cultural emphasis on
increasing slenderness as the determining factor. In my
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opinion, this dces not 4o justice to the psychological
complexity of the disorder, which reflects & much moOre
severe disturbance than dietimg out of control. Normal
wvoight control is distinctly different from the franmtic
preoccupation with excessive slenderness of the anorexio.
Ky own observations suggest that the changing status of
{and oxpectations for) women plays & role. Girls whose
early upbringing has prepared them to become "oclinging
vine” wives suddenly are expected at adclescence to prove
themselves as women of achievement. This seams to oreate
severe personal self-doubt and basic uncertainty. In
tkeir submissive way, they “choose the fashionable
dictum to be slim a8 a way of proving themselves as
deserving respect. (p.9)

A specific syndrome which Bruch (1985) idontifies and names
"orimary anorexia mervesa" can be differemtiated Ffrom unspecific
forms of psychkologically determined weight loss. Unspecific forms
of weight loss are secondary to other psychiatric illmess, such as
hysteria, schizophrenia, and depression. Primary anorexia nervosa
is ocharscterized by severe weight 1loss, severe body image
disturbances, imaccurate identification of body &and emotional
states, and an all-pervasive sonse of insffectiveness. Bruch
elaberates by saylng:

Primary anorexia nervosa affects mainly adolescent girls
and young women from educated and prospercus homes; it
occurs only rarely in the male, usually in prepuberty.
An important mew finding was that patients with primary
anorexis nervosa do not suffer from loss of appetite;s om
the contrary, they are framtically preoccupied with food
and eating. Im this they resemble other starving people.
Relentless pursuit of thinness seems to be the
outstanding symptom, and in this pursuit they
deliberately -~- seemingly willfully -=-- restriot their
food intake, and overexercise. It is of interest that
the German name for the condition 1is Pubertaets
Magersucht, or addiction to thinness. These girls are
panicky with fear that they might lose comtrol over their
eating; when they do, they will gorge themselves on often
unbelievably large amounts, which they vomit afterward.
Anorexics have 2lso bdeen found to be wuncertain im
identifying hunger or satiety, and they use eating, or
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refusal to eat, for the pseudosolutiom of personality

difficulties and prodblems of 1living. It was also

recognized that the basic illness is not a disturbance of

the eating function, though the physical and

psychological consequences of the severe malnutrition

dominate the manifest clinical picture; the deeper
psychological disorder i{s related to underlying
disturbances in the daevelopment of the personality, with
deficits in the senase of self, identity, and autonomy.

Needliess to say, there are numerous disturbances in

sexual maturation and gondor identity:; these are part of

the larger maldevelopment and are not of any speecific

sticlogical significance. (p. 9$-10)

Anorexis mervosa, accordimg to Bruch (1985) reprosenmts an illness
in its own right because the psychologiocal and the somatic factors
closely interact. She says, "The rigié discipline over thsir
eating, with the visible weight loss, gives them the szperlence of
being effective and in contrecl in at least ome area. The displayed
dofianve is not an expression of strength and independernce, but a
defense agaimst the feeling of mot having a core personality of
their own, of being powerless and ineffective whem they give inw
(p. 10). Psychiatrically, the disorder appears to be more akim to
borderline states --- narcissism or schiszophrenia =~-- than to
neurosis.

The patisats that were seoen during the 1950s snd 1960s,
according to Bruch (1985), had in common that each was an original
inventor of his/her own symptoms and reactioms. This originality
gave to the behavior of each individual patient an aura of
superhunan discipline and special power. Once anorexia nerxrvosa

became more frequent, some changes seemed to have occurred. Bruch

says that snorexicss



-« .Who developed the illness during the 19708 ofton had
"kxnown" about the illness, or even knew someone who had
it. During the past few years several patients
deliberately *“'tried it out" after having watched a TV
progran or having assembled a socience project. There is
no doubt in my mind that this ‘me~too® picture is
assooiated with ochanges im the eclinieal =-==- im
particular, the psychological -~- picture; I am not yot
able to define them, except that something like *passiond®
has gome out of the piocture. Instead of the fierce
search for independences, these nev "me-too’" ancrexiocs
compete with or oling to each other. That they seek
support in self-help groups or respond to the various
"programs® that have sprung up all ever the country may
be an illustration of the developmant. The desire to be
special, unique, or extraordinary is expressed with less
viger and urgency, and I cannot suppress the suspicion
that in some the symptoms are imitative or faked. It is
my feeling that ultimately the condition will lose its
specific psyohodynanmic meaning. As 1t Dbecomes more
commonplace, the picture will become blurred and
gradually disappear until the cconditions are right agaim
for genuine primary anorexia mexvesa. {p.i1)

Johnson and CoRnnors (1987, p. 7) say that v...pricxr to the 19403
bulimic behavior was reported as cccurring primeriiy im the context
of anorexia mnervosa. During the 19508 the phemomenon of binge
eating was deseribed among obess populations. It was not until the
last decade, hovever, that the prevalence of bulimic behavior among
individuals without significant histories of weight disordesr bscame
apparent.” Bulimia, according to Bruch (1985), is a symptom of the
disordered eating fphenomenon. She discusses bdulimia and its
relationship to what she has named "“primary anorexia nervosa®.

Bruch gays:

o~
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Not all ancrexics are able te maintain rigid comtrol over
their eating. When they give im to their desire for food
and gorge themselves, they will devour huge amounts of
food. Subssgquently, they will wvomit and thus maintain
the low weight. About 25% of the group om which I
reported in 1973 in Eating Disorders showed this symptom.
The anorexiocs who would binge did not look too differemt
from the abstainers, though they appeared tc be less
rigid and emotionally somewhat more alert, but alsc more
disturbed. During the last S to 10 years, binge eating
has osccurred more often ~~- in more tham 50% of the
recent cases. There is agreement that it makes treatment
more difficulty and presents a dangerous complication-

During the past few years, bulimia bhas made its
appoarance ss the great new eating disorder. It appearxs
in the Diagnostic and sStatistical Manual of Nental
Disorders third edition (DBM~-IIX), but is mainly
discussed in the media and popular press. It is
presented as closely related to ancrexia mervosa; someonc
has even inveunted a semantic atrocity, “bulimarexia" as
if to indicate that the two conditions are nearly
identical, which thay are not, or as if they occur im the
sama person. I bhave grave doubts that bulimia is =&
clinical entity. Compulsive overeating may ocour in
different conditions and with different severity.

The patients with bulimia whom I have studied bear
little resemblance to those with genuine anorexia
nervosa...They make an exhibiticnistic display of their
lack cof oontrol or discipline, in ocontrast to the
adherence to discipline of the true anorexies, even those
with eating binges.

Mapy bulimiecs will vomit after overeating to avoid
wveight gain as a consequence. The modern bulimic is
impressive by what looks like a deficit in the sense of
responsibility. Bulimics blame their symptoms on others;
they may name the persons from whom they "learmned* to
binge, in particular those who introduced them ¢to
vomiting., Often this has occurred in a single episode,
but from then on they act 1like completely helpless
victims. Though relatively uninvolved, they expect to
share in the preostige of anorexia nervosa. Some complain
about the expense of their consumption and will take food
without paying for it. They explain this as due ¢to
“kleptomania,® which indicates, 1like vbulimia,” an
irresistible compulsicon that determines their behaviorx.
To consider them part of the anorexia nervosa picture
confuses instead of clarifying the issues. {(p. 1i-12)
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R key to reducing oconfusion and glarifyimg the disordered
ocating phenemencn is an understanding of bulimia. Does dbulimia
mean to gorge ox bimnge cat? Or, d¢es bulimia mean to binge esat and
purge? Or, does bulimia moan seovere psycholegical disturbances,
acgcompanicd by bingsc eating and purging bebavior? at this point,
it may be worth moting that tho original defimition of bulimia may
have takeon om too many meaprings. Or, it just may be that some
professionals assumed their colloeagues wore familiar with the
eating disorder language and used the termimology the same as
themselves. Ox, it just may be that new and important information
was at hand, but relating it to tho overall eating behavior
phenomenon, or placing it in the proper perspective was not
achioved.

Neverthelass, we are where ve are todsy, which raises the
question, »Is dQefiming bulimia iaportantw Hill {1989)
demonstrated im her study that & change im the defimition of
bulimia ocam reduee or increass its pravalemnce. However, the
bulimic symptoms persisted at the same rate. fTable 1 graphieally
portrays the global referaences that have been made regarding
bulimia and illustrates its pervasivenezs im the overall picture.
A number of definitiomns with their orlgirnal sources appear in

Appendix A and will zid when viewing Table 1.
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‘TABLE 1: A PERSPECTIVE OF BULIMIA

_PRIMARY. -~ M ,SECONDARY -

. . _ . - OBESITY
ANOREXIA NERVOSA. WEIGHT LOSS e .
WEIGHT WEIGHT
LOW HIGH
-t oy
CHARACTERISTICS
¢ severe weight loss X
®  severs body image disturbances *  Bulimia
* inaccurate identification of body . T— *  Stuffing Syndrome
and emotional states Abnormal/Normal Weight
Control Syndrome *  Binge Eaters
* an ali-pervasive sense of . .
ineffectivenass Dietary Chaos Syndrome
*  Bulimic Anorexic * Bulimarexia
(Johnson & Connors) KEY
° Abnormal Normal Waight Control Syndrome
*  Bulima Nervosa (Russell) . Binggcé‘:f&;ge”
Bulimarexia (Boskin-L.odahl, 1976)
) *  Bulimia (original dictionary definition)
DMS - “' BUllmia NBWOSa DMS - l“ - R ¢ Bulimia Nervosa (Russa“' 1979)
”  Bulimia Nervosa (DMS - il 1980)
1980 (+) prevalence () 1987 * Bulimia Nervosa (DM - i1l - R, 1987)

é Bulimic Anorexic (Johnson & Connors, 1987)

Ve Y *  Distary Chaos Syndrome (Palmer, 1979)
¢ Stuffing Syndrome

*  BIO - Biological
325%/ Binge * SOCIO - Sociological
= & ° PSYCHO - Psychological
Purge
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SYHPTOMS

A roview of the literature quickly reveals the lack of clarity

and confusion that surrounds the eating disorder phemncmenom. This
confusion grows ocut of the newvness of cating discrdors as well as
their complex naturs. At the very least, bulimia is now gemerally
seen as 3 multifacoted disorder which nermally includes maladaptive
behavioral patterns, psychopathology, and “isordered family and
interpersonal patterns. The focllowing is a 1isting of symptoms or
characteristics of the bulimic which bhave been identified im the
literature. The symptoms are mnot ramk ordersd im degree of

importance and the list im meot all imelusive.

¢ use of laxatives or diureties & binge eating
& gtrict dieting or fasting ¢ gself induced vomiting
¢ avoldance of sweets and ¢ vigorous exercise

carbohydrates except
during binges

* increased sexual activity ¢ pumerous attemptu to
and interest as compared dist
to anorexics

¢ majority within normal weight ¢ many have acute medical
range complisations

¢ 80% are females § 86% betwsen age 15-30

¢ nutritional deficliencies 2 dental cavities

¢ slectrolyte imbalances (loads ¢ drritation and uvulceratioms
to cardiac arrest, tiredness, of esophagus
and depression)

¢ menstrual irreqularity ? edema
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fesls ineffective

high expectations
distrusting of cthers

high levels of pathology
on MMPI

exaggerated guilt

poor differentiation of sex
role

self rejecting
sharacterolegical problems

dichotomous thimnking (ail
gcod or all bad)

egocentric (everyone
evaluates them}

sccial isslation

i2

low self-osteoem
kigh selif-criticalnass
self hating

dissatisfaction with body
sige

chronie depression

peoor identification ef
internal state

pooxr impulse sontrol
low frustratiom tolerance

food has control over
them

poor life adjustment

borderline personality

gstics

&

impaired social relations
and daily soctivitias

parents high levels of
neurctic maladjustment,
obesity, and pkhysical
illness

farily expresses little
support

family experiencss @ lot of
sonflict

family emcourages
depandency

family disengaged and
bostile

family deoss not openly
sxpress feelings
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TREATNMEMNT

The treatment of disordered eating behaviers is varied.
However, the oorsonsus of opinion is that & comprehensive
muitidimensiosal approsch or pregram is desired. This is meot to
say that a singleo spproach or & small mearrowly focused pragram is
ineffective. On the ocontrary, 1f the problem is assessed and
diagnosed as unidimensional and specific in a given area, a single
or noncomprehensive program may be ideal. Treatment strategies and
programs vary in sige and scope. To illustrate their variance, a
fov examples are provided.

According to Etrimger, Altmaler, and Bowers (1989), counselors
need to be aware of the cognitive functioning of bulimic women.
These investigators reported that ¥Y...present data appear to
indicate robust differences in the cogritive functioning of bulimic
and nox-bulimic women® (p. 21%). BEtringer, Altwmaier, and Bowers
suggest that counselors may find that engaging their clients to
work directly with problem-sclving skills, expectations for
success, and attridbutional sgtyles may be eoxtremely eoffective
csounseling adiuncts for bulimic women.

A treatment program for a nonsevere eating disorder populatien
kas besn developed by Heretick {(i$86). Prior to program emtrance,
the client makes the arrangements for in independent medical
exanination and a medical history to be forwarded to the program
coordinator. After assessment and evaluation, a decision is made
to accept the slient te the program or refer to other treatment

sources for assistance. If accepted, the oclient is provided

iv
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options tec engage im imdividual, family, or limited group therapy -
- or beoome involved in all. In addition, the client is sncouraged
to participate in one and two day program retreats.

A residential facility for the exclusive treatment of
anorexia nervesa and bdulimia was opened in 1985, The Renfrew
Center (Levitx, 1969), which is located on 27 secluded acres on the
northwest edge of Philadelphia, provides individualiged
comprehensive treatment programs for each resident. The Center has
more than S50 specialized cliinicians whe implement a sevem to nine
week individualised treatment progran. The Center has been
approved by the Joint Commission on the Accreditation of Hospitals.

Outcome and follow-~up research support the validity of a
unigque approach, or program, to the treatment of bulimic women.
The Intensive Treatment Program (Wooley & Lewis, 1989), utiliges
the interiocking roles of individual, family, group, and body image
therapy. The program is a four week residentizl out-patient
program that accepts women from throughout the coumtry. Groups,
which consist of eight clierts, simultanecusly begin the progranm.
The clients reside in apartments in a nearby hotel where they are
responsible for their own food preparation. The clients attend the
program's clinic 6 to 8 hours each weekday for therapy. The six
components of the Intensive Treatment Program are food group,
educational sgumin&rs, psychotherapy group, body image group,
individual therapy, and multifamily group. A premise of tho
program is, ¥The great tragedy of bulimia is not that the patientis

attempt to perfect her outer sappearance fails, but that it

17



is
succeeds. The unsightly tangle of repressed bhuman needs and
feolings is ultimately so well concealed that even she can no
longer see it. In the uncovering of this real self, the missing
woman is found" (p. 82).

Twe comprehensive treatment approaches of discrdered eating
behaviors have appeared in the literature (Garner & Garfinkel,
1985; Johnson & Connors, 1987). The approaches, or programs,
emphasige the impact that biclogical, psychological, and
sociclogical factors have had in the development of eating
disorders. Both programs have a rigorous assessment and diagnostic
phases and include individual therapy, group therapy, marital
therapy, family therapy, nutrition education, psychopharmacology,
and medical evaluatior and treatment as major rehabilitation
components.

The treatment of eating disorders is complex and diverse.
However, there are major treatment areas and components of which
mental health professionals need to be extremesly cognizant.

These areas and components are critical and their import needs to
be explored and evaluated during the initial phases of treatment.

Table 2 depicts some of these major treatment areas and components.

ib



TABLE 2: TREATMENT

PROGRAM
COMPONENTS

Individual

Group

Marital

Family

Nutnition
Psychopharmocology
Medical

Educational

NV

CLIENT

Initial
Assessment

16

CLIENT
INFORMATION

and
Diagnosis

Consultation

Mental Health
Professional

Recommentations

@spitaﬁzaﬁon

OutpatierD

Demographic Factors

Weight History and
Body Management

Dieting Behavior
Binge Eating Disorder
Purging Behaviors
Sexual Functions
Menstruation

Medical and Psychiatric
History

Life Adjustment

% Consuitation

Family History
Program
|
Comprehensive Marrow Focus
implementation of Z
—> Program N
KEY
<O“t'come> * BIO - Biological
* SOCIO - Sociotogical
* PSYCHO - Psychologicall
Follow-Up

13
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ISSUES

Should colloge and university counssling senters treat clients
or students with bulimis? If so, what sre the minimum staff
rescurces, knowledge, and traiming that &are needed? What
specialized facilities may be necessary? Can counseling centers
justify the lengtk and cost of treatment? If multimodal therapy is
the most effective, how are the different disciplines and team
members interfaced with sach other? cCan families be expected to
participate im ¢reatment, givem the long distances some must
travel? How are issues of confidentiality handled, especially when
other treatment disciplines must be consulted or families informed
because of reimbursemont policies? And finally, what do counseling
centers do when the bulimia significantly interferes with the
student’s academic progress or living arrangements? These are some
of the questions which mneed to be thoughtfully addressed when
ccunseling center professionals are considering whether they should
or should mnot provide treatrent for bulimia. The following are
issues which professionals need to consider when seeking answers to
the above questions.

Baecause of the complexity of both the symptom pattern and the
psychological problems of the bulimic individual, counseling
centers mneed to employ professionals with advanced diagnostic
skills who carn assist in the assessment and diagnostic phases of

treoatment. The first section of this paper points to the muddled

Y
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and often confusing criteria for the diagnosis of bulimia. AL the
very loast, the oounselor needs ¢o be aware of the bebavioral
patterns, personality ocenfigurations, and family dynamisce that
typify the bulimic. This awarcmness may roguire spocimlimed skill
dovolopmont imn addition to tho advancod traiming of a profossien
such as social work, psycholegy, psychiatry, or coumseling. This
need for sophistication demands that <counseling center
professiocnals identify the training neoods or the specialized skills
roquired defore embarking om treatment.

If counseling center professionals make the decisiom teo
provide treatment for bulimics, what type of treztment will be
offered? Most standard treatmeant programs Iinclude professiomals
who possess mental health, medicine, and nutrition credentials. Do
college and university counseling centers have these professionals
readily available to provide treatment? If so, are the avallable
profossionals trained to mest the special needs of this population?
And, if resources are scattered across the campus, whoe would be
responsible for coordinating the treatment sexvices?
Traditionally, college snd university coumseling ocentsrs are
separate facilities from health care centers, which is where the
rmadical and psychistric personnel arxe housed. Also, 1if
nutritionists mneed to be comsulted, thsey may be employsd om yet
another part of the campus. In genersal, putritionists have little
or no contact with either the counseling center or the health care
center. It is probably the unusual ecllege or university that has

the necessary space and facllities available to bring all the
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pProfessionals together im a ecooperative effort te implement a
treatment program for bulimics.

If it is not possible to assemble all the imngredients for am
effective treatment program, referral to outside sources may be
necossary. Most outside sources rogquire reimbursement, which means
the bulimic individual may have to inform family members of his/her
Problem. The student often comes to the coumnseling center only
because of the assurance of confidentislity. If the student meeds
to be referred, who informs the paronts if the student refuses to
do so? If the student refuses to inform paremts, and there are
obvious health dJdangers, are counselors justified im breaking
confidentiality?

Most college and umiversity counseling centers use short-term
treatment modalitiss as their primary service. Research indicates
that treatment for bulimia is long-term amnd generally lasts for
months or years. Are counseling centers prepared to commit their
staff to long-term treatment? The cost ir counseling center staff
time plus the expense generated by multi-disciplinary involvememnt
certainly must be considered when deciding to treat bulimia.

Logistical problemes can also arise when a multi-disciplinary
team approach is involved in treatment. Problems could include:
scattered treatment sites; coordination of services; monitoring of
saorvices: sochedule conflicts for both client and treatment team
memberss student dissatisfaction and confusion:; academic

disruption; and coordination of follow-up.
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Lastly, another coasideration s the zolo of the counscling
center vis a vis other departments at the university. Xf the
bulimie behavior is disruptive to living situations and the student
is dirxected to seck treatment by residonco hell staff, should the
counseling center force treatment on this student? Yould this
undermine treatment from ¢the beginning? wWhat if ¢he bulimia
significantly interfsres with the student’s agadsmic progress?
Should the counseling center approve or be invoived in the sanction
of medical withdrawals? Should counselors encourage students te
remain in school when they are experiencinmg difficulty? W¥hat
should the role of the coumsslor be in explaining the student’s
situation to inatructional staff wvho guestionms the legitimacy of
the studsnt's problem?

In summary, the above areas are some of the issues counseling
center profossionals meed to address thoughbtfully before
implementing a buliria treatment program. Otherwlise, the
counsdling center staff may find themselves unprepared to provide

adegquate services oxr to make appropriaste referrals.

CONCLUSION
In the first section of this paper the word bulimia was
scrutinized and its relationship to the eating disorder phenomenon
vas examined. The second section listed pumerous symptomatic areas
of the disorder. 8Some treatment modalities were presented in the
next goction and issues relevant for oollege and university

counseling center professionazls followed in the fourth section.
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It 1o aspparent that eating disorders aro extramely complei.
Bulimia per se appears to be a symptom of more pervasive problems.
Mental health professionals need to havo a basic undorstamdimng of
tho esting disoxders phonomenon > thoy oan idontify the ezperxtise

that is regquired for treatment.

JoRs:
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Apperndix A

DEFINITICNS
The follrwing descoriptive defimitionms and their original
sources have bern adapted from Garber and Garfinkel (1985), and

Johnoon and Connors (1987).

- gsevere weight loss

- severe body image disturbances

-~ inaccurate identification of bcdy and emotional states
- au all-perr isive sense of ineffectiveness

Idantified the symptoms of bulimia among a predominantly
normal weight population of over one hundred adult
college women who responded to an advertisement irn a
campus newspazer. The advertisecment was for women whe
wore caught in a %Yoynle of gorging om food and then
purging by habitual forced vomiting, severe fasting, or
laxative or amphetamine abuse.' Boskin-Lodahl noted:

- most respondents were of normal weight

- attitudinally, they were veory similar to amorexia
patients:

~ they felt helpless

- they had distorted body images

~ they were extremely fearful of being fat

However, respondents d&id not appear to be as
rsychologically “isturbed as anorexia nerxrvosa patients.

Unlike anorexiocs:
- they were able to continue demending university work

= they did not require hospitaligmation
- they were imsightful enough to sesk treatment about
their eating problems

Bulimia Nervosa (Russell, 1979)
- patients suffer from powerful and intractable urges to

overeat

= they seek to avoid the fattening offects vf feod by inducing
vomiting or abusing purgatives or both

= they bave a morbid fear of becoming fat

g¥e)

.
Y
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o Eacurrsmt episeda- @f himqe eating (rapid consumption of &
large amoumnt of food in a discretec poried of tinme,
ugually less than two hours)

-~ at least three of the following:

- gconsumption of high-ocalorioc, easily ingested £food
during & binge
inconspicuous eating during a binge
- termination of such eating episodes by abdominal pain,
sleep, social interruption, or self-induced vomiting
- repeated attempts to loose weight by severely
rastrictive diets, self-inducoed vomiting, or use of
cathartics or dluretiocs
- freguent weight fluctuations greater tham ter pounds
due to alternating dbinges and fasts
= gwareness that the eating patterm is abnormal and fear of
not being able to stop eating voluntarily.
= gdepressed mood and self-depreciating thoughts following
eating binges
= the bulimic episodes are mot dus to Anorexia Nervesa or amny
known physical disorxderx

Dietary poe Pa
Pte@cminantly ncxmal waight imaiviﬁu&lg who exhibit symptoms
of bulimia.

geriptive POX Pyle, Mitche Bokert, 1 )

A elinical populntion of tmirty-four patisnts whoe were
without previcus histories of anorexia nervesa and worse
reported to be aexperiencing significant psychological
distress as a result of bulimia.

Degcriptive xmm;& (Fair

20 JA 1982} {(Johnson, 8tucksr,

Beparate reports which used large mail samples from
readers o¢f popular woemen's mnagasines. The studies
provided the first data-base that bulimic dehavior was
highly prevalent among adolescent and young adult wvomen.

| 4pradominant1yw'norma1 ;waight*~in@ivi@uaxm whe oxhibit
symptoms of bulimia.
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- ® qrmater frequen@y of &igher pram@rbid body weights

- significant affective instability resulting im various
impuise dominated behaviors

= 8 tendency tovard meore severe life impairmant resulting im
less improvement over time

= aeeurrent episodes of binge eating (rapid consumptiom of a
large amount of food in a discrete period of time)

= A fealing of lack of control over eating behavicr durimng the
eating binges

= The personr regularly engages in either self-induced
vouiting, use cof laxatives orxr diuretics, strict dieting
or fasting, or vigorous exercise im order to prevent
veight gain

= R mimimum average of two binge eating episcdes a week for
at least three momths

= Porsistent overcomcern with body shape and welght
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