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Introduction
Bulimia nervosa is classified in the International Classification of Diseases, 11th Revision (ICD-11) as a feeding and eating disorder within the broader category of Mental, Behavioural or Neurodevelopmental Disorders. Bulimia nervosa is characterised by recurrent episodes of binge eating accompanied by a subjective loss of control, followed by inappropriate compensatory behaviours such as self-induced vomiting, laxative misuse, fasting or excessive exercise. Moreover, Individuals typically experience significant distress, preoccupation with weight and shape, and impairment in functioning. Given its substantial medical and psychological burden, Bulimia nervosa represents a primary clinical and public health concern (NHS, 2024). Also, this report critically examines how bulimia nervosa is classified and diagnosed within ICD-11, analyses current treatment and rehabilitation approaches, and engages with contemporary debates including neurodivergence, stigma and the limitations of categorical classification. Furthermore, the report concludes with recommendations for enhancing classification, improving clinical practice, strengthening rehabilitation pathways and informing policy development.

Classification and Diagnosis
Bulimia nervosa is categorised in the International Classification of Diseases 11th Revision (ICD-11) under 6B81: Feeding and Eating Disorders, situated within the chapter on Mental, Behavioural and Neurodevelopmental Disorders. The ICD-11 utilises the term (disorder), reflecting a biomedical-framed conceptualisation that emphasises dysfunction and clinical significance. Although this terminology is essential for consistency and service commissioning, critics argue that the language may inadvertently reinforce stigma by framing experiences of distress as pathological rather than as embedded in broader sociocultural pressures (Gardini et al., 2025). 
In addition, the ICD-11 criteria outline bulimia nervosa as involving recurrent binge-eating episodes characterised by consumption of enormous quantities of food accompanied by a subjective loss of control, followed by inappropriate compensatory behaviours such as laxative misuse, self-induced vomiting, fasting or excessive exercise. Further, for a diagnosis, these behaviours must occur at least once per week for one month and be accompanied by marked distress or impairment (Gradl-Dietsch et al., 2025). Also, individuals with bulimia nervosa are not significantly underweight, distinguishing Bulimia nervosa from anorexia nervosa (AN). Moreover, bulimia nervosa is distinguished from binge-eating disorder via the presence of compensatory behaviours, which are absent in binge-eating disorder (Murphy et al., 2025).
The acceptance of subjective binge episodes by ICD-11, where the amount of food consumed may not be objectively excessive, but is perceived as such, marks an advancement from previous diagnostic frameworks. This change enhances diagnostic sensitivity and acknowledges the cognitive and emotional aspects of binge eating. However, critics argue that the frequency thresholds used in diagnosis are essentially arbitrary, grounded in expert consensus rather than in natural boundaries in symptom distributions. This could lead to inconsistent diagnoses across practitioners and cultures (Schmidt et al., 2025).
Diagnosis requires a thorough psychiatric and medical evaluation. The Eating Disorder Examination (EDE) and its self-report questionnaire version are considered the gold-standard tools for assessing the frequency of binge eating, compensatory behaviours, cognitive distortions, and functional impairment. In addition to psychological assessment, a medical evaluation is crucial because purging can lead to complications, including dehydration, electrolyte imbalances, cardiac arrhythmias, and dental erosion (Gideon et al., 2016). 
However, classification and diagnostic processes are not without limitations. One key concern is diagnostic crossover, with individuals frequently transitioning between anorexia nervosa, bulimia nervosa, binge eating disorder and other specified feeding or eating disorder. Such fluidity challenges the categorical model underpinning ICD-11. Additionally, it suggests a stronger case for transdiagnostic or dimensional classification systems, which conceptualise eating disorders as existing along continua rather than in discrete categories (Church, 2022). Additionally, sociocultural biases can influence diagnosis; clinicians may overlook bulimia nervosa in men, individuals from minority ethnic backgrounds or those in higher-weight bodies due to stereotypes associating eating disorders primarily with thin, young women (Brown, 2025).
[bookmark: _Hlk216904918]Treatment and Rehabilitation
Treatment for bulimia nervosa involves multiple approaches, including psychological therapy, medication, and multidisciplinary rehabilitation. Cognitive Behavioural Therapy Eating Disorder (CBT-ED) is considered the most effective treatment for bulimia. CBT-ED focuses on the key factors that contribute to the disorder, such as dietary restraint, an excessive focus on weight and shape, and the binge-purge cycle (Oxford Health NHS Foundation Trust, 2019). Evidence consistently demonstrates its effectiveness, with approximately 40-50% of individuals achieving abstinence from bingeing and purging after treatment (Barakat et al., 2022). Also, alternative psychological interventions include Interpersonal Psychotherapy (IPT), which conceptualises binge eating as a maladaptive response to interpersonal difficulties. Although Interpersonal Psychotherapy is slower to produce symptomatic change, long-term outcomes can be comparable to cognitive behavioural therapy (Aires, 2025). Moreover, for adolescents, Family-Based Treatment (FBT) has demonstrated promising outcomes by empowering families to support recovery (Dorset Healthcare University NHS Foundation Trust, no date). 
Pharmacologically, fluoxetine remains the only medication with substantial evidence supporting its use specifically for bulimia nervosa. Extensive trials have shown that it reduces binge frequency and compensatory behaviours, particularly when combined with psychotherapy. However, pharmacotherapy alone is rarely sufficient, and some medications, such as bupropion, are contraindicated due to seizure risk (Himmerich et al., 2021). 
Rehabilitation in bulimia encompasses physical, psychological and social recovery. Nutritional rehabilitation is central and requires collaboration with dietitians to normalise eating patterns, reintroduce feared foods, stabilise weight, and address dietary deficiencies (Elder, 2025). Ongoing medical monitoring is essential to address purging-related health risks, including hypokalaemia, arrhythmias, gastrointestinal complications, and dental erosion (Warren, 2024). Further, psychosocial rehabilitation focuses on re-engagement in education, employment and relationships. Long-term support may involve peer support groups, community organisations, social care services, and relapse-prevention planning (NHS England, 2023). Besides, third-sector organisations such as Beat provide essential emotional and practical support, particularly after discharge when formal services may be limited (Beat Eating Disorder, 2025).
Despite robust evidence, several limitations exist. Access to evidence-based therapies is uneven, with long waiting times and a scarcity of specialist eating-disorder services, particularly in underserved areas. Many individuals do not achieve complete remission, and relapse rates remain significant. Treatment is often less effective for individuals with comorbidities, trauma histories or neurodevelopmental conditions such as autism and ADHD. Cognitive behavioural therapy, for example, assumes cognitive flexibility and strong interoceptive awareness, which may not align with neurodivergent cognitive styles (Babb et al., pp. 616–627, 2022).
Rehabilitation services often prioritise symptom reduction over broader functional or social recovery, reflecting biomedical rather than holistic models of health. Furthermore, weight-centric assumptions within healthcare can lead to disparities in treatment access and quality, especially for people in higher-weight bodies and men (Foran et al., 2023).

Current Debates and Emerging Issues: 
Significant debates surround the classification, treatment and conceptualisation of bulimia nervosa, reflecting evolving understandings of eating disorders and their biopsychosocial determinants. A central discussion involves the adequacy of categorical diagnostic systems such as ICD-11. Critics argue that bulimia shares underlying mechanisms with other eating disorders, including anorexia nervosa and binge-eating disorder, such as dietary restraint, emotional dysregulation and overvaluation of weight and shape (Treasure, 2020). 
In addition, high rates of diagnostic crossover further challenge the idea that bulimia nervosa is a discrete disorder. A transdiagnostic or dimensional model, which conceptualises eating disorders along a spectrum of shared symptoms, is increasingly supported in contemporary research and may provide a more accurate reflection of clinical reality. However, such models are complex to operationalise within healthcare systems that rely on categorical diagnoses for service allocation and funding (Mitchison et al., 2023).
Another prominent debate concerns the intersection between neurodivergence and bulimia nervosa. Emerging research identifies elevated levels of autistic traits and ADHD symptoms among individuals with bulimia. Sensory sensitivities, rigid thinking styles, difficulties with interoceptive awareness, and impulsivity may all contribute to disordered eating patterns (Eating Disorder Clinic, 2024). Yet current diagnostic systems and treatment models rarely account for neurodivergent presentations. Additionally, standard psychological therapies, such as Cognitive Behaviour Therapy, rely on metacognitive reflection and behavioural flexibility, which may not be accessible to neurodivergent individuals without adaptations. Moreover, this has led to calls for neurodiversity-affirming eating-disorder services that incorporate sensory-based interventions, alternative communication approaches, structure and visual supports (Dawes, 2024).
Besides, weight stigma constitutes another central area of concern. Although bulimia nervosa can occur at any body size, research consistently shows that individuals with higher body weight are less likely to be diagnosed or taken seriously by healthcare professionals (Hollett et al., 2021). Furthermore, cultural stereotypes and clinician bias can lead to misdiagnosis or delayed diagnosis, exacerbating medical risks and psychological distress. Additionally, the diagnostic emphasis on body weight and shape may inadvertently reinforce societal thin ideals, positioning individuals as disordered for internalising cultural norms around attractiveness and dieting (Lubieniecki et al., 2024).
Access to treatment is also a major emerging issue. Eating-disorder services globally are under-resourced, with increasing demand and long waiting times. Digital therapies such as guided self-help CBT have been proposed as scalable solutions, but concerns persist around digital exclusion, engagement and suitability for individuals with severe illness. Treatment research predominantly involves young, cisgender women, raising questions about the generalisability of findings (Barakat, 2022).
There is growing recognition of the role of trauma in eating disorders, including bulimia nervosa. However, many standard treatments are not explicitly trauma-informed, potentially limiting effectiveness for individuals whose binge-purge cycles function as coping mechanisms for emotional pain.
Recommendations
A key recommendation is that future revisions of ICD-11 and clinical guidelines incorporate dimensional specifiers alongside categorical diagnoses. Rating the severity of binge eating, compensatory behaviours, overvaluation of weight/shape, functional impairment, and chronicity could improve diagnostic precision and better inform treatment planning.

Additionally, diagnostic criteria and guidelines should explicitly incorporate neurodivergent presentations. This includes recognising sensory-based eating patterns, impulsive binge-eating due to ADHD, and communication differences in autistic individuals. Assessments should be adapted to include visual supports and flexible interview structures (Bamford, 2025).

Moreover, clinician training must address weight stigma and cultural bias. Programmes should highlight that bulimia nervosa occurs across body sizes, genders and cultural groups, and that current stereotypes reduce diagnostic accuracy (Nice,2020).

Further, stepped-care models should be implemented to improve access. Guided self-help, digital CBT and brief interventions can meet growing demand, while complex cases should receive rapid access to specialised, multidisciplinary treatment (The Bulimia Project, 2023).

Also, psychological therapies should be adapted to be inclusive of neurodivergent service users. Adaptations include predictable structures, concrete communication, sensory-aware meal planning and slower pacing. Co-production with neurodivergent individuals is essential (Nice,2020).
Rehabilitation must be understood as a long-term, holistic process. Services should support vocational rehabilitation, education, and social reintegration, and provide ongoing relapse prevention. Long-term follow-up should be standard, given the relapsing nature of bulimia (The Bulimia Project, 2023).
Conclusion
Bulimia nervosa, as classified under ICD-11 6B81, represents a complex eating disorder with significant psychological, medical and social impacts. The ICD-11 framework provides improved diagnostic clarity, yet limitations remain regarding categorical boundaries, cultural sensitivity and recognition of neurodivergent presentations. Additionally, evidence-based treatments such as Cognitive behavioural therapy, Interpersonal Psychotherapy, Family-Based Treatment, and adjunctive fluoxetine are effective; however, access disparities and variable outcomes highlight the need for more flexible, inclusive therapeutic approaches. Current debates around dimensional classification, stigma, neurodiversity and trauma-informed care reflect the evolving landscape of eating-disorder understanding. Also, to enhance outcomes for individuals with bulimia nervosa, future developments must integrate dimensional assessment, culturally competent practices, neurodivergent adaptations and strengthened long-term rehabilitation. A coordinated effort across clinical practice, research and policy is essential to ensure that treatment is accessible, equitable and person-centred.
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