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Bulimia nervosa is a serious eating disorder characterised by recurrent episodes of binge eating followed by compensatory behaviours intended to prevent weight gain, such as self-induced vomiting, fasting or excessive exercise (World Health Organization, 2022). The condition can have significant psychological, physical and social consequences and may affect individuals regardless of gender, age or body size (McNaught, Treasure and Pollard, 2022). Within the UK, appropriate recognition and access to evidence-based treatment are therefore important for reducing health risks and supporting recovery (NICE, 2017).
This report critically examines bulimia nervosa within the framework of the International Classification of Diseases, 11th Revision (ICD-11), with particular consideration of UK clinical practice. It explores the classification and diagnostic process, evaluates current treatment and rehabilitation approaches, and considers their effectiveness and limitations. The report also examines contemporary debates surrounding diagnostic classification, treatment and neurodivergence, including the implications for practice and policy. Finally, recommendations are presented for improving early identification, person-centred treatment, rehabilitation and future research.
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Bulimia nervosa is classified in the International Classification of Diseases, 11th Revision (ICD-11), under the code 6B81, within Feeding or Eating Disorders in Chapter 6, Mental, Behavioural or Neurodevelopmental Disorders (World Health Organization, 2022). This classification identifies bulimia nervosa primarily as a mental and behavioural disorder, although it can also result in significant physical complications. In UK practice, ICD-11 classification is supported by National Institute for Health and Care Excellence (NICE) guidance on the recognition, assessment and treatment of eating disorders (NICE, 2017).
The ICD-11 characterises bulimia nervosa by recurrent episodes of binge eating accompanied by a perceived loss of control and repeated compensatory behaviours intended to prevent weight gain. These may include self-induced vomiting, fasting, excessive exercise or misuse of laxatives and other medications. Excessive concern about body weight and shape is also a significant characteristic (World Health Organization, 2022). Therefore, diagnosis considers psychological and behavioural features rather than food intake alone.
Importantly, individuals with bulimia nervosa are not necessarily underweight. NICE (2017) recommends that healthcare professionals should not use a single measure, such as body mass index (BMI) or duration of illness, to determine whether treatment is required. Assessment should instead consider binge eating, restrictive eating, vomiting, excessive exercise, concerns about weight and shape, physical symptoms and changes in psychosocial functioning (NICE, 2017). This broader approach may reduce the risk of delayed or missed diagnosis among people who do not fit common stereotypes of eating disorders.
However, while broader assessment may improve recognition, it also increases reliance on professional judgement, highlighting the importance of appropriate training and consistent assessment across UK services.
Within UK practice, initial identification may occur in primary care through a GP or other healthcare professional. When an eating disorder is suspected, assessment should consider both physical and mental health and associated difficulties such as depression, anxiety, self-harm, substance misuse and suicide risk (NICE, 2017). Physical assessment is also important because recurrent purging can cause dehydration, electrolyte abnormalities and cardiovascular complications. Blood tests and electrocardiogram (ECG) monitoring may therefore be considered according to individual medical risk (NICE, 2017). However, these investigations support risk assessment rather than independently diagnosing bulimia nervosa.
The terminology used within classification is also important. ICD-11 uses the term “disorder”, placing bulimia nervosa within Feeding or Eating Disorders (World Health Organization, 2022). Similarly, NICE uses “eating disorder”, while the NHS describes bulimia as an eating disorder and serious mental health condition (NHS, 2024). Although “disorder” provides consistency in clinical diagnosis, person-centred terminology such as “condition” may be perceived as less stigmatising. Consequently, healthcare professionals should maintain accurate diagnostic terminology while communicating respectfully and avoiding language that defines individuals solely by their diagnosis.
[bookmark: _Toc237486017]Treatment and Rehabilitation
Treatment for bulimia nervosa in the UK combines psychological intervention with physical health monitoring and nutritional support. NICE recommends bulimia-nervosa-focused guided self-help as an initial treatment for adults, using cognitive behavioural principles with support from a trained practitioner (NICE, 2017). This approach is less intensive and may improve accessibility; however, it may be insufficient for individuals with complex psychological difficulties, significant medical risks or limited ability to engage independently.
If guided self-help is ineffective or unsuitable, NICE recommends cognitive behavioural therapy for eating disorders (CBT-ED). For adults, this usually involves up to 20 sessions over approximately 20 weeks and addresses regular eating, binge-purge behaviours and beliefs concerning body weight and shape, followed by relapse-prevention strategies (NICE, 2017). CBT-ED is valuable because it addresses both behavioural and psychological factors maintaining bulimia nervosa. Evidence from a network meta-analysis also suggests that individual CBT and guided cognitive behavioural self-help are among the interventions most likely to achieve remission in adults with bulimia nervosa, although limitations in the evidence base remain (Slade et al., 2018). Nevertheless, treatment outcomes vary, particularly where depression, anxiety, trauma or other difficulties coexist. Therefore, evidence-based treatment should remain responsive to individual needs.
For children and young people, NICE recommends considering bulimia-nervosa-focused family therapy, with individual CBT-ED as an alternative when family therapy is inappropriate or ineffective (NICE, 2017). Family involvement can provide practical and emotional support, although its effectiveness may be limited where family relationships are difficult or the young person is uncomfortable involving relatives.
Physical monitoring is also essential because repeated vomiting and other compensatory behaviours can cause dehydration, electrolyte disturbances and cardiovascular complications. NICE recommends appropriate medical assessment, while the Royal College of Psychiatrists’ Medical Emergencies in Eating Disorders (MEED) guidance supports the identification and management of serious physical risk (Royal College of Psychiatrists, 2022). Severe cases may require urgent medical intervention or inpatient treatment, demonstrating the importance of integrating physical and mental healthcare.
The ICD-11 classifies bulimia nervosa but does not prescribe a specific rehabilitation programme. In UK practice, rehabilitation therefore involves broader recovery measures including establishing regular eating patterns, nutritional support, psychological therapy, physical monitoring and relapse prevention (World Health Organization, 2022; NICE, 2017). Multidisciplinary care may involve psychologists, psychiatrists, nurses, therapists and dietetic professionals, depending on individual needs.
Rehabilitation should also support psychological and social recovery, including improved body image, emotional wellbeing and participation in education, employment and relationships. Although reducing binge eating and purging is an important outcome, symptom reduction alone does not necessarily represent complete recovery. Continuing psychological difficulties and risk of relapse may require longer-term support.
A further limitation is that evidence-based treatment can only be effective when individuals are able to access and remain engaged with services. Therefore, availability, continuity of care and appropriate adaptation of treatment are important considerations alongside the effectiveness of the intervention itself.
Overall, UK approaches provide evidence-based interventions for bulimia nervosa, particularly guided self-help and CBT-ED. However, effectiveness depends on engagement, individual circumstances, timely access to services and continuity of care. A person-centred, multidisciplinary approach that combines psychological, physical and social rehabilitation may therefore provide more sustainable recovery than reliance on a single intervention (NICE, 2017; Royal College of Psychiatrists, 2022).
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An important debate surrounding bulimia nervosa concerns whether diagnostic classifications adequately represent the diversity of eating-disorder presentations. ICD-11 classifies bulimia nervosa as a Feeding or Eating Disorder, providing consistency for diagnosis and communication between professionals (World Health Organization, 2022). However, diagnostic categories can create boundaries that do not always reflect individual experiences, particularly because symptoms and severity may change over time. This concern is consistent with the transdiagnostic perspective, which proposes that different eating disorders may share important psychological mechanisms despite being classified separately (Fairburn, Cooper and Shafran, 2003). A more flexible approach that considers individual presentation alongside diagnostic criteria may therefore support more person-centred assessment.
Bulimia nervosa can affect different genders, ages and body sizes, with UK data demonstrating cases of bulimia nervosa across both sexes and different age groups (NHS Digital, 2023), while NICE advises against using BMI alone to determine access to treatment (NICE, 2017). This has implications for UK practice because professionals should consider behavioural and psychological symptoms rather than assuming that eating disorders are primarily associated with being underweight. Furthermore, research indicates that people with marginalised social characteristics may experience eating-disorder symptoms without proportionately accessing treatment, highlighting inequalities in help-seeking and service utilisation (Wilkins et al., 2025).
There is also debate regarding treatment. NICE recommends guided self-help and CBT-ED for adults with bulimia nervosa, but standardised interventions may not meet every individual’s needs (NICE, 2017). Co-existing mental health conditions, social circumstances and neurodevelopmental differences may influence engagement and treatment outcomes. Evidence-based approaches therefore need sufficient flexibility to respond to individual circumstances.
Neurodivergence is an increasingly important issue within eating-disorder research, particularly regarding autism and attention deficit hyperactivity disorder (ADHD). Bulimia nervosa is not classified as a neurodevelopmental disorder, and neurodivergence does not provide a basis for automatically reclassifying it. Nevertheless, autism and ADHD can co-occur with eating disorders and potentially influence their presentation and treatment. Research has identified an association between autism and feeding or eating disorders, with co-occurrence potentially contributing to poorer treatment outcomes (Adams et al., 2024). ADHD-related characteristics, including impulsivity and difficulties with emotional regulation, have also been associated with overeating and bulimic symptoms (Kaisari, Dourish and Higgs, 2017).
These associations require careful interpretation because autism or ADHD does not necessarily cause bulimia nervosa. Instead of reclassifying bulimia as a neurodevelopmental condition, services may need to adapt existing treatment to neurodivergent individuals. This could include clearer communication, greater predictability, consideration of sensory needs and personalised approaches to emotional regulation.
These debates have implications for UK practice and policy. Professionals require appropriate training to recognise diverse presentations and co-existing neurodevelopmental needs, while services should avoid rigid diagnostic pathways that could delay treatment. Greater coordination between eating-disorder and neurodevelopmental services may also reduce fragmented care. However, any future changes to classification should remain evidence-based. Overall, maintaining the clinical value of ICD-11 while allowing person-centred assessment and adapted treatment may improve access, engagement and recovery (NICE, 2017; Adams et al., 2024).
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Several improvements could strengthen the diagnosis, treatment and rehabilitation of bulimia nervosa in UK practice. First, healthcare professionals should receive appropriate training to recognise eating disorders across different genders, ages and body sizes. NICE (2017) recommends that decisions about treatment should not rely solely on measures such as BMI or duration of illness. Greater attention to psychological and behavioural symptoms could therefore support earlier identification and reduce missed or delayed diagnoses.
Early intervention should also be strengthened within primary care through clearer referral pathways between GPs and specialist eating-disorder services. Timely assessment is important because bulimia nervosa can have serious physical and psychological consequences. Services should also provide person-centred treatment rather than assuming that standard interventions are equally suitable for everyone. Although guided self-help and CBT-ED are recommended treatments, individual needs and co-existing conditions should be considered when planning care (NICE, 2017).
Rehabilitation should extend beyond reducing binge eating and compensatory behaviours. Multidisciplinary support should address physical health, nutrition, psychological wellbeing, social functioning and relapse prevention. Particular consideration should also be given to neurodivergent individuals, with reasonable adaptations to communication, sensory needs and treatment delivery where required.
At policy level, equitable and timely access to specialist eating-disorder services should remain a priority. Greater coordination between primary care, mental health and neurodevelopmental services could improve continuity of care. Further UK research is also required to evaluate long-term outcomes, relapse prevention and adapted interventions for neurodivergent and under-represented populations. Such evidence could inform future clinical guidelines and classification developments while ensuring that changes remain evidence-based (NICE, 2017; NHS England, 2019).
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Bulimia nervosa is a complex eating disorder involving psychological, behavioural and physical health consequences. ICD-11 provides an important framework for its classification and diagnosis, while UK guidance supports comprehensive assessment that considers symptoms and individual risk rather than relying solely on measures such as BMI (World Health Organization, 2022; NICE, 2017).
Evidence-based interventions, particularly guided self-help and CBT-ED, play an important role in treatment, although their effectiveness can vary according to individual needs and circumstances. Recovery therefore requires a person-centred and multidisciplinary approach that addresses physical health, psychological wellbeing, social functioning and relapse prevention (NICE, 2017; Royal College of Psychiatrists, 2022).
Current debates concerning diverse presentations and neurodivergence further demonstrate the importance of flexible and inclusive services. Rather than reclassifying bulimia nervosa as a neurodevelopmental condition, UK practice should focus on adapting assessment and treatment where necessary. Overall, earlier identification, equitable access to specialist care and continued research are essential to improving long-term outcomes for people experiencing bulimia nervosa.
[bookmark: _Toc237486021]References 
Adams, K.L., Mandy, W., Catmur, C. and Bird, G. (2024) ‘Potential mechanisms underlying the association between feeding and eating disorders and autism’, Neuroscience & Biobehavioral Reviews, 162, 105717. doi: 10.1016/j.neubiorev.2024.105717.
Fairburn, C.G., Cooper, Z. and Shafran, R. (2003) ‘Cognitive behaviour therapy for eating disorders: a “transdiagnostic” theory and treatment’, Behaviour Research and Therapy, 41(5), pp. 509–528. doi: 10.1016/S0005-7967(02)00088-8.
Kaisari, P., Dourish, C.T. and Higgs, S. (2017) ‘Attention Deficit Hyperactivity Disorder (ADHD) and disordered eating behaviour: A systematic review and a framework for future research’, Clinical Psychology Review, 53, pp. 109–121. doi: 10.1016/j.cpr.2017.03.002.
McNaught, E., Treasure, J. and Pollard, N. (2022) Eating Disorders. Oxford: Oxford University Press. doi: 10.1093/med/9780198855583.001.0001.
National Health Service (NHS) (2024) Bulimia. Available at: https://www.nhs.uk/mental-health/conditions/bulimia/ (Accessed: 13 August 2026).
National Institute for Health and Care Excellence (NICE) (2017) Eating disorders: recognition and treatment. NICE guideline NG69. London: NICE. Available at: https://www.nice.org.uk/guidance/ng69 (Accessed: 13 August 2026).
NHS Digital (2023) Mental Health of Children and Young People in England, 2023 – wave 4 follow up. Leeds: NHS Digital. Available at: https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2023-wave-4-follow-up (Accessed: 13 August 2026).
NHS England (2019) Adult eating disorders: community, inpatient and intensive day patient care – guidance for commissioners and providers. London: NHS England. Available at: https://www.england.nhs.uk/publication/adult-eating-disorders-community-inpatient-and-intensive-day-patient-care-guidance-for-commissioners-and-providers/ (Accessed: 13 August 2026).
Royal College of Psychiatrists (2022) Medical emergencies in eating disorders (MEED): Guidance on recognition and management. College Report CR233. London: Royal College of Psychiatrists.
Slade, E., Keeney, E., Mavranezouli, I., Dias, S., Fou, L., Stockton, S., Saxon, L., Waller, G., Turner, H., Serpell, L., Fairburn, C.G. and Kendall, T. (2018) ‘Treatments for bulimia nervosa: a network meta-analysis’, Psychological Medicine, 48(16), pp. 2629–2636. doi: 10.1017/S0033291718001071.
Wilkins, J., Ahmed, M., Allen, K. and Schmidt, U. (2025) ‘Intersectionality in help-seeking for eating disorders: a systematic scoping review’, Journal of Eating Disorders, 13(1), article 26. doi: 10.1186/s40337-025-01202-4.
World Health Organization (2022) ICD-11 for Mortality and Morbidity Statistics: 6B81 Bulimia nervosa. Geneva: World Health Organization. Available at: https://icd.who.int/ (Accessed: 13 August 2026).

image1.jpeg
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales
Trinity Saint David





