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Abstract. The diagnostic consideration of the eating disorders anorexia nervosa and bulimia nervosa has been given much focus
over the last two decades than previously, as clinicians have become more aware of the frequency of these disorders and the
difficulties associated with their treatment. Anorexia nervosa and bulimia nervosa as known in the DSM-IV as eating disorders are
characterized by physically and/or psychologically harmful eating patterns. Although the psychological explanation of what we
now call anorexia nervosa have been known about for centuries, it has only recently attracted much interest, due to greater public
knowledge and increased incidence (according to Gross and MclLveen 2006, the latter claim has been disputed). Most people
suffering from anorexia nervosa and bulimia nervosa start by fasting. Anorexia nervosa is a deliberate self-starvation. A person
whose body weight is less than expected for his or her body height and weight is considered to be anorexic. In contract, bulimia
involves binge eating a large quantity of food followed by purging by self-induced vomiting, enemas, laxatives, or diuretics.
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1. Introduction

“Anorexia and bulimia nervosa have both been defined out
of the wide range of psychologically relevant problems
of weight and eating from which people suffer. However,
many people with clinically significant eating disorders do
not precisely fulfil the diagnostic criteria for anorexia and
bulimia nervosa disorders. Thus, the main diagnoses are
essentially archetypes, albeit valuable ones” [1]. The concept
of anorexia nervosa has existed since the 19th century. In
contrast, bulimia nervosa was defined less than three decades
ago [2]. Both concepts have evolved somewhat but each

has remained useful and they are included in the main
psychiatric classificatory systems, DSM-IV and ICD-10 [3,
4]. The American DSM-IV will be applied in describing the
diagnostic criteria for both disorders in this essay.

Anorexia: Three diagnostic criteria have been recom-
mended by [6] for anorexia nervosa. These includes: “(A)
actions that are deliberately planned to lead to pronounced
weight loss; (B) developing an unusual behaviour that is
defined by a morbid fear of becoming fat; and (C) evidence
of an endocrine disorder, amenorrhea in females, and loss of
sexual potency and sexual interest in males” [7].While others
have suggested other diagnostic criteria since, they generally
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Table 1: Common symptoms of anorexia/bulimia nervosa.

Anorexia nervosa Bulimia nervosa
• Patients often deny complaints • Patients may be secretive about disordered eating
• Amenorrhea, cold intolerance • Swelling of hands feet, irregular menses
• Abdominal pain, constipation • Abdominal pain, bloating
• Sleep disturbances, anxious energy, depression • Recurrent vomiting, heartburn, headaches
[5].

involve aspects of Russell’s original criteria. The DSM-IV
diagnostic criteria for anorexia nervosa are shown in Table 3.
[7].

One other diagnostic criterion for anorexia nervosa is the
change of behaviour that is designed to produce marked
weight loss. There have been different general agreements
that a drive for thinness is necessary for the diagnosis. Dif-
ferent investigators have described this criterion in somewhat
differing terms: ’the relentless pursuit of thinness’ [8, 9]; ’the
pursuit of thinness’ [10]; ’the deliberate wish to be slim’ [11];
or the pursuit of thinness as a pleasure in itself’ [12]. Another
diagnostic criterion for anorexia nervosa is the intense of
putting on body weight or becoming fat. The diagnostic
criteria suggested by Russell’s correspond with criteria B and
C in DSM-IV. It involves both the morbid fear of becoming
fat and the regulation of self-esteem to an excessive degree
by concerns with weight and shape. This relates to attitudes
and feelings the person has about her body or particular body
part [7].

As a result of the significant weight loss, anorectics take
on an emaciated appearance. Literally, anorexia nervosa
means ’nervous loss of appetite’. However, anorectics are
often both hungry and preoccupied with thoughts of food.
For example, they may constantly read recipe books and
may prepare elaborate meals for their friends. Anorectics
themselves, however, will avoid most calorie-rich foods such
as meat, milk products, sweets and other desserts, and will
often limit their consumption to little more than a lettuce leaf
and carrot. Anorectics also demonstrate a reduced pleasure in
eating [14]. Although studies indicate that anorectics do not
experience deficiencies in taste, [13] have shown that they
have a low hedonic responsiveness to taste and an aversion to
the oral sensation of fat [13].

In DSM-IV, two sub-types of anorexia nervosa are identi-
fied, both of which contribute to the denial to sustain a body
weight that is lower than the usual body weight of the per-
son’s height, age and sex. “The restricting type of anorectic
loss weight by continuously fasting and participating in too
much physical activity. The binge eating/purging type falls
between the periods of starving and ’binge eating’ were by
the food that is usually prevented is taken-in and used-up
in large quantities” [11.14]. Shadowing this, the feelings of
guilt and shame that are experienced as a result of the ’binge’
lead the anorectics to use laxatives or self elicited vomiting to

discharge ingested food from the system. These experiences
are diagnostic criteria for anorexia nervosa [14, 15].

Another diagnostic criteria of anorexia nervosa is a
distorted body image were by the person no longer acknowl-
edge the slenderness of there physical body structure even
though their appearance may show protruding bones, many
anorectics still see themselves as being fat and deny that they
are ’wasting away’ [15]. As [9] have observed anorectics:
’vigorously defend their gruesome emaciation as not being
too thin....they are identified with the skeleton-like appear-
ance, they actively maintain it and deny its disorders’. As
[16] has noted, the fact that many people who would be
diagnosed as anorectic do not perceive themselves as having
a disorder, he suggests that data relating to both the incidence
and prevalence of the disorder should be treated with caution
[16].

Research reported by [17] found females with severe
restrictive anorexia nervosa to have histories of glandular
fever like illnesses immediately preceding the onset of
their eating disorder. Park and his colleagues suggest that
immune-induced alterations in central home-ostasis, par-
ticularly involving corticotrophin-releasing hormone, could
trigger and perpetuate a behavioural response leading to a
particularly severe form of restrictive anorexia, a suggestion
which is speculative but biologically plausible [18].

Bulimia: According to the DSM-IV diagnostic criteria,
binge eating is one of themajor diagnostic criteria for bulimia
nervosa [4, 20]. Although bulimia nervosa can accompany
anorexia nervosa, most bulimics are at least average in weight
and some are unquestionable obese [21]. “Bulimia nervosa
is characterised by periodic episodes of ’compulsive’ or
’binge’ eating that is, the rapid and seemingly uncontrolled
consumption of food, especially food which is rich in
carbohydrates. The binge is finished either by abdominal pain
or in situation’s were its the purging type, by the ejection
of food using diuretics, laxatives or self-induced vomiting”
[18]. Some bulimics begin their binge by eating a coloured
’maker’ food and after they have finished, will continue
purging until the maker has re-emerged [19]. According
to Russell, the diagnostic criteria for bulimia nervosa have
three components at the time he proposed the criteria. These
includes: “(A) powerful and intractable urges to overeat; (B)
avoidance of the fattening effects of food by deliberately
causing vomiting, abusing purgatives, or both; and (C) a

| http://www.agialpress.com/



The Open Access Journal of Science and Technology 3

Table 2

A. Refusal to maintain body weight at or above a minimally normal weight for age and height (e.g., weight loss leading to
maintenance of body weight less than 85% of that expected, or failure to make expected weight gain during period of
growth, leading to body weight less than 85% of that expected).

B. Intense fear of gaining weight or becoming fat, even though underweight.
C. Disturbance in the way in which one’s body weight or shape is experienced, undue influence of body weight or shape on

self-evaluation, or denial of the seriousness of the current low body weight.
D. In postmenarchal females, amenorrhea, i.e., the absence of at least three consecutive menstrual cycles. (A woman is

considered to have amenorrhea if her periods occur only following hormone, e.g., estrogen, administration).
Specify type:
Restricting Type: during the current episode of Anorexia Nervosa, the person has not regularly engaged in binge-eating or
purging behavior (i.e., self-induced vomiting or the misuse of laxatives, diuretics, or enemas)
Binge-Eating/Purging Type: during the current episode of Anorexia Nervosa, the person has regularly engaged in binge-
eating or purging behavior (i.e., self-induced vomiting or the misuse of laxatives, diuretics, or enemas)
[4].

morbid fear of becoming fat” [7]. Although, these diagnostic
criteria have undergone various modifications in the recent
DSM-IV diagnostic criteria, however, they are still similar
with that of the DSM-IV criteria which is shown on Table ??
[7].

Russell’s first diagnostic criteria of bulimia nervosa (pow-
erful and intractable urges to overeat) however, corresponds
to DSM-IV criteria A, B, and D. while the second component
of Russell diagnostic criteria for bulimia nervosa (avoidance
of the fattening effects of food by inducing vomiting)
corresponds with criterion C in DSM-IV [7]. In some
cases, “bulimia nervosa patients may complain of depression,
fatigue, or headaches. Somemay suffer from abdominal pain,
bloating or heartburn; these symptoms are usually attributed
to binge-purge cycles” [5]. Although bulimics aremostly able
to keep up a standard body weight, they seem to move in
between weight increase and weight decrease. The binge-
purge behaviour of the bulimic is typically accompanied by
feeling of guilt. The purging of food produces feelings of
relief and a commitment to severely restrictive diet which
ultimately fails [22].

Patients suffering from anorexia and bulimia nervosa have
signs and symptoms that differs as well as different diagnostic
criteria for there disorders. Patients with anorexia nervosa
and bulimia nervosa disorders also tend to differ in their
motivation to receive treatment. Because of the nature of
anorexia nervosa disorder for instance, patient often deny
complaints, including concerns about low body weight this
may make motivation for treatment difficult as they do
not notice themselves that there is a problem. Motivation
for treatment may also differ for bulimia nervosa patients
because they frequently look well and may have only a few
apparent symptoms or signs of illness and also difficult to
detect physically therefore patients may feel less motivated
inside of them seek for treatment [5]. Motivation to receive
treatment may also differ with anorexia nervosa disorder as
most of the physical symptoms and signs normally indicate
the effects of caloric restriction and subsequent weight loss
which is now viewed in western societies as fashionable and

keeping fit, so patient may feel less motivated to receive
treatment as this is already portrayed in media as fashionable.
“However given the Western society’s current emphasis on
thinness, many clients and even their families and friends
may not recognise the serious implications of the weight loss
and this may influence the patient motivation for receiving
treatment”. [5].

Previous analysis of the treatment for anorexia nervosa
and bulimia nervosa has revealed that people suffering
from these disorders can and do differ in there motivation
to receive treatment. But there seems to be wide possi-
ble outcome if there are eventually motivated to receive
treatment, particularly in the case of anorexia nervosa.
The treatment normally for anorexia and bulimia nervosa
differs and that also influences the patient motivation to
receive treatment. For example, the most common form
of treatment for bulimia nervosa is cognitive-behavioural,
originally formulated by [23]. Such treatment typically
includes an educational/dietary component, particularly in
the early stages, but gradually the focus will have moved
on to cognitive factors. Bulimia nervosa patients may not be
comfortable with such type of treatment because this treat-
ment tend to place a fair amount of emphasis on the dietary
side of eating disorders and will focus on the principles of
good nutrition, biological factors controlling weight and the
effects of vomiting and purging. This will obviously make a
difference in the motivation to receive such treatment [24].
While this is the case for bulimia nervosa disorder, it may
differ from anorexia nervosa. Anorexia nervosa patients may
differ in their motivation to receive treatment because the
kind of treatment available may not be beneficial to there
current lifestyle. For instance, the knowledge patients have
for the physical treatment of anorexia nervosa such as the use
of chlorpromazine and insulin, as advocated by [25] or the
most drastic form of treatment (tube feeding) on forced basis
may make it difficult for them to ask for treatment [21].

On the other hand, patients suffering from these disorders
differ in their motivation to receive treatment depending on
their understanding of how serious their illness is. This is
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Table 3

A. Recurrent episodes of binge eating. An episode of binge eating is characterized by both of the following:
(1) eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food that is definitely larger than
most people would eat during a similar period of time and under similar circumstances
(2) a sense of lack of control over eating during the episode (e.g., a feeling that one cannot stop eating or control what or
how much one is eating)

B. Recurrent inappropriate compensatory behavior in order to prevent weight gain, such as self-induced vomiting; misuse of
laxatives, diuretics, enemas, or other medications; fasting; or excessive exercise.

C. The binge eating and inappropriate compensatory behaviors both occur, on average, at least twice a week for 3 months.
D. Self-evaluation is unduly influenced by body shape and weight.
E. The disturbance does not occur exclusively during episodes of Anorexia Nervosa.
Specify type: Purging Type: during the current episode of Bulimia Nervosa, the person has regularly engaged in self-induced
vomiting or the misuse of laxatives, diuretics, or enemas
Nonpurging Type: during the current episode of Bulimia Nervosa, the person has used other inappropriate compensatory
behaviors, such as fasting or excessive exercise, but has not regularly engaged in self-induced vomiting or the misuse of
laxatives, diuretics, or enemas
[4].

because the anorexic patient often believes that the weight
loss is normal and attractive while the bulimic patient may
feel that purging is one great way of preventing obesity. It
is then impossible to have any form of motivation to receive
treatment when the anorexic condition may be encouraged
by friends or family members who envy thinness or by TV
or internet advert that encourages people to have low body
fat. If families of anorexia and bulimia nervosa patients deny
the problem of their disorder, this can be obstructive giving
patients less motivation to receive treatment and making the
intervention of family therapy a difficult option [26].

2. Conclusion

Difference in the motivation of anorexics to receive treatment
can have implications in the choice of intervention that
they will receive. Although medical intervention typically
becomes a more acute issue with extreme weight loss, recent
research seems to cast doubt on the necessity for lengthy in-
patient treatment [21]. “Patients who are dieting or engaging
in prolonged eating behaviour are usually not able to take
part passively in the therapeutic process; therefore efforts to
improve nutritional and weight status are an intrinsic part of
the clinical agenda from the beginning of treatment” [7]. The
processes of dietary rehabilitation and weight restoration are
not carried out in isolation from the “real work” of cognitive
behavioural therapy; rather, they are closely integrated with
the ongoing examination of the client’s core beliefs. In that
case if the client has no core beliefs it may have implications
for the choice of intervention they will receive [7, 27].
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Dear Colleagues,

Although publications covering various aspects of nuclear receptors 
(NRs) appear every year in high impact journals, these publications are 
virtually buried among an overwhelming volume of articles that are only 
peripherally related to NRs. � e latter fact prompted a group of promi-
nent scientists active in the � eld of nuclear receptor research to conclude 
that gathering publications on this superfamily of receptors under one 
umbrella would provide an invaluable resource for a broad assemblage of 
scientists in the � eld; thus the idea for a new journal, Nuclear Receptor 
Research, was born. 

I am pleased to share with you that Nuclear Receptor Research is now 
a reality as an open access peer-reviewed journal devoted to publishing 
high-quality, original research and review articles covering all aspects of 
basic and clinical investigations involving members of the nuclear recep-
tor superfamily. Nuclear Receptor Research has an editorial board com-
prised of a group of renowned scientists from around the world. Board 
members are committed to make Nuclear Receptor Research a vibrant 
forum showcasing global e� orts in this ever-expanding area of research. 

We believe that the impact and visibility of papers related to nuclear re-
ceptors will be signi� cantly enhanced by appearing in a journal devoted 
exclusively to nuclear receptors. In addition, it is hoped that Nuclear Re-
ceptor Research will serve as a catalyst to encourage collaborative stud-
ies as well as to foster interdisciplinary initiatives within this expansive 
and dynamic � eld.  For these reasons, I invite you to consider Nuclear 
Receptor Research (http://www.agialpress.com/journals/nrr/) as a 
vehicle to share your novel research � ndings as well as your vision for 
the future of nuclear receptor research with your colleagues around the 
world.

      Mostafa Badr
      Editor-in-Chief
      Nuclear Receptor Research


