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Background
The current diagnostic criteria for bulimia nervosa (BN) include recurrent episodes of binge
eating characterized by eating, in a two-hour period or less, an amount that is larger than
what most people would eat under similar circumstances, a loss of control over eating
during a binge episode, and recurrent inappropriate compensatory behaviours to prevent
weight gain. Common compensatory behaviours include self-induced vomiting, misuse of
laxatives, diuretics, other medications, fasting, or excessive exercise. Binges and
compensatory behaviours must occur on average twice a week for at least three months.
Self-evaluation is also unduly influenced by body shape and weight. BN is typed as either
purging or non-purging.
Very little is known about this disorder in young people. BN is thought to occur in 1% of
the adolescent population with partial symptoms occurring in 3-6%. Boys make up 10% of
the population. Mortality rates range from 0% to 6%. The age of onset is described as late
adolescence; however, there are reports of purging in prepubertal children. The one
Canadian survey of children between the ages of 9 to 14 years reports the prevalence of
binge eating and purging, at least monthly, to be 0.2% in girls and 0.1 % in boys. The only
Canadian survey of adolescents suggests that rates of bulimic symptoms in girls range
from 0.7% in 12-year-olds to 1.3% in 18-year-olds. No data exists for boys. More worrisome
is that only 4% of adolescent girls with binge eating and 6% of girls with purging reported
ever being assessed or treated for their difficulties.
Few clinical research studies have specifically focused on the medical complications of BN
in children and adolescents. There are many serious consequences of bulimia, including
hypokalemia associated with cardiac arrythmias, muscle weakness, and decreased gastrointestinal motility, gastrointestinal difficulties, and dehydration resulting in dizziness,
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syncopy, weakness, and confusion, hypotension and tachycardia. The unique features of
the developmental process of childhood and adolescence are critical in understanding
these medical complications.
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Currently the diagnostic criteria for children are identical to those in adults, although
there is evidence that children may differ significantly in their presentation. Early detection is also important, as the longer these disorders persist, the harder they are to treat.
There is no Canadian data on incidence or prevalence, presentation, age of onset and
medical complications of bulimia in children and little information on adolescents. Data
collected through the CPSP is an efficient way to advance knowledge on how to best help
these children overcome this serious, chronic and potentially life-threatening illness.

Objectives
• Determine a conservative incidence rate of children and young adolescents presenting
to paediatricians with bulimic eating symptoms and behaviours.
• Describe the bulimic behaviours and the associated physical symptoms in children
and adolescents on presentation to a paediatrician.
• Identify psychiatric co-morbid disorders that accompany bulimic eating disorders.
• Describe the current treatment planned and/or offered to these children.

Case definition
Report any new patient presenting between the ages of 5 and 18 years (up to the 18th
birthday) with binging and/or purging behaviour:
• Binging is characterized by eating, in a two-hour period or less, an amount larger than
what most people would eat under similar circumstances and a sense of loss of control
over eating during the episode.
• Purging can include self-induced vomiting, misuse of laxatives, diuretics and other
medications, and/or inappropriate compensatory behaviours, such as fasting or
excessive exercising.
Exclusion criteria
Children who have biological causes for either binging or purging or who suffer from a
psychotic disorder, or significant developmental delay.

Duration
March 2008 to February 2010

Expected number of cases
There are no reliable data on the incidence of bulimic symptoms in children in Canada.
The prevalence data is of approximately 1% with only 4-6% of teens coming to medical
attention. A current study in Britain examining eating disorders in children under
13 years of age has identified seven children with bulimic or binge eating symptoms and
about five children with eating disorder not otherwise specified (EDNOS) that would
likely be bulimic in the first year. Factoring for Canada a wider age range and a population
of about 60% of the population of children of Britain, a minimum of 21 subjects would be
expected to present yearly.

Bulimic eating disorders (continued)

Ethical approval
The Research Ethics Board, The Hospital for Sick Children

Analysis and publication

Bibliography
American Psychiatric Association. Diagnostic and statistical manual for mental disorders (4th ed.),
Washington, DC. 1994
Brewerton TD. Bulimia in children and adolescents. Child Adolesc Psychiatry Clin N Am 2002;
237-56.
Carlat DJ, Carmargo CA jr. Review of bulimia nervosa in males. Am J Psychiatry 1991;148:831-43.
Field A, Carmargo C, Taylor C, Barr MD, Berkey C, et al. Overweight concerns and bulimic
behaviour among girls and boys. J Am Acad Child Adolesc Psychiatry 1999;38(6):754-60.
Fisher M, Schneider M, Burns J, Symons H, Mandel PS. Differences between adolescents and
young adults at presentation to an eating disorders program. J Adolesc Health 2001;28:222-7.
Jones J, Bennett S, Olmsted M, Lawson M, Rodin G. Disordered eating attitudes and behaviours
in teenaged girls: a school-based study. Can Med Assoc J 2001;165(5):547-52.
Mehler PS. Bulimia nervosa. N Engl J Med 2003;349(9):875-81.
Mitchell JE, Seim HC, Colon E, Pomeroy C. Medical complications and medical management of
bulimia. Ann Intern Med 1987;107(1):71-7.
Morris A, Pinhas L, Katzman DK. Early-onset eating disorders. Canadian Paediatric Surveillance
Program 2003 Results, www.phac-aspc.gc.ca/publicat/cpsp-pcsp03/page6_e.html.
Nicholl F, Chater R, Lask B. Children into DSM don’t go: a comparison of classification systems
for eating disorders in childhood and early adolescence. Int J Eat Disord 2000;28:317-24.
Patton GC, Selzer R, Coffey C, Carlin JB, Wolfe R. Onset of adolescent eating disorders: population based cohort study over 3 years. Br Med J 1999;318:765-8.
Steinhausen HC. Eating disorders. In: Steinhausen HC, Verhulst F (eds). Risks and outcome in
developmental psychopathology. Oxford University Press, Oxford 1999:210-30.

PROTOCOLS

Descriptive summaries of demographic characteristics will be performed. Dichotomous
variables will be summarized using percentages; normally distributed continuous
variables will be summarized using means and standard deviations. Continuous variables
that are not normally distributed will be summarized using medians and ranges. A latent
class analysis will be undertaken to explore symptom clusters. This procedure has been
established in an earlier study. Findings from the study will be presented at relevant
conferences and will also be submitted for publication in a peer-reviewed journal within
a year of completion.

