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Editorial

An Approach to Planning Services for Bulimia Nervosa
JANET L. TREASURE, NICHOLAS A. TROOP and ANNE WARD

How should health care strategists respond to the
emergence and subsequent increase in bulimia
nervosa over the last two decades? A recent
publication on eating disorders from the Office of
Health Economics failed to address the costs of
bulimia nervosa (West, 1994), citing the non-
availability of figures for counselling or out-patient
psychological treatment. However, purchasers of
health care need to make provision for bulimia
nervosa and a major part of their remit will be an
economic evaluation of available treatments. The
National Health Service (NHS) itself has no figures
on the impact of bulimia nervosa because it has not
been coded as a separate illness until recently. Nor
are there any current health economic evaluations
of treatment for bulimia nervosa. However, it is
possible to obtain estimates of costs based on health
service research. As money for research is finite,
time-limited treatments have typically been the
focus of interest. Results from this type of research
bear on cost and outcome and, therefore, economic
assessment. While these may not provide sufficient
data for a rigorous analysis, they have a valuable
role in aiding decision making in the NHS, and in
suggesting avenues for further health economic
evaluation.

There are a number of variables affecting both
cost and outcome of treatment. In this paper, we
discuss issues relating to type of treatment, dose
and level of specialisation of therapist. Our aim is to
review available evidence, pointing to the economic
implications, and to highlight the need for more
formal, planned, economic assessment.

Type and effect of treatment

Several treatment studies have been done in bulimia
nervosa. A meta-analysis of results up to 1985
found an overall effect size of 0.95 (Laessle et al,
1987). However, few of these studies were random-
ised, controlled trials. Psychological treatment
incorporating dietary management was the most
effective mode of treatment, and drug treatment
had the least effect. In terms of prognostic factors,

older patients and those with a longer duration of
illness had the poorest outcome. A later meta-
analysis of group treatments for bulimia nervosa
was undertaken by Fettes & Peters (1992). They
included studies to 1989 but, again, few were
randomised. The overall effect size for group
treatment was 0.7. Treatments that involved more
hours of therapy per week produced better short-
term outcome.

One problem in comparing treatment studies for
bulimia nervosa is that different outcome criteria
have often been used. Many researchers use
symptom frequency but, as this is not normally
distributed, percentage change can be misleading.
The more stringent criterion of abstinence from all
symptoms (binge eating and purging) is a useful
outcome measure. Comparison of abstinence rates
with different treatments allows a cost-effectiveness
analysis when treatment costs are quoted (see
Robinson, 19934). Abstinence rates ranging from
30 to 60% have been obtained over the last decade
(for a review, see Agras, 1993). Where psychologi-
cal treatment was used, the therapeutic input has
ranged from 15 to 66 sessions. Cognitive—beha-
vioural treatment (CBT) and interpersonal therapy
(IPT), in particular, are especially effective (CBT is
considered to be the ‘gold standard’), while
behaviour therapy is not as effective over the long
term (Fairburn et al, 1993).

It was hoped that newer antidepressants, such as
fluoxetine, would have a greater and more sustained
effect than the older tricyclics, but this expectation
has not been realised. The 16-week outcome figures
for the use of fluoxetine show abstinence from
vomiting in 19% of patients and abstinence from
binge eating in 18.3% (Goldstein et al, 1995).
(Overall abstinence rates are not deducible from the
data supplied.) The value of maintenance therapy in
responders has not been tested.

Dose of treatment

Treatments that involve a high therapeutic input
tend to be more successful (e.g. Fettes & Peters,
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1992). However, such intensive intervention may
not be necessary for everyone and would be
wasteful for individuals who do not require it. As
they are also costly, treatments aimed at reducing
the number of therapist-hours have been developed.

A group psychoeducation intervention of five 90-
min lectures (total of 7.5h), with an emphasis on
symptom management, produced an abstinence
from binge eating and vomiting in 20% of patients.
However, at the 3-month follow-up, psychoeduca-
tion was found to be less effective overall than 19
1-h sessions of CBT. Of interest, and worth further
investigation, was the observation that the two
interventions were equivalent in a less severely
affected subgroup (Olmstead et al, 1991). A similar
rate of recovery was found in an open evaluation of
a guided self-help group (Rathner et al, 1993).
Although these interventions still require specialist
knowledge, they make the point that a number of
patients can recover with considerably less than the
standard CBT input of 16 1-h sessions. Seven and a
half hours of group therapy for such patients is
considerably more economical than 16h of indivi-
dual therapy per patient.

Our own group has investigated the use of a self-
treatment manual for bulimia nervosa in a
randomised, controlled trial, which was conducted
in two stages (Treasure et al, 1996). In the first
stage, the outcome of those given the manual was
compared with that of those remaining on the
waiting list. No significant reductions in any
bulimic symptoms were found in the waiting list
group. The manual produced full remission in 22%
of cases, which is an effect size of 0.30. In the
second stage of the study, up to eight sessions of
CBT were offered to the group who had failed to
make a substantial improvement with the manual
alone (manual + CBT was called ‘sequential treat-
ment’). These patients were compared to those who
had been given a standard 16-session CBT. The
mean number of sessions in the sequential group as
a whole was 2.8. In the subgroup who actually
received CBT, the mean number of sessions was still
only 6.1, which is a considerable reduction from the
standard 16 sessions. There was no significant
difference in outcome between the standard CBT
and sequential groups, i.e. 30% abstinence from all
bulimic behaviours (binge eating and purging) in
both groups (Treasure et al, 1996). The effect size of
sequential treatment was 0.48 (at the end of
treatment), which compares favourably with effect
sizes seen in a comparison of more intensive
treatments, where behaviour therapy had an effect
size of 0.25, CBT had an effect size of 0.61 and IPT
had an effect size of 0.78 (Fairburn et al, 1993). The
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results of sequential treatment were maintained at
18 months (40% abstinence in both groups;
Treasure et al, 1996), suggesting that the ‘dose’ of
treatment required to produce the same rate of
symptom relief can be reduced by more effective
methods of delivering information and skills
training than are generally employed.

We found that one of the major determinants of
outcome with a self-care book was compliance. For
example, we found that only 57% of our patients
read more than half the book, 43% completed two
or more exercises and only 26% sought the
assistance of a friend, relative or partner as a ‘co-
therapist/supporter’, even though this was explicitly
advised (Troop et al, 1996). Forty per cent of those
who complied with treatment achieved full remis-
sion after 8 weeks with a manual compared with
only 5% of those who did not comply. These figures
also highlight the role of ambivalence in determin-
ing outcome, and the importance of a motivational
aspect to any treatment programme.

However, 50% of patients given minimal or
moderate intensity treatment remain symptomatic
at the end of treatment and little improvement occurs
even six years after treatment (Fairburn et al, 1995).
What additional input is necessary to improve the
outcome? One open study partially addressed this
question. Psychodynamic psychotherapy was added
to CBT, which led to a significant improvement in a
group with personality disorders (Johnson et al,
1989). There appeared to be a dosage effect in that
patients who improved had an average of 100
sessions during the first year, whereas patients who
received an average of 50 sessions remained
symptomatic. This is similar to findings in other
areas of psychotherapeutic research in which a
linear relationship has been found between the
logarithm of the number of sessions and the
normalised probability of patient improvement
(Howard et al, 1993). The argument of diminishing
returns for increasing cost may then be invoked, but
it is often our impression that patients needing
longer term treatments are in fact heavy users of
health care and social services. Further studies that
address dosage effects along with cost and try to
match patient with therapy are clearly indicated.

Level of training for therapists

A parallel question to the one of treatment dose is:
“What is the minimum effective training needed for
the management of eating disorders?” Most
research has taken place in specialised centres with
trained therapists. This may limit the usefulness of
findings that one particular treatment is better than
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another, as training places for these ‘gold standard’
treatments like CBT are limited and require a large
investment of resources. It is interesting, therefore,
that a social worker without specialist training,
using a cognitive-behavioural-based manual,
achieved similar outcomes to therapists with CBT
training (Cooper et al, 1994). Further investigation
of treatments that require minimal additional
training would be an appropriate next step.

We have been examining motivational enhance-
ment therapy (Miller & Rollnick, 1993) for bulimia
nervosa because we have been struck by the parallel
course that clinical scientists in eating disorders and
the addictions have been taking. By increasing
patient motivation, it is hoped that compliance with
treatment will also increase. As discussed earlier, in
our study on self-treatment of bulimia nervosa,
those who complied with treatment had a much
better outcome than those who did not. Factors
that increase compliance with treatment, therefore,
would be expected to lead to a better treatment
outcome.

Given the increasing prevalence of bulimia
nervosa over the last 10-15 years, and the paucity
of specialist centres, there is a particular need to
make more effective interventions in primary care.
Education about the typical presentation of eating
disorders would be a start. For example, data from a
nationwide general practitioner (GP) database
showed that approximately one-third of patients
with a GP diagnosis of bulimia nervosa had been
prescribed laxatives, diuretics or other gastrointest-
inal medicines in the years before their diagnosis was
recognised (Turnbull et a/, submitted). Awareness
that requests for such medications may be a marker
of an eating disorder may lead to an earlier
diagnosis. A booklet for GPs that gives details of
diagnostic issues and early management is available
(Myers et al, 1993) and a short training course for
GPs has been developed to address this issue
(Fairburn, personal communication).

Other costs

The cost of psychiatric treatment does not convey
the full economic cost of bulimia nervosa (see
Robinson, 1993b). Additional medical and dental
expenses result directly from symptomatic beha-
viour (e.g. laxative abuse, vomiting) or indirectly
from associated difficulties (e.g. self-harm, alcohol
or drug misuse). In addition, there are indirect costs
such as the effects on child care or loss of work.
Families are often affected, with one or other
parent taking time off work to act as carer. These
costs are more or less difficult to evaluate, and

https://doi.org/10.1192/bjp.169.5.551 Published online by Cambridge University Press

553

different sources bear the costs of each. There are,
however, methods available to address these
difficulties (Robinson, 1993b), although this has
not yet been done for eating disorders.

The advent of bulimia nervosa has significantly
increased the cost of treating eating disorders and
many questions remain. For example, are we
witnessing a new demand on mental health care
resources or is there a transfer of need from other
areas of psychiatry? It may be that, in earlier years,
women might have developed depression, while
today, women develop bulimia nervosa. Even if a
proportion of the increase in cost is due to a change
in the form of psychological distress, it has fresh
cost implications for the health service as the
associated deterioration in physical health (of
bulimia nervosa over, say, depression) places new
demands on dental and medical services.

Conclusion

In conclusion, a great deal of progress has been
made in developing effective interventions for
bulimia nervosa. Comparison of abstinence rates
with different treatments allows a cost-effectiveness
analysis by purchasers quoted different prices. On
present evidence, an approach using one of the self-
treatment manuals that are now available, either as
the first step of treatment (sequential) or as part of
guided self-care, is a good beginning, both from a
clinical and an economic standpoint. There is scope
for further development of the sequential approach
in primary care, as counsellors and GPs could
implement and supervise the use of self-help
manuals that detail specialist treatment strategies.
A multi-centre trial would be necessary to explore
this further, best planned in collaboration with a
health economist. Drug treatment is probably an
expensive option, given the relatively poor absti-
nence rates, but a comparative analysis of therapist
versus GP costs would need to be included in any
more definitive statement. Drug treatment may also
have a role in supplementing psychotherapeutic
treatment. However, other factors make further
interpretation difficult. Normative data on the most
effective treatment for each type of patient are not
currently available, but are essential if a fully
informed clinical and economic decision is to be
made in individual cases. In the meantime, clinical
judgement has to be our best guide. Our task is not
to be daunted by the lack of accessible data, but to
use the information available to implement effective
treatment and to generate future studies that will
include a planned economic evaluation alongside a
clinical assessment.
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Clinical implications

e A ‘sequential’ approach to treatment may be a
useful strategy, both clinically and economically.
e There is a need for formal clinical trials, in which
health costs are an integral part of the analysis.

Limitations

o The review compared studies that were not
designed to include a cost component.

e We did not attempt a formal economic analysis.

o Our recommendations for future studies may
themselves be costly and difficuit to fund.
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