
[image: image]


 

 

 

Peter J. Cooper is Professor of Psychopathology at the University of Reading, and Honorary NHS consultant in Clinical Psychology.


The aim of the Overcoming series is to enable people with a range of common problems and disorders to take control of their own recovery program. Each title, with its specially tailored program, is devised by a practising clinician using the latest techniques of cognitive behavioral therapy – techniques which have been shown to be highly effective in helping people overcome their problems by changing the way they think about themselves and their difficulties. The series was initiated in 1993 by Peter Cooper, Professor of Psychology at Reading University in the UK whose book on overcoming bulimia nervosa and binge-eating continues to help many people in the UK, the USA, Australasia and Europe.

 

Titles in the series include:

 

OVERCOMING ANGER AND IRRITABILITY
OVERCOMING ANOREXIA NERVOSA
OVERCOMING ANXIETY
OVERCOMING BODY IMAGE PROBLEMS
OVERCOMING CHILDHOOD TRAUMA
OVERCOMING CHRONIC FATIGUE
OVERCOMING CHRONIC PAIN
OVERCOMING COMPULSIVE GAMBLING OVERCOMING DEPERSONALIZATION AND FEELINGS OF UNREALITY
OVERCOMING DEPRESSION
OVERCOMING GRIEF
OVERCOMING HEALTH ANXIETY
OVERCOMING INSOMNIA AND SLEEP PROBLEMS
OVERCOMING LOW SELF-ESTEEM
OVERCOMING MOOD SWINGS
OVERCOMING OBSESSIVE COMPULSIVE DISORDER
OVERCOMING PANIC
OVERCOMING PARANOID AND SUSPICIOUS THOUGHTS
OVERCOMING RELATIONSHIP PROBLEMS
OVERCOMING SEXUAL PROBLEMS
OVERCOMING SOCIAL ANXIETY AND SHYNESS
OVERCOMING STRESS
OVERCOMING TRAUMATIC STRESS
OVERCOMING WEIGHT PROBLEMS
OVERCOMING WORRY
OVERCOMING YOUR CHILD’S FEARS AND WORRIES
OVERCOMING YOUR CHILD’S SHYNESS AND SOCIAL ANXIETY
OVERCOMING YOUR SMOKING HABIT

All titles in the series are available by mail order.
Please see the order form at the back of this book.
www.overcoming.co.uk


OVERCOMING
BULIMIA
NERVOSA AND
BINGE-EATING

A self-help guide using
Cognitive Behavioral Techniques

PETER J. COOPER

Robinson
LONDON


 

 

Constable & Robinson Ltd
55–56 Russell Square
London WC1B 4HP
www.constablerobinson.com

First published in the UK by Robinson in 1993

This edition published by Robinson, an imprint of Constable & Robinson Ltd 2009

Copyright and Peter J. Cooper 1993, 1995, 2009

The right of Peter J. Cooper to be identified as the author of this work has been asserted by him in accordance with the Copyright, Designs and Patents Act, 1988.

All rights reserved. No part of this publication may be reproduced in any form or by any means without the prior written permission of the publisher.

A copy of the British Library Cataloguing in
Publication Data is available from the British Library.

ISBN 978–1–4721–0571–4

Important Note

This book is not intended as a substitute for medical advice or treatment. Any person with a condition requiring medical attention should consult a qualified medical practitioner or suitable therapist.



Table of contents

 

Acknowledgements

Preface

Introduction

PART ONE: About Binge-Eating and Bulimia Nervosa

Prologue: A day in my life

1 What are binge-eating and bulimia nervosa?

2 How binge-eating and bulimia nervosa affect people’s lives

3 The physical complications

4 What causes binge-eating and bulimia nervosa?

5 How can binge-eating and bulimia nervosa be treated?

6 A short technical note

Postscript to Part One

 

PART TWO: A Self-Help Manual for People with Bulimia Nervosa and Binge-Eating Problems

Introduction

Step 1: Monitoring your eating

Step 2: Instituting a meal plan

Step 3: Learning to intervene to prevent binge-eating

Step 4: Problem solving

Step 5: Eliminating dieting

Step 6: Changing your mind

 

Appendix 1: Useful addresses

Appendix 2: Further reading

Appendix 3: A note for helpers and therapists

Appendix 4: The views of some users

Appendix 5: Monitoring sheets

Index


Acknowledgements

 

The self-help manual which forms the major part of this book is based on the application of cognitive behavior therapy to bulimia nervosa and binge-eating. This application was first described by Dr Christopher Fairburn of the Department of Psychiatry at the University of Oxford in 1981 in an article in the journal Psychological Medicine. Over the course of the subsequent fifteen years, I worked with Dr Fairburn and his colleagues to develop and refine this method of treatment, and I am enormously indebted to Dr Fairburn for his advice and support in modifying the treatment program so that it can be presented in the form of a self-help manual.

The manual as it appears in this book has gone through a great many revisions. These have been motivated largely by the comments and criticisms I have received from people with bulimia nervosa who have been using the manual as a means to recovery. I am very grateful to them for their help in shaping the final version. I am particularly grateful to those people who have agreed to my including in this book direct quotations from their accounts of their problems and of their use of the manual.

A number of my colleagues were kind enough to read the original manuscript of this book and offer advice and criticism. For this service I am especially grateful to Sarah Beglin, Sian Coker, Carmel Fleming, Lynne Murray, Jane Steere and Christina Wood.

PJC


Preface

 

The main aim of this book is to give people with bulimia nervosa and binge-eating problems the means to help themselves towards recovery. To this end the core of it (Part Two) consists of a self-help manual, which sets out detailed guidelines about what steps need to be taken to restore control to one’s eating. These guidelines are based on extensive research into the most effective means of treating people with bulimia nervosa.

The self-help manual as presented here has gone through many revisions. These have been made on the basis of the experience of myself and my colleagues in helping patients with bulimia nervosa use the manual. A great many of these patients have now done so and gained considerable benefit from it. It is now clear from research into the effectiveness of the manual, that the great majority of people with bulimia nervosa and binge-eating problems could profitably use the principles spelled out in this manual as a guide towards recovery.

It is important to be clear about what ‘recovery’ from bulimia nervosa means. Many people do recover fully. They become able to eat normally without anxiety and without the concerns about their weight and shape which used to dominate their lives. However, many remain vulnerable to difficulties with food and related concerns, even if this vulnerability only becomes evident on rare occasions of stress. The existence of this residual susceptibility does not mean, however, that the person has not recovered. Indeed, a realistic notion of recovery that accepts that difficulties with eating may occasionally recur is both more realistic and more helpful than a rigid definition, and can be a protection against both disappointment and imprudence.

This book is principally intended for people with bulimia nervosa and variations of this disorder. However, it will be of use to some other people as well. The families and friends of people who binge often want to know more about the problem. Part One provides a brief account of the nature of bulimia nervosa and binge-eating problems which will be of use to them, as well as a note on the definition of bulimia nervosa and binge-eating and its relation to other eating disorders. Also, it is helpful to someone who is trying to use this manual if other people in their household are aware of what they are trying to do. By reading the manual, a parent, partner or friend can ensure that they give as much help as possible. Finally, it is suggested in the self-help manual that it is advisable for the person wishing to use it to recruit the assistance of a helper. This could be a friend or relative, but it is preferable if it is someone less closely involved with them, such as a general practitioner, a nurse or a dietitian. Clearly, for such a person to be of most help, they too need to know what advice is contained in the manual.


Introduction

Why a cognitive behavioral approach?

The approach this book takes in attempting to help you overcome your problems with bulimia nervosa and binge-eating is a ‘cognitive-behavioral’ one. A brief account of the history of this form of intervention might be useful and encouraging. In the 1950s and 1960s a set of therapeutic techniques was developed, collectively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his associates). Second, they were scientifically based, in the sense that they used techniques derived from what laboratory psychologists were finding out about the mechanisms of learning, and these techniques were put to scientific test. The area where behavior therapy initially proved to be of most value was in the treatment of anxiety disorders, especially specific phobias (such as extreme fear of animals or heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.

After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that many patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of depression. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.

The techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as ‘cognitive behavioral therapy’ (or CBT). This therapy has been subjected to the strictest scientific testing and has been found to be highly successful for a significant proportion of cases of depression. However, it has now become clear that specific patterns of disturbed thinking are associated with a wide range of psychological problems, not just depression, and that the treatments which deal with these are highly effective. So, effective cognitive behavioral treatments have been developed for a range of anxiety disorders, such as panic disorder, generalized anxiety disorder, specific phobias, social phobia, and obsessive compulsive disorders. Indeed, cognitive behavioral techniques have been found to have an application beyond the narrow categories of psychological disorders. They have been applied effectively, for example, to helping people with weight problems, couples with marital difficulties, as well as those who wish to give up smoking or deal with drug or drinking problems. They have also been effectively applied to dealing with low self-esteem and problematic perfectionism. In relation to the current self-help manual, over several years effective CBT techniques have been developed for helping people overcome their problems with bulimia nervosa and binge-eating, and it is now widely accepted that CBT is the first line treatment for these conditions.

The starting-point for CBT is the realization that the way we think, feel and behave are all intimately linked, and changing the way we think about ourselves, our experiences, and the world around us changes the way we feel and what we are able to do. So, for example, by helping a depressed person identify and challenge their automatic depressive thoughts, a route out of the cycle of depressive thoughts and feelings can be found. Similarly, habitual behavioral responses are driven by a complex set of thoughts and feelings, and CBT, as you will discover from this book, by providing a means for the behavior, thoughts and feelings to be brought under control, enables these responses to be undermined and a different kind of life to be possible.

Although effective CBT treatments have been developed for a wide range of disorders and problems, these treatments are not currently widely available; and, when people try on their own to help themselves, they often, inadvertently, do things which make matters worse. In recent years, with the help of Constable & Robinson, experts in a wider range of areas have taken the principles and techniques of specific cognitive behavioral therapies for particular problems and presented them in manuals (the Overcoming series) which people can read and apply themselves. These manuals specify a systematic program of treatment which the person works through to overcome their difficulties. In this way, cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.

The use of self-help manuals is never going to replace the need for therapists. Many people with emotional and behavioral problems will need the help of a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of these self-help manuals is at an early stage, the work done to date indicates that for a great many people such a manual is sufficient for them to overcome their problems without professional help. Sadly, many people suffer on their own for years. Sometimes they feel reluctant to seek help without first making a serious effort to manage on their own. Sometimes they feel too awkward or even ashamed to ask for help. Sometimes appropriate help is not forthcoming despite their efforts to find it. For many of these people the cognitive behavioral self-help manual will provide a lifeline to a better future.

Peter J. Cooper
The University of Reading, 2009


PART ONE

About Binge-Eating and Bulimia Nervosa


Prologue

A day in my life

I wake up late. It is a quarter past eleven and I have missed my morning classes. I feel terrible. My head aches. My mouth feels dry. My throat is sore. My eyes are puffy. And my face feels swollen. I get out of bed and almost faint I am so dizzy. Remembering last night’s binge-eating and vomiting, I feel so ashamed and disgusted with myself. Why do I do it? I go to the bathroom and get on the scales. I do this three times just to make sure. 127 pounds. I have gained two pounds since yesterday. This is terrible.

Today I shall have to make sure I eat absolutely nothing. I have three glasses of water and feel a little better, resolved to fast for the entire day. I consider having a bath but shower instead so that I will not have to look at my thighs spreading out before me. I decide that I am too fat to go out. I pad round my room doing a little tidying and trying to write a letter to my mother. But I can’t stick at anything. All I can think about is how fat I am. At a quarter past two I weigh myself again. Three times. 126 pounds. Hooray!

I drop in on a friend. She is in the kitchen. I join her and, when she offers me a cracker, I have one. I have two more. I am feeling very nervous now because I should not have eaten anything. I excuse myself, go to the toilet, drink water from the tap, and stick my fingers down my throat and get rid of the crackers. I feel better but still a little shaky because I think I am hungry. Thoughts of food go round and round in my head.

I decide it was a mistake to come out and head back to my room. On the way I pass the bakery. In a moment the urge to binge sweeps over me and my resolve crumbles. I buy two Danish pastries, a cheese roll, three doughnuts and, round the corner, two chocolate bars and a large bottle of lemonade. I rush up to my room, spread the lot out before me. I start eating. At first the taste and texture of the pastry is wonderful. I feel thrilled and appalled at the same time. I eat very fast. I drink the lemonade straight from the bottle to wash down the food. I just shovel it in, not tasting it at all. In 20 minutes it has all gone. I feel uncomfortably full. If I try to move I feel a sharp pain in my stomach. I try not to look down because I am aware that my stomach is sticking out.

I go to the toilet, stick my finger down my throat and vomit. I do this again and again to make sure I get rid of as much of the food as possible. I go to my bed and lie down. All I can think about is that I have gained more weight. I try to calm down but this is impossible and I go and weigh myself. 128 pounds. I feel in despair. I go back to my bed, lie down and cry. I hate myself. I hate my fat body. I am so disgusting.

I doze for a while. When I wake up I feel I must eat. It is night. I go to the corner shop. I feel as if I am almost in a trance. I buy more food. Chocolates, bread, a pack of cereal. Thankfully nobody knows me around here. I return to my room and eat the lot. I vomit again. I feel terrible. I cry myself to sleep.


1

What are binge-eating and bulimia nervosa?

I began binge-eating when I was about seventeen. I was lonely, shy and lacking in self-esteem. Every binge made me feel worse, made me hate myself more. I punished myself with more and more food. Within months I was binge-eating as a matter of course, and I gained weight rapidly. I loathed myself and only continued with normal life by pretending to be ‘normal’.

Almost everyone at some time or other overeats. It is common for people to regret such indiscretions and to feel a little guilty and ashamed about them. Such episodes and feelings are so common that they are perfectly ‘normal’ and not a source of concern. For others there is a very different quality to their overeating. They would say, with deep shame and remorse, that they lose control of their eating and binge.

Binges are by no means the province of people who are overweight. Indeed, about half those with the eating disorder anorexia nervosa, who are by definition very thin, experience episodes of binge-eating. And some whose weight is within the normal range also binge. Many of these have an eating disorder which has come to be known as bulimia nervosa. In addition to binge-eating, these people go to great lengths to compensate for overeating and are intensely concerned about their body shape and weight.

Binge-eating

What is a binge?

It starts off with me thinking about the food that I deny myself when I am dieting. This soon changes into a strong desire to eat. First of all it is a relief and a comfort to eat, and I feel quite high. But then I can’t stop and I binge. I eat and eat frantically until I am absolutely full. Afterwards I feel so guilty and angry with myself.

The word ‘binge’ is used differently by different people. It took some time for a consistent definition to be established, but a clinical consensus has emerged. It is now accepted that a true binge is an episode of eating marked by two particular features. First, the amount eaten is, by ‘normal’ standards, excessively large. Second, and most significantly, the eating is accompanied by a subjective sense of loss of control.

The experience of binge-eating

I randomly grab whatever food I can and push it into my mouth, sometimes not even chewing it. But then I start feeling guilty and frightened as my stomach begins to ache and my temperature rises. It is only when I feel really ill that I stop eating.

Binges almost always occur in secret. Indeed, this secret can be kept for many years. The binges take place in private and, often, an appearance of ‘normal’ eating is maintained in front of others. Keeping this secret can involve considerable subterfuge and deception.

Binges typically take place where food supplies are kept, often the kitchen. Some people binge while buying food, eating between shops.

I leave work and go shopping for food. I begin eating before I get home, but it is secret, with the food hidden in my pockets. Once I’m home proper eating begins. I eat until my stomach hurts and I cannot eat any more. It is only at this point that I snap out of my trance and think about what I have done.

Usually, the food eaten in a binge is consumed very quickly. It is stuffed into the mouth almost mechanically and barely chewed. The first moments of a binge are often described as pleasurable; but soon all sense of taste and pleasure is lost. Many people drink large quantities during binges, which contributes to their feeling progressively full and bloated.

When the urge to binge comes I feel hot and clammy. My mind goes blank, and I automatically move towards food. I eat really quickly, as if I’m afraid that by eating slowly I will have too much time to think about what I am doing. I eat standing up or walking around. I often eat watching television or reading a magazine. This is all to prevent me from thinking, because thinking would mean facing up to what I am doing.

Many people describe their binges as frenetic and desperate affairs. There is a powerful craving for food which they experience as overwhelming. It is this sense of being driven to eat which has led some to use the term ‘compulsive eating’ to describe binge-eating. The desperation people feel drives them to behave in ways quite alien to their character. They will take food belonging to their friends, steal from shops, or eat food that others have thrown away.

I begin by having a bowl of cereal. I eat it really quickly and then immediately have two or three more bowls. By then I know that my control is blown and that I am going to go all the way and binge. I still feel very tense and I desperately search for food. These days this means running around college looking for food people have thrown out. I know that this is really disgusting. I stuff the food down quickly. Sometimes I go into town stopping at stores along the way. I only buy a little from each store so as not to arouse suspicion. I stop when I have run out of money or, more usually, because I am so full that I physically cannot eat any more.

What is eaten, and how much?

I stop eating when I begin to feel ill. By then I have an overwhelming desire to rid myself of all the food I have eaten. I push my finger down my throat and vomit again and again until I feel completely empty. This makes me feel relieved and cleansed. It also leaves me exhausted.

The amount eaten during a binge varies greatly from individual to individual. Occasionally a patient will describe regularly having binges of 20,000 calories or more. This is not typical. The average calorie content of a binge tends to be between 1,500 and 3,500 calories.

After a binge I feel so full that my stomach hurts and I can hardly move. I feel sick and sometimes, when I have had a particularly bad binge, even breathing is difficult and painful.

Some eating episodes which are not binges in terms of the definition given above are regarded as binges by people who experience them. Although these episodes do not involve the consumption of abnormally large amounts of food, they are nevertheless distressing because the person feels out of control and eats when she would prefer not to do so.* These ‘binges’ have been called ‘subjective binges’, to distinguish them from true ‘objective binges’.

True binges typically consist of bulk foods which are filling and high in calories. They tend also to be foods that people regard as fattening and which they are attempting to exclude from their diet. Many people believe that binges are especially high in carbohydrates, and that binges are driven by a specific ‘carbohydrate craving’. This view is mistaken. Compared to normal meals, binges do, indeed, contain more carbohydrate; but they also contain more fat and more protein. And the proportion of a binge made up of carbohydrates is almost exactly the same as in normal meals.

The food I eat usually consists of all my ‘forbidden’ foods: chocolate, cake, cookies, jam, condensed milk, cereal, and improvised sweet food like raw cake mixture. Food that is easy to eat. Food that doesn’t need any preparation. I never eat these kinds of food normally because they are so fattening. But when I binge I can’t get enough of them.

What triggers binges?

Binges tend to be triggered by a characteristic set of events or experiences. These can be divided broadly into three categories:

1 Those concerned with food and eating, e.g.:


• breaking a dietary rule;

• having ‘dangerous’ (i.e. ‘fattening’) foods available;

• feeling full after eating;

• thinking about food.



The urge to binge usually begins around midday on a ‘normal’ day – that is, a day on which I am trying not to eat. During the afternoon thoughts of food become more and more of a preoccupation; and eventually at around 4.00 p.m. my power of concentration will be sufficiently non-existent for thoughts about food to be totally overwhelming. So I leave my work and go to the store.

One thing that definitely sets me off is hunger. If I am hungry, instead of eating something to satisfy it, I eat anything I can lay my hands on. It’s almost as if I have to satisfy all tastes, even for things I don’t like.

2 Those linked to concerns about body weight and shape, e.g.:


• brooding about shape or weight;

• discovering weight to be higher than expected;

• feeling fat;

• discovering clothes to be too tight or too small.



If I discover my weight has gone up, or I find that my clothes are too tight, or I look in the mirror and see that I am too fat, immediately I want to eat. I know this is silly when I really want so desperately to be thin, but I just feel as if I can’t cope any more and I might as well just give up and eat. Of course, I feel even worse after the binge.

3 Negative mood states, e.g.:


• feeling miserable or depressed;

• feeling lonely or isolated;

• feeling tense, anxious or fearful;

• feeling angry or irritable.



Binges start when I’m tired or depressed, or just upset. I become tense and panicky and feel very empty. I try to block out the urge to eat but it just grows stronger and stronger. The only way I know to release these feelings is to binge. And binge-eating does numb the upset feelings. It blots out whatever it was that was upsetting me. The trouble is that it is replaced with feeling stuffed and guilty and drained.

All of the examples given above are reported as triggering binges by the majority of those who binge.

How do people feel after a binge?

After a binge I feel agitated, annoyed and frightened. Fear is a large part of what I feel about my eating, especially when I am totally out of control and horribly alone. My stomach and back ache and I feel hot and panicky. I am terrified about the weight I have gained. I feel full of anger towards myself for allowing it to happen yet again. I feel unclean inside. Dirty. I don’t want anyone to see me. I hate myself.

The feelings people have after binges are a complicated mixture of emotions. There is an immediate sense of relief at having given up the struggle not to eat; but this is soon replaced by feelings of shame, guilt and disgust. Depression is common after binges as people feel hopeless about ever being able to control their eating.

These feelings are made worse by the physical effects of binge-eating. Tiredness, abdominal pain, headaches and dizziness are common. Feelings of extreme fullness and bloatedness are almost always present. The fear of weight gain is acute and drives people to adopt extreme methods to compensate for having overeaten.

Methods of compensation

Many people who binge go to considerable lengths to compensate for their episodes of overeating. In fact, such compensation is a defining feature of bulimia nervosa (see page 65). These include strict dieting and fasting, making themselves vomit, and taking laxatives, diuretics and appetite suppressants (‘diet pills’).

Dieting

Most people who binge are at the same time attempting to diet in order to lose weight. Dieting usually precedes the onset of binge-eating. But it is also an understandable response to binges, in that the fear of weight gain after a binge drives people to cut back on their eating.

There are basically three ways in which people diet in order to lose weight and all three are typical of the eating habits of people with bulimia nervosa. The first method is fasting: that is, not eating anything at all for long periods of time. The second method is to eat sparingly: that is, to try to restrict eating to a small number of calories each day. The third method is to avoid certain types of food because they are believed to be fattening or because they have been found to trigger binges. (These ‘trigger’ foods are often described as ‘forbidden’, ‘bad’ or ‘dangerous’ foods.)

All three of these methods of dieting actually encourage overeating; and thus the process of dieting becomes inextricably linked to the episodes of loss of control over eating. Dieting makes people vulnerable to binges by creating physiological and psychological pressures to eat. And, as we saw earlier when looking at what triggers a binge, for people who have ‘forbidden foods’, breaking the rules they have set themselves and eating these foods frequently triggers binges.

Vomiting

I started vomiting after eating too much chocolate one day. It seemed a brilliant way of staying thin without dieting. I could eat as much as I wanted and then get rid of it. It would be so much easier than all that dieting.

The great majority of people with bulimia nervosa compensate for overeating by making themselves vomit. This is done privately and in secret. Typically, vomiting is induced by sticking the fingers or another object down the throat to induce the gag reflex. About a quarter of people with bulimia nervosa who vomit have voluntary control over the gag reflex: that is, they are able to vomit at will simply by leaning forward or by pressing their hand on their stomach.

I first started vomiting as a way of eating what I liked, without feeling guilty and without putting on weight. Vomiting was surprisingly easy and I was pretty pleased with myself. It was only later that I realized what a problem it had become.

How often people with bulimia nervosa induce vomiting varies considerably. Some people vomit repeatedly through-out the day, vomiting after binges and after having eaten anything they regard as fattening. It is not uncommon for people to be vomiting ten times a day.

While some people vomit just once after a binge, others will do so repeatedly, sometimes for up to an hour. This process is physically and emotionally exhausting. Some use a flushing technique: they vomit, drink water, vomit again, drink again, and so on; and they repeat this process until the water returns clear and they feel confident that they have eliminated all the food they possibly can. This can be physically harmful (see chapter 3).

I eat until I literally cannot eat any more. Then, using my fingers, I make myself sick. Over the next half-hour, drinking water between vomits, I purge all the food from my stomach. I then feel despondent, depressed, alone and desperately scared because I have lost control again. I feel physically terrible: exhausted, puffy-eyed, dizzy, weak, and my throat hurts. I am also scared because I know it is dangerous.

Usually people begin to induce vomiting as a response to having lost control of their eating. They binge, are terrified of the potential effect on their weight and shape, and therefore make themselves vomit. Many people say that when they first discovered that they could vomit successfully after eating, they felt quite elated, because it seemed to them as if they could now eat what they liked without this affecting their weight. However, this elation is short-lived, because it soon becomes clear that, by removing the psychological and physical barriers restricting eating, vomiting actually encourages overeating. Also, the process of vomiting is easier following the consumption of large rather than small amounts of food; so the size of binges increases. Vomiting, therefore, leads to more frequent binge-eating, and to eating more and more in each binge episode.

Some people who binge established the habit of vomiting before starting to experience loss of control over eating. They have used vomiting in addition to dieting as a method of weight control. People who do this often find that at first it seems to work; that is, that they lose some weight. However, soon the combination of weight loss and hunger drives them to overeat. They respond by further vomiting which in turn leads to more overeating.

Some people who find it difficult to vomit take additional substances to induce nausea ‘chemically’. They may drink salt water, or occasionally domestic chemicals, such as shampoo. Others take syrup of ipecac. All these practices are dangerous and have a variety of adverse effects.

Over the past eight years I have repeatedly said to myself ‘This is going to be the last time that I throw up’. At first I was not that bothered: I thought I could control it, if I chose to. But it soon became clear that it had control over me. Now stopping seems completely beyond my reach.

There are a number of reasons why vomiting should not be used as a means of weight control. First, it can be physically damaging, even dangerous (see chapter 3). Second, it can be just as damaging psychologically, with most people who do it suffering feelings of considerable shame and guilt. Third, it often becomes a habit which is difficult to break. Finally, it is not nearly as efficient at eliminating calories as those who do it tend to believe. In fact, while the majority of calories consumed in a binge are usually eliminated by vomiting, a significant proportion are absorbed. Given that binges frequently consist of large amounts of food, the number of calories absorbed can be considerable. For some people who binge and vomit frequently and attempt to fast between binges, their body weight is largely maintained by the calories they absorb from binges.

Misusing laxatives and diuretics

I started taking laxatives because I was scared that because I was eating so much I would get fat really quickly. I thought that if I took laxatives all the food would go straight through me.

I read in a magazine about people using laxatives as a way of purging themselves. I’d tried vomiting but couldn’t do it. So I went out and bought some laxatives and downed ten after every binge. I know deep down that they didn’t really do anything to counteract the binge, but they made me feel empty and cleansed inside.

About one in five people with bulimia nervosa attempt to compensate for having binged by taking laxatives in the belief that the laxatives will reduce food absorption. In fact this is not so, because laxatives act on the lower portion of the gut and calories contained in the food eaten are absorbed higher up in the digestive system.

There are a number of complications associated with using laxatives as a method of weight control (see chapter 3). One of these is that, if laxatives are taken regularly, the body gets used to them and higher and higher doses are needed to produce an effect. Some people end up taking considerable quantities (up to 100 times the normal dose). Another complication is that the body responds to the taking of laxatives by retaining fluid. This leads to edema (water retention), which causes puffiness round the eyes and general swelling, especially around the wrists and ankles.

The hardest thing after a binge is waiting for the effects to die down. I hate feeling so useless and unable to do anything. Sometimes I feel I could literally rip open my stomach and pull out the garbage inside, the disgust and revulsion is so great. Failing that, laxatives are the next best thing.

Some people use diuretics (‘water tablets’) instead of, or in addition to, laxatives, as a means of reducing their weight. In fact, diuretics have no impact at all on body weight. The small effect they seem to have is solely due to fluid loss; and this ‘weight loss’ is rapidly reversed when, in response to dehydration, fluids are consumed.

Other methods of compensation

The desire to compensate for overeating and to reduce weight is intense in people with bulimia nervosa. They will do whatever they feel is necessary to avoid eating and to deal with having eaten more than they had wished. Some people exercise excessively, some for many hours every day. Some take appetite suppressants. There is no evidence to suggest that these drugs are an effective way of reducing the frequency of binge-eating.

Attitudes to weight and shape

My confidence and feelings of self-worth are deeply rooted in the idea that I must be physically attractive, i.e., thin. When I put on weight, even one pound, I risk being unattractive, and I see my future as bleak and lonely. This thought fills me with despair, so I force myself to eat as little as possible.

For many people who binge and all of those with bulimia nervosa, concerns about body weight and shape have enormous significance. Their sense of self-worth depends above all on how they feel about their weight and shape; little else, if anything, figures nearly as strongly in their judgments of themselves. Concerns about their shape and weight dominate their lives. Many are consumed by a powerful desire to lose weight and become thin. If they think they have gained weight or have become fat, they see this as a catastrophe and it has a profound effect on their lives. They feel deeply depressed, avoid company and give up attempting to control their eating. As a consequence they binge, become more depressed and fiercely attempt to renew their efforts to diet and lose weight. If, on the other hand, they find they have lost weight they can feel quite elated. Most are acutely sensitive to small changes in weight and shape which are, in truth, undetectable by ordinary means.

I am confident in many ways, yet I hate my body and can’t bear to look at it. I feel bloated, wobbly and huge all over. This drives me to binge. My boyfriend loves me. Why can’t I like myself?

I am obsessed with my weight. I weigh myself over and over again, sometimes up to fifteen times a day. At other times I am so disgusted with my body that I don’t use the scales for weeks or months at a time.

It is these concerns, and the belief that self-worth depends on weight and shape, which drive the disturbed eating habits of people with bulimia nervosa. Thus, dieting follows quite logically from these concerns. And, given these beliefs, it is understandable why extreme measures (such as vomiting) are seen as necessary if overeating has occurred. Indeed, many working on eating disorders consider that beliefs and values about weight and shape are the core disturbance in bulimia nervosa.

People with bulimia nervosa usually have a disturbance in their body image. This takes two forms. First, they commonly feel strongly dissatisfied with their body shape. Typically, despite their weight being perfectly ‘normal’, they feel that certain parts of their body (for example, the stomach, bottom and hips) are too fat. This often causes great distress and spurs them on to more intense dieting. Second, they tend to overestimate their actual size: that is to say, they see their body as larger than it actually is. On top of this, they have an unrealistically small ‘ideal’ size.

Figure 1 (see page 25) shows the differences in how a group of patients with bulimia nervosa, and a group of ‘normal’ weight students not suffering from the disorder, saw their existing and ‘ideal’ shape.

The top row of outlines shows how the sample of ‘normal’ weight students saw themselves. Outline A is a representation of an average weight, average height young woman. Outline B shows the average of the students’ own estimate of their actual size: and it is apparent that it is slightly more (about 5 per cent more) than the actual average size. Outline C shows the desired size of these students, which is some 10 per cent below their actual size. In other words, it is common for young women of ‘normal’ weight to want to be 10 per cent slimmer than they actually are. The bottom row of outlines shows the same information for the sample of patients with bulimia nervosa. They overestimated their actual size (Outline D) by, on average, nearly 20 per cent (Outline E); and their desired size (Outline F) was 25 per cent below their actual size. In other words, they saw themselves as substantially larger than they actually were; and they wanted to be significantly smaller than they were. Indeed, they wanted to be almost half the size they thought they were!

I cannot put into words how repulsed I am with my body. I wish it were possible to wear clothes that disguised one’s shape completely. I cannot bear to look at my body and will have no mirrors in the house. I take showers instead of baths to avoid having to look at myself. I have not gone shopping for clothes for more than three years.
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Figure 1 Actual, perceived and desired body size in people with bulimia nervosa and ‘normal’ female undergraduate students



* Because the majority of people who binge are women, female pronouns are used throughout this book to avoid the clumsiness of using both genders: ‘he or she might feel’, ‘in his or her experience’, etc. This is not in any way meant to exclude men.
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How binge-eating and bulimia nervosa affect people’s lives

My life revolves around my eating. I can no longer concentrate on my work which has suffered greatly as a result. My problem has caused family rows. I no longer enjoy sharing meals with family or friends. I have become withdrawn and introspective and have lost all self-confidence and self-respect. I don’t want to go out. I don’t like myself any more.

Bulimia nervosa and binge-eating have a profound effect on people’s psychological well being and their social life. Symptoms of depression and anxiety are common and social life can suffer greatly.

Symptoms of depression

As noted in the previous section, the self-esteem of people who binge is intimately bound up with how they see their body shape and weight. So, if they regard their weight or shape as unacceptable, they feel themselves to be worthless. Therefore, it is particularly humiliating for them periodically to lose control of their eating and overeat. They feel intensely ashamed of themselves and disgusted at themselves for being unable to maintain control over their eating. At times they feel utterly desolate and hopeless about their eating ever improving.

Not surprisingly, patients who binge who come for treatment typically display a number of symptoms of depression. Table 1 shows how often such symptoms occurred in one group of patients with bulimia nervosa. The figures in the table are based on patients’ responses to a standardized psychiatric interview designed to detect the presence of symptoms of sufficient severity to have a marked negative effect on functioning.

It can be seen from the table that by far the majority of people with bulimia nervosa experience a wide range of depressive symptoms. Most of these symptoms relate directly to the core disturbances in eating and the patients’ concerns about their shape and weight. So, the guilt which so many experience is usually rooted in shame about binge-eating and vomiting; the worthlessness stems from feelings of failure surrounding their control over their eating and their inability to achieve a weight and shape they regard as acceptable; and the loss of confidence and withdrawal from social contact result from feeling unable to eat in company and from regarding their shape and weight as socially unacceptable.
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Many people who binge feel quite desperate at times. They hate what they are doing, they despise themselves, and they can see little, if any, prospect of their situation improving. In these circumstances, some attempt suicide, usually by taking an overdose of pills. Around 5 per cent of people with bulimia nervosa coming for treatment in Britain have at some time taken an overdose.

For the great majority of people who binge, when they regain control over their eating habits, the depressive symptoms disappear. However, in a small minority there is a depressive disorder which is independent of the disturbance in eating. In these people, even if their eating disorder improves, the depressive symptoms remain severe and disabling. It is important that these people, in addition to receiving help in overcoming their problems with eating, receive specific treatment for their depression.

Symptoms of anxiety

People who binge frequently report that they have distressing symptoms of anxiety. These include the mental symptoms of worrying and anxious foreboding, as well as physical symptoms, such as palpitations, sweating, difficulty in breathing, and churning of the stomach. Table 2 shows how often some of these symptoms occurred in a group of patients with bulimia nervosa. As in Table 1, the percentages show how many patients experienced these symptoms severely enough to have a marked effect on their lives.
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As with depressive symptoms in people who binge, these anxiety symptoms are closely linked to the core disorder of eating. So their worrying tends mainly to be focused on their concerns about food, eating, shape and weight; and the situations in which they become anxious, and which they avoid are those where there is food around or where they would feel particularly fat. These anxiety symptoms only rarely require separate treatment from the eating problems. That is, if the eating disorder is brought under control, the anxiety tends to lift spontaneously.

Anger

Many people who binge, at times when they have done things they regret, such as following a binge, feel extremely angry with themselves. Some people take laxatives after a binge explicitly for their unpleasant physical effects, as a means of self-punishment. Others punish themselves even more drastically. Some will hit themselves with a belt or rope, or even knock themselves about with a stick or a hammer. Others cut themselves. Usually the cutting or scratching causes only minor skin wounds, with some bleeding. In some cases, however, the cutting is much more serious, with deep wounds being made into the muscle. People cut themselves for two reasons. First, it is a violent expression of anger and a direct form of punishment. Second, for some people, it is used to release tension, either as the urge to binge builds up or else following a binge. It is very important that people who engage in such practices receive professional help.

The effects on relationships and social life

My eating problem has taken over my whole life. My friendships have been upset by my violent swings in mood. I never talk to my parents since they have never understood what I am going through, yet we were so close. I have so little self-confidence. I get terribly depressed and anxious. I can’t face seeing people.

The personal and social lives of people who binge suffer considerably. As already noted, binge-eating is largely a secretive practice. And the extreme measures to which people go to compensate for overeating, like vomiting and taking laxatives, are a source of much guilt and shame. This causes many people to keep their disturbed eating habits a complete secret for a number of years. This has the effect of isolating them, because a central part of their existence is kept hidden away from those with whom they live and otherwise share their lives. It is for this reason that binge-eating is a particularly lonely activity.

Concerns about shape and weight have a direct effect on social functioning. It is common for people with bulimia nervosa only to mix socially when they feel reasonably happy about their weight and shape; but the moment they binge or feel they have gained weight or become fat, they withdraw completely. Some will literally hide away, refusing to see anyone, or to allow anyone to see them, for days at a time.

Much of ordinary social life takes place around food and eating. Friends meet in bars or restaurants. They invite each other to their homes for meals. And families gather together around the table both routinely and for special occasions. All of these ordinary situations create difficulties for someone who binges; and in some, they evoke terror. The typical response is to try to avoid these situations altogether. As a consequence, they cut themselves off from ‘normal’ social life.

Bulimia nervosa and binge-eating can take a considerable toll on family life. The partner of someone with this disorder is exposed to rapid swings in mood as control over eating is maintained and then lost. Partners are frequently at the receiving end of marked irritability, and their social life is at the mercy of the course of their partner’s eating disorder. Children can suffer in much the same way. And, of course, family meals are a source of special difficulty to people who binge.

A major concern for people who binge, especially for those who are doing so often, is how to finance their eating habits. Binge-eating can be extremely expensive and leads many people into debt. Some, as already noted, much to their shame, find themselves taking food belonging to others. And some steal food and other items from shops in order to indulge their binges. This can lead to considerable friction with friends and relatives; and, of course, it sometimes leads to prosecution in the courts.

The social and personal lives of people who binge are transformed when they recover from the disorder. So much of ordinary life which had previously been closed to them is opened up by their being able to socialize freely. Intimate personal relationships become much easier and more fulfilling. And family life becomes much happier.
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The physical complications

Bulimia nervosa and binge-eating have a number of physical complications. These arise either as a direct result of binge-eating or as a consequence of the measures taken to compensate for overeating.

The physical effects of binge-eating

Binges usually produce a sense of fullness and bloatedness; sometimes this is so extreme as to cause profound abdominal discomfort and, occasionally, acute pain in the abdomen. The fullness frequently leads to breathlessness caused by the distended stomach pressing up against the diaphragm and thereby interfering with breathing. In rare cases, the stomach wall can be damaged and even tear. This is a serious medical emergency.

General digestive problems are common among people who binge. These include stomach cramps, flatulence, constipation and diarrhoea.

The physical effects of methods of compensation

Dieting

Dieting can have adverse physical effects. It has been suggested that repeatedly going on and off diets (so-called ‘yo-yo dieting’) can actually cause people to gain weight over time. What seems to happen is that, when someone is dieting and losing weight, their body becomes metabolically efficient and, as a consequence, they can function on a relatively low number of calories without losing weight. Then, when they resume eating normally (or begin overeating) this metabolic efficiency persists and they gain weight rapidly, overshooting the weight at which they started dieting. This would explain why people who go on and off diets tend gradually to become heavier and heavier.

Both a low carbohydrate diet and a low body weight can have a significant impact on hormonal functioning. Menstrual periods may become irregular or stop altogether. This is because normal menstruation depends on the body maintaining a certain proportion of fat (around 20 per cent). The dieting practised by people with bulimia nervosa often reduces the proportion of body fat to below this critical level. It has also been found that a woman who is only 5–10 per cent under her ideal body weight may undergo subtle alterations in the menstrual cycle which can compromise fertility.

Self-induced vomiting

As noted above, vomiting is not nearly as effective a means of compensating for overeating as people tend to believe. It also has a number of adverse physical effects, some of which can be medically serious.

First, repeated vomiting leads to an erosion of the dental enamel, mainly on the inner surface of the teeth. This is caused by the teeth repeatedly being exposed to acid from the stomach. Many people brush their teeth vigorously after vomiting to get rid of the smell; this actually damages the teeth further, because the presence of the acid in the mouth means that brushing the teeth effectively scours them. Using a mouth wash, rather than brushing, would reduce the potential damage somewhat. However, the damage caused to the teeth by repeated vomiting is irreversible.

Second, vomiting causes the salivary glands below the jaw to swell. This is painless, but it does make the face look rather puffy; this is particularly distressing to someone with bulimia nervosa, who is apt to interpret the swelling as a sign of weight gain and may well respond with further vomiting.

Third, repeated vomiting often causes damage to the throat. This is because most people who vomit need to induce the gag reflex by sticking something down their throat. Gagging in this way is sometimes difficult and some people have to use considerable force. The back of the throat is frequently injured in this process. Sometimes it bleeds and the injuries often become infected. People who vomit frequently commonly develop a hoarseness in their voice.

Very rarely, violent vomiting causes a tear in the oesophagus (the tube linking the mouth to the stomach). If the oesophagus ruptures, it is a medical emergency. Vomiting repeatedly for many years can also lead to a weakening of the oesophageal sphincter (the set of muscles at the top of the stomach). The result of this is that there is nothing to prevent the contents of the stomach from returning up the oesophagus into the mouth (so-called gastric reflux). This can be uncomfortable, distressing and embarrassing.

The effects of vomiting on the body’s physiology can be serious, especially for those who flush their stomachs by repeatedly vomiting, drinking and vomiting again until they are satisfied that their stomach is empty of food. This process upsets the balance of body fluids and body salts (electrolytes). The abnormality of most concern is low potassium (hypokalemia) because it can result in serious heartbeat irregularities. Almost half of those with bulimia nervosa who come for treatment have some fluid or electrolyte abnormality, but most of these will not show any symptoms. Electrolyte disturbance is reversible and the abnormalities disappear once vomiting stops.

Misusing laxatives and diuretics

As noted above, laxatives and diuretics, like vomiting, are ineffective as well as a dangerous way of attempting to control weight. Laxatives have very little impact on calorie absorption, and diuretics have none at all. Misuse of laxatives causes several complications. As already mentioned, people may become dependent on them and need to take larger and larger doses to achieve the desired effect. Also, stopping taking laxatives can be difficult, because the shock to a body that has become used to them leads to ‘rebound’ constipation and water retention. The latter effect can also arise when people stop taking diuretics.

As with vomiting, laxative and diuretic misuse can cause a variety of fluid and electrolyte abnormalities. People who both vomit and take laxatives are especially at risk of such complications. Some laxatives, when taken in large doses, can cause damage to the gut wall. However, the other physical consequences of laxative and diuretic misuse disappear rapidly once the person stops taking them.

Appetite suppressants

There is no evidence that appetite suppressants have a significant impact on binge-eating. They also have certain complications; for example, they can cause agitation or depression. They cannot be recommended for people who binge.

Most people who come for treatment of bulimia nervosa or binge-eating have been overeating and vomiting for some years. By this time many will have suffered some damage to their teeth. However, they are most unlikely to have caused themselves any other permanent physical harm. When they restore their eating habits to normal their bodies soon return to a healthy state.


4

What causes binge-eating and bulimia nervosa?

I had been anorexic for about a year and was attempting to start eating properly. One day, out of the blue, I ate a chocolate cookie. Suddenly I began eating all these things I’d deprived myself of. It wasn’t a large binge by my current standards, but it was more calories than I normally ate in a whole week. I came out of my trance-like state and was suddenly terrified about what I had done. I immediately went to the bathroom and stuck my fingers down my throat. I had to throw up and get rid of all the garbage inside me.

Understanding the causes of any illness, be it psychiatric or physical, is a difficult process. This is because the causes of medical conditions are rarely straightforward. Tuberculosis is a good example from physical medicine. It can, quite rightly, be said to be caused by infection of the lung by the tubercle bacillus. However, a number of factors other than exposure to the bacillus are also relevant to whether or not someone actually develops tuberculosis. So, certain people are more prone to infection if exposed, such as the infirm and the undernourished, and those with a genetic predisposition to the disease; and some are more likely than others to go into physical decline once they have become infected, such as the elderly and those with weak physiological defences. The causes of psychological problems such as depression, anxiety and eating disorders are even more complicated, and that much more difficult to understand.

It is helpful, when trying to understand the causes of a disorder, to divide up the various factors into those which make people vulnerable to the disorder (‘predisposing factors’), those which bring on the disorder (‘precipitating factors’) and those which, once the disorder has become established, maintain it or prevent sufferers from recovering spontaneously (‘maintaining factors’).

The causes of binge-eating and bulimia nervosa have not been well studied and they are poorly understood. Nonetheless, it is clear that the disorder arises from the interaction of physical, psychological and social factors. The relative importance of these various factors in causing a person to develop binge-eating or bulimia nervosa varies from one individual to another. In the rest of this chapter these three sorts of factors will be discussed in terms of what makes a person prone to develop bulimia nervosa and binge-eating, what can actually bring it on, and what makes it continue.

What makes a person vulnerable to binge-eating and bulimia nervosa?

Physical factors

It is possible that a tendency towards eating disorders may be, in part, inherited. Two types of evidence support this view. First, eating disorders run in families. Second, in cases where one of a pair of twins has an eating disorder, if the twins are identical (that is, share the same genes) rather than nonidentical, it is much more likely that the other twin will also have an eating disorder. Both of these findings could arise because a tendency to develop eating disorders is passed on from parent to child in the genes. However, on the other hand, both of these facts could also be explained in terms of the family environment rather than in terms of physical heredity. Family members, after all, to a large degree share the same environment; and it could be this common experience that explains why eating disorders run in families. Again, identical twins are likely to share the same environment to a greater extent than non-identical twins, and it may be this, rather than shared genes, that accounts for the high occurrence of eating disorders in both of a pair of identical twins.

Depression is common among the family members of people with eating disorders; and about a third of those with eating disorders have themselves experienced an episode of depression before the onset of their eating disorder. These facts have led to the suggestion that an inherited tendency to depression raises the risk of someone developing an eating disorder. However, the way in which being prone to depression might raise the risk of eating disorders is not at all clear. Also, the relationship between family depression and eating disorder could be explained in psychological rather than physical terms. That is, having a depressed parent might produce circumstances which raise the chances of having low self-esteem, which might then make one vulnerable to the development of an eating disorder.

Finally, inheritance might contribute to causing binge-eating and bulimia nervosa via the genetic transmission of body weight. There is good evidence that there is a major inherited component to how much one weighs as an adult. Many people who binge have a tendency to have a higher than average natural weight. Indeed, nearly half of those with bulimia nervosa have been significantly overweight before the onset of their eating problems. This suggests that a tendency to be overweight makes a person vulnerable to the development of bulimia nervosa and binge-eating. Such a tendency might contribute to the onset of eating problems when combined with some of the psychological and social factors that we shall now look at.

Psychological factors

About a third of those who develop bulimia nervosa do so following an episode of anorexia nervosa. Some may lose control of their eating following a period where they have successfully restricted their calorie intake; as a consequence, their weight rises. For others, binge-eating may have always been part of their anorexia nervosa; but at some point the frequency and size of binges increase and they gain weight.

The precise way in which anorexia nervosa raises the risk of bulimia nervosa is not known. It might be largely physical; for example, it may be the starvation state itself which leads to binge-eating. Or the chain of cause and effect might be psychological: for example, dieting and preoccupations with food may raise the risk of episodes of loss of control. Or a combination of physical and psychological factors might be involved.

Certain psychological characteristics appear to make people vulnerable to developing an eating disorder. Low self-esteem and a profound sense of ineffectiveness commonly precede the onset of eating problems. In some cases these difficulties appear to relate to early trauma, such as an unhappy family. About a third of people with bulimia nervosa report having been sexually abused. This fact has led some to conclude that childhood sexual abuse is a specific cause of eating disorders. However, this is not the case, because childhood sexual abuse is just as commonly reported by people with other psychiatric disorders such as depression, who have no eating problems. While such abuse is clearly detrimental to children’s psychological development, it does not appear to lead to a specific type of disorder.

People who develop eating disorders often have a tendency towards perfectionism. They set very high standards for themselves and strive assiduously to meet their goals. Some authorities argue that it is the combination of perfectionism and the sense of ineffectiveness described above which is the major factor predisposing people to develop eating disorders.

A history of problems with alcohol has also been found to be a predisposing factor to the development of an eating disorder.

Social factors

Binge-eating and bulimia nervosa only occur in certain cultures; and they are largely exclusively confined to women. This suggests that social factors are important in predisposing some people to the development of eating disorders. This view is supported by the observation that eating disorders are especially common in certain social groups, such as ballet dancers and fashion models. It is striking that what these groups have in common is a strong emphasis on the desirability of thinness. Indeed, it has been suggested that changes in fashion over the years have contributed to the recent increase in the incidence of eating disorders. Fashion models have become progressively thinner in recent decades and at the same time eating disorders have become more widespread. There is no way of telling for certain whether this association is a purely accidental one. But it might not be. If the presentation of thin fashion models in the media increases the number of girls and women who go on diets, then it is highly probable that the changes in fashion which have occurred in recent years have been responsible for more women dieting and, therefore, more women developing eating disorders.

In fact, the current fashion industry projects an image of women which is positively unhealthy. An article in the British Medical Journal observed from a study of fashion mannequins that these models are so thin that, if they were flesh and blood, they would fail to menstruate! A number of feminist writers have argued persuasively that the pressures women are under to be thin are a tyranny which they should fiercely resist.

Finally, there are social factors which operate within the family which may predispose some people to develop eating disorders. For example, concerns about shape and weight may be transmitted from mothers to their daughters. Certainly, the daughters of women who diet are highly likely to diet themselves. In addition, people with eating disorders describe their family relationships as much more disturbed than do people with no psychiatric problems. However, it is uncertain whether these relationship difficulties precede the onset of the eating problems or arise as a consequence of them.*

What brings on binge-eating and bulimia nervosa?

Physical factors

Some cases of binge-eating and bulimia nervosa arise after weight loss following an episode of physical illness. This weight loss might invite positive comment from friends and evoke a sense of accomplishment and social acceptability. In this context, the desire to diet in order to prevent weight gain is a powerful one.

Psychological factors

The single most important precipitating factor in binge-eating and bulimia nervosa is a period of dieting. The great majority of those who binge can recall clearly a period of dieting, which may or may not have led to weight loss, preceding the first occasion on which they lost control over their eating. And herein lies a paradox. It would be expected that people with extreme concerns about their shape and weight would respond to minor infringements of their dietary rules by more stringent dieting. However, people who binge respond to small dietary indiscretions by abandoning altogether their efforts at dieting, and overeating instead. On the basis of this paradoxical response of people who diet and binge, some have argued that it is the dieting itself which actually causes the episodes of loss of control. This argument certainly fits with the accounts that people with bulimia nervosa themselves give. It is also consistent with certain laboratory studies of how people who diet eat. For example, if people who are not dieting drink a high-calorie milk shake (a so-called ‘preload’) and then are asked to rate the taste and texture of certain foods, they will eat smaller amounts of those foods in order to make their ratings than they would if they had not had the milk shake. People who are dieting, on the other hand, behave in exactly the opposite way: they will eat more in the tasting session if they have had a high-calorie ‘preload’ before the session than if they had not had one. This paradoxical way of behaving by dieters has been called ‘counter-regulation’.

This counter-regulation effect is illustrated pictorially in Figure 2. It is interesting that this effect arises in dieters following various provocations other than a high-calorie ‘preload’ – including simply believing they have had a high-calorie drink, even if, in fact, the drink contained few calories. This strongly suggests that the effect is driven by psychological factors rather than by physiological ones. Other factors which have been found to produce the counter-regulation effect in dieters are depressed mood and the consumption of alcohol. What these provocation factors appear to have in common is that they undermine a dieter’s resolve to resist eating.

The counter-regulation effect found in laboratory studies of dieters has been presented as an analogy for what is happening in people who binge. As an analogy it is illuminating; and, certainly, people who do lose control of their eating will identify with what is happening in Figure 2.
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Figure 2 Schematic representation of the ‘counter-regulation’ effect

However, although dieting does appear to be important in setting off binge-eating, it is not at all clear why, among the great number of people who diet, some lose control of their eating and others do not.

Some people who binge are adamant that they were not dieting before they began to lose control over eating. In these people, binge-eating appears to have served a particular psychological function. They may have overeaten in response to stress; or they may have used eating as a way of blotting out unacceptable feelings of misery or anger.

Social factors

In some people who binge a social situation or experience has clearly provoked the disturbed eating habits. For example, a woman might describe being rejected by a potential boyfriend or being teased about being fat, and having started dieting as a result. Other people describe friends going on a diet and joining in to conform. Many people can identify social circumstances like these which precipitated their dieting; and they clearly identify this as the beginning of their problems with eating. However, few can recount social factors directly relevant to the onset of their binge-eating.

What keeps the vicious circle going?

Physical factors

Being significantly below one’s natural or healthy body weight serves to perpetuate eating disorders. This occurs through a number of physical and psychological mechanisms. A low weight leads to preoccupation with food and eating. It also causes depressive symptoms; and these in turn damage self-esteem further, leading to social withdrawal and a reduction in outside interests, including, sometimes, a loss of interest in sex. All these changes increase social isolation and remove the stabilizing influence of ordinary social life.
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Figure 3 The psychological factors that serve to maintain bulimia nervosa. Source: Adapted from C. G. Fairburn and P. J. Cooper, ‘Eating Disorders’, in K. Hawton, P. Salkovskis, J. Kirk and D. M. Clark, eds, Cognitive Behaviour Therapy for Psychiatric Problems: A Practical Guide, Oxford, Oxford University Press, 1989.

A low body weight also places the body under physiological pressures to eat, regardless of the cause of the weight loss. There has been clear evidence of binge-eating among men and women under starvation conditions. When body weight falls too low, the normal physiological processes operating to control eating appear to be disrupted. Such a disruption can contribute to the perpetuation of binge-eating in people who weigh significantly less than they are biologically programmed to weigh.

Psychological factors

A number of psychological factors serve to perpetuate binge-eating. Those that operate in maintaining bulimia nervosa are illustrated in Figure 3. Look first at the downward arrows on the right-hand side of the figure. At the root of bulimia nervosa, as we have already seen, is a profound lack of self-esteem. This leads, in vulnerable people (e.g., those with a tendency to be overweight in a society where slimness in women is perceived as essential to social success), to extreme concerns about shape and weight. These concerns drive the vulnerable people to go on strict diets. The dieting then encourages overeating, through both physiological and psychological mechanisms. The binge-eating in turn leads to extreme action to compensate for the overeating, such as self-induced vomiting (and laxative and diuretic misuse).

Turning to the upward-pointing arrows on the left-hand side of Figure 3, vomiting (and, to a lesser extent, laxative and diuretic misuse) encourages further overeating, because it is perceived as removing the need to attempt to resist urges to eat. It also serves to heighten preoccupations with shape and weight, as do binge-eating and dieting. Finally, self-induced vomiting (and laxative and diuretic misuse), binge-eating and the extreme concerns about shape and weight all serve to undermine people’s sense of self-control and self-esteem. This exaggerates their feelings of ineffectiveness and intensifies their concerns about shape and weight, and the cycle thereby repeats itself perpetually.

Social factors

In many respects, the beliefs and values of people with bulimia nervosa about the importance of shape and weight are reinforced by the norms of Western society. There is an enormous amount of advertising in women’s magazines, on television, and so on, all of which glorifies female thinness and encourages the view that for a woman to be thin is a marker of success. It is difficult, against this tide of propaganda, for anyone to sustain the argument that body shape and weight are not really important. In this sense, our culture serves to encourage preoccupations with shape and weight in women, and it rewards successful dieting.



* A good account of the contribution of social factors to the causation of eating disorders is given by Richard Gordon in his book, Anorexia and Bulimia: Anatomy of a Social Epidemic, Blackwell Publishers, Cambridge, Mass., 1993.
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How can binge-eating and bulimia nervosa be treated?

Over the course of the 1980s and 1990s there was considerable interest in developing and evaluating treatments for bulimia nervosa. This work proceeded in two main directions. First, a number of clinical researchers, mostly Americans, investigated the role of certain medicines, especially antidepressant drugs. Second, certain psychological treatments were developed, principally in Britain, and their effectiveness was assessed in clinical studies.

The research to date suggests that what we have learnt about the treatment of bulimia nervosa also applies to people with other binge-eating problems. However, not enough research has been done to be sure about this. The rest of this chapter focuses on what we do know from studies of the treatment of bulimia nervosa. More information on the treatment of general eating problems can be obtained from an excellent book by Christopher Fairburn, Overcoming Binge Eating (Guilford Press, New York, 1995).

The main types of treatment

Antidepressant drugs

The effectiveness of a number of antidepressant drugs in the treatment of bulimia nervosa has been assessed. These drugs come from three pharmacological groups: first, the monoamine oxidase inhibitors (such as phenelzine); second, the tricyclic antidepressants (such as imipramine, desipramine and amitriptyline); and third, the newer generation of antidepressants, the serotonin reuptake inhibitors (such as fluoxetine).

The findings from the studies of antidepressant treatment of bulimia nervosa do show that patients benefit. The frequency of binge-eating decreases by, on average, 50–60 per cent within a few weeks of starting a course of treatment. And there is a corresponding decrease in the frequency of vomiting and laxative-taking. In addition, preoccupation with food and eating decreases and mood improves.

These findings look encouraging. However, recent research has revealed some serious limitations to this form of treatment:


• Although most patients who take antidepressant drugs do binge less often, few actually stop binge-eating altogether. While someone who reduces the frequency of binges from four times a day to twice a day could be said to be 50 per cent better, her eating habits could not be said to be ‘normal’ and she remains in need of help.

• Antidepressants have no impact on patients’ tendency to diet. Since the strict dieting of people with bulimia nervosa is a major reason why they tend to binge, this is a serious limitation.

• Finally, and most significantly, recent evidence has revealed that, in many cases, the positive effects of antidepressants on binge-eating do not last. Many people who have experienced an initial benefit from antidepressant treatment later relapse, whether they continue taking the medication or not.



A further problem with treatment by medication is that many people with bulimia nervosa are reluctant to accept it. They want to tackle their eating problems on their own, without relying on a drug.

As it has come to be realized recently that antidepressant medication has only a limited impact on the longer-term outcome of bulimia nervosa, enthusiasm for this form of treatment has declined. It is particularly fortunate, therefore, that while the research into drug treatment has been taking place, similar work has been going on concerned with the effectiveness of psychological forms of treatment.

Psychological treatments

Cognitive behavior therapy The psychological treatment which has attracted most interest is a short-term psychotherapy, known as cognitive behavior therapy, specifically designed for patients with bulimia nervosa. It is based on the view, for which there is considerable support, that a key factor which prevents people with bulimia nervosa from spontaneously recovering is their extreme concern about shape and weight. The treatment aims to help people regain control over their eating and to moderate their concern about their shape and weight. It is usually conducted on a one-to-one basis with patients seen around 20 times over the course of approximately five months.

The effectiveness of cognitive behavior therapy in cases of bulimia nervosa has been studied in a number of careful clinical trials. The short-term results are very impressive, with reductions in the frequency of binge-eating of, on average, around 90 per cent being achieved. Following a course of this treatment, approximately two-thirds of people are no longer binge-eating. Vomiting and laxative-taking similarly decrease, and there is also a marked improvement in mood. Importantly, the tendency to diet is significantly reduced with this form of treatment. And patients’ concern about shape and weight becomes much less intense.

There are as yet few data on the longer-term impact of cognitive behavior therapy for bulimia nervosa. However, evidence is accumulating that the positive short-term benefits are well maintained: that is, the changes brought about by treatment do seem to be permanent.

Other treatments Many people who come for treatment of bulimia nervosa have had previous psychotherapy which has been unsuccessful. However, there are forms of psychological treatment other than cognitive behavior therapy which have been shown to be of some benefit to some patients with bulimia nervosa. None of these treatments is more effective than cognitive behavior therapy; most are less effective. They include behavior therapy, psycho-educational treatments, and focal psychotherapies (such as ‘interpersonal psychotherapy’ and ‘supportive-expressive therapy’).

Two variations of these different types of treatment are sometimes advocated. The first involves giving a psychological treatment to a group of patients collectively. This method of treatment appears to be somewhat less effective than individual therapy. Also, many people with eating disorders are too sensitive about their eating habits and their appearance to accept the idea of being treated together with other people. The second variation is a combination of a psychological treatment and an antidepressant drug. Clearly, given the positive benefits of a cognitive behavioral approach, such combination treatment is, by and large, unnecessary. However, some people who do not respond adequately to CBT may benefit from the addition of an antidepressant, however this remains to be demonstrated in systematic research.

Treatment by ‘stepped care’

People with bulimia nervosa and related problems differ in how much help they need to overcome their problems with eating. Some people will be able to recover completely on their own, with no outside help at all. Some will need to be admitted as inpatients to a specialist hospital unit.
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Figure 4 A stepped care program for the treatment of bulimia nervosa

Most, however, will need a degree of help somewhere in between these two extremes. One sensible suggestion which has been made is that clinical services for people with binge-eating problems should be organized in a ‘stepped’ fashion: that is, people would begin by receiving the lowest level of care and move up the system, progressively receiving more intensive levels of care if and when they needed to. However, opinions differ on precisely what form of treatment should be offered at each level. Figure 4 shows one account of the different options. While it is easy to be precise about the treatment offered at Levels 1 and 2, beyond that there is considerable uncertainty.

The first level is guided cognitive behavioral self-help. At this level people receive a self-help manual (Part Two of this book is just such a manual) which they use under the guidance of a helper. The evidence suggests that people using this manual entirely on their own do not do as well as those who use it with some external guidance. This is not to say that some people will not be able to make good progress using the manual on their own; however, on average, people using it with some guidance do better. The guidance necessary at this level of treatment could come from one of any number of sources: in Britain general practitioners (GPs) and the nurses who work with them are often best placed to provide this level of treatment. Social workers, psychiatric nurses and dieticians can also fulfil this role.

Most people who receive Level 1 treatment will experience benefit (see pages 74–7), and many will feel that they have made sufficient progress not to require further help. However, a few will not make any progress, and some will feel that they have not made sufficient progress. These people should receive the second level of treatment, namely cognitive behavioral therapy (CBT). This should be provided on a one-to-one basis by a trained CBT therapist. This is the form of treatment on which most research has been carried out and for which there is the strongest evidence of benefit. However, again some people receiving this treatment may feel that they have made insufficient progress and that they require further help. This is the point at which there is uncertainty. There are several options available, including other forms of psychological treatment (in particular, one called ‘interpersonal psychotherapy’), medication (especially antidepressant drugs), and day patient or inpatient care. The decision in any particular case about which option to take is more likely to be based on what is available and acceptable, rather than on the evidence about which one is the most effective.
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A short technical note

This chapter contains a brief account of how bulimia nervosa came to be recognized as a disorder, the prevalence of the condition, the criteria which have been specified for its diagnosis, and its relation to other eating disorders.

How bulimia nervosa came to be recognized

It has been recognized for a great many years that disorders of eating occur which are essentially psychological in nature. The most well known of these is anorexia nervosa. The first description of a patient with this disorder was provided as long ago as 1694 by the English physician Richard Morton. He described the condition of a young girl, ‘a skeleton clad only in skin’. The term ‘anorexia nervosa’ was introduced into the medical literature much later, in 1874, by Sir William Gull, Physician Extraordinary to Queen Victoria. There has, for a long time, been wide agreement about what the key features of anorexia nervosa are. Table 3 shows the definition provided in the diagnostic manual of the American Psychiatric Association.

Towards the end of the 1970s reports began to emerge of a new eating disorder in which the principal disturbance was episodes of uncontrolled overeating. People with this disorder were reported to resemble people with anorexia nervosa, except that they tended to be of ‘normal’ weight.

This newly recognized disorder was given a number of names (such as ‘bulimarexia’ and ‘the dietary chaos syndrome’), but the two terms which gained widest acceptance were ‘bulimia’ (used in America) and ‘bulimia nervosa’. The latter term was introduced by Professor Russell in a seminal paper which he published in 1979 in the psychiatric journal Psychological Medicine. In it he described the clinical condition of 30 patients suffering from ‘an ominous variant of anorexia nervosa’, a disorder he termed ‘bulimia nervosa’. Professor Russell’s paper is a remarkable exposition in which the features of a previously undescribed disorder are unfolded on the basis of the sensitive clinical observation of an experienced clinician. The paper is probably the most influential journal article to have been published in the field of eating disorders.

TABLE 3 THE DEFINING FEATURES OF ANOREXIA NERVOSA


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 shape and weight on selfevaluation, or denial of the seriousness of the current low body weight.

D   In postmenarcheal females, 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.)




Specific type:

Restricting type

During the current episode of anorexia nervosa, the person has not regularly engaged in binge-eating or purging (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 (i.e., self-induced vomiting or the misuse of laxatives, diuretics or enemas).



The definition of bulimia nervosa

Professor Russell originally proposed the following three-part definition of the disorder bulimia nervosa:

1  powerful and intractable urges to overeat;

2  attempts to avoid the ‘fattening’ effects of food by inducing vomiting, abusing purgatives, or both; and

3  a morbid fear of fatness.

Over the course of the next few years, this definition was widely used by clinicians and researchers, especially in Britain and the Commonwealth, in identifying people with this disorder. Unfortunately, the criteria used to define the disorder ‘bulimia’, specified in 1980 by the American Psychiatric Association, were far broader than Professor Russell’s. This led to some confusion in the medical literature, particularly in relation to estimates of how widespread bulimia nervosa was (see below). However, agreement about the factors which define a case of bulimia nervosa has now been reached. Table 4 shows the latest formulation presented by the American Psychiatric Association. (The term ‘bulimia nervosa’ is now accepted on both sides of the Atlantic.)

Point A defines a binge as an episode of uncontrolled overeating. Point B lists a range of extreme methods used to compensate for overeating. Point C states that, for the disorder to be diagnosed, the disturbed eating habits should have been present for at least three months and have been occurring quite frequently. Point D states that a defining feature of the disorder is that self-evaluation is unduly influenced by body shape or weight. And point E states that, if all the four previous criteria have been met and the person also meets the criteria for a diagnosis of anorexia nervosa, then the latter diagnosis should take precedence. To aid future research into the disorder two sub-groups have been proposed, with a division between those who purge (vomit or take laxatives or diuretics) and those who do not.

TABLE 4 THE DEFINING FEATURES OF BULIMIA NERVOSA


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 two-hour period), an amount of food that is definitely larger than most people would eat during a similar period of time;

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 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 three 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.



How widespread is bulimia nervosa?

Since the publication of Professor Russell’s 1979 paper and the appearance of the American criteria for bulimia in 1980, a number of studies have been conducted designed to determine the prevalence of bulimia or bulimia nervosa. Widely differing findings were reported. These related, in part, to the different definitions of the disorder being used. But they also related to the fact that key terms were not being adequately defined. For example, studies in which American college students completed questionnaires which asked if ‘they ever binged’ reported that the rate of binge-eating was as high as 70 per cent. Similar studies in Britain, however, which inquired whether people ever ‘experienced episodes of uncontrolled overeating’, produced a figure of around 20 per cent for young adult women. In fact, when people are interviewed in detail about their eating habits, and a strict definition of a binge is applied, the prevalence of binge-eating among young adult women is found to be between 5 and 10 per cent; and the prevalence of the full disorder of bulimia nervosa within this group is between 1 and 2 per cent.

Bulimia nervosa is rare among men.

The age at which bulimia nervosa begins is typically around 18 years, although most people who come for treatment do so in their early twenties. The disorder does occasionally arise in girls aged 13 and 14, but very rarely in girls any younger than this.

Over the past 30 years, bulimia nervosa appears to have become more common than previously. It is, however, not possible to be absolutely certain about this, because cases of this disorder may have existed before but gone undetected. Studies have shown that a history of having had bulimia nervosa is much more common among younger than older women, which does suggest that the disorder has become more common in recent years.* It is certainly the case that in countries where anorexia nervosa is found (i.e. Western and economically developed non-Western countries) there has been a dramatic rise in the number of people with bulimia nervosa coming for treatment. Indeed, bulimia nervosa is now one of the most common disorders encountered in outpatient psychiatric clinics.

Bulimia nervosa and other eating disorders

Bulimia nervosa is closely related to anorexia nervosa. About a third of those with bulimia nervosa have had anorexia nervosa in the past; and many more have had some of the features of anorexia nervosa. The two disorders also have many symptoms in common. In particular, they share a particular kind of attitude towards body shape and weight (see point C of Table 3 and point D of Table 4). It is clear from the diagnostic criteria listed in Tables 3 and 4 that it is possible for someone to satisfy the main four criteria for bulimia nervosa and also fulfil the criteria for a diagnosis of anorexia nervosa. Indeed, nearly half those who suffer from anorexia nervosa periodically lose control over their eating and binge. In recent years it has become increasingly recognized that there are people who binge but do not take any steps to compensate for overeating. It has been proposed that they should be classed as having a third type of eating disorder, termed ‘binge-eating disorder’. The proposed definition of binge-eating disorder is shown in Table 5 opposite. Figure 5 shows how the three types of eating disorder relate to one another. The size of the circles roughly corresponds to the relative frequency with which each condition occurs. The overlapping of the circles shows which diagnosis takes priority. There is a general rule in psychiatry that if someone is suffering from two disorders, then the one that has the greater significance for treatment and outcome ‘trumps’ the other one, that is, it takes precedence in diagnosis and treatment. (See point E of Table 4.) According to this rule, a diagnosis of anorexia nervosa would trump one of bulimia nervosa, and a diagnosis of bulimia nervosa would trump one of binge-eating disorder.
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Figure 5 The relationship between anorexia nervosa, bulimia nervosa and binge-eating disorder.

TABLE 5 DEFINING FEATURES OF BINGE-EATING DISORDER


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 two-hour period), an amount of food that is definitely larger than most people would eat in a similar period of time 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   The binge-eating episodes are associated with three (or more) of the following:

1. eating much more rapidly than normal;

2. eating until feeling uncomfortably full;

3. eating large amounts of food when not feeling physically hungry;

4. eating alone because of being embarrassed by how much one is eating;

5. feeling disgusted with oneself, depressed or very guilty after overeating.

C   Marked distress regarding binge-eating is present.

D   The binge-eating occurs, on average, at least two days a week for six months.

Note: The method of determining frequency differs from that used for bulimia nervosa; future research should address whether the preferred method of setting a frequency threshold is counting the number of days on which binges occur or counting the number of episodes of binge-eating.

E   The binge-eating is not associated with the regular use of inappropriate compensatory behaviors (e.g., purging, fasting, excessive exercise) and does not occur exclusively during the course of anorexia nervosa or bulimia nervosa.





* A New Zealand study published in the journal Psychological Medicine in 1990 found that whereas 4.5 per cent of 18–24-year-old women had at some time suffered from bulimia nervosa, among those aged 25–44 only 2.5 per cent had done so, and among those aged 45–64 only 0.4 per cent had done so.


Postscript to Part One

Part One of this book has set out to provide a brief account of the nature of binge-eating and bulimia nervosa. If you have read thus far because you have problems with your eating, it should now be clear to you whether or not you have bulimia nervosa or some variation of this disorder. Similarly, if you have a friend or relative with bulimia nervosa, you should by now have an idea of the sorts of problems they experience with eating, and the kinds of effects these problems will be having on their life.

If you have problems controlling your eating, the question will now arise: What should you do about it? Chapter 5 has briefly outlined the range of treatments available for bulimia nervosa. You may conclude that your problems are not sufficiently serious to merit special attention and you may be happy to ignore them. Or you may recognize yourself in the descriptions given of people with bulimia nervosa and appreciate, if you had not done so already, that you need help. In this case you should certainly read Part Two of this book. This is a self-help manual for people with bulimia nervosa and variations of this disorder, and offers a practical guide to recovery. It has been shown in sound clinical research, carried out by a group of Australian clinicians, to lead to considerable clinical benefit in people with bulimia nervosa (see below).

If you have read Part One of this book because of concern for a friend or relative who has bulimia nervosa or a related binge-eating problem, you could also benefit from reading Part Two. It will help you to appreciate the considerable efforts which someone who binges has to make in order to recover. It will also help you to assist the progress of someone with the disorder who is attempting to use this book as a route to recovery.

THE AUSTRALIAN STUDY OF GUIDED SELF-HELP


The only way one can really know whether or not a particular treatment works is by comparing what happens when one group of people with a problem get the treatment, while a second group of people with the same problem do not. The accepted way of doing this is by carrying out a randomized controlled trial (RCT). That is, a group of people with the problem are randomly selected to either receive the treatment or not, and then, some time later, they are assessed to see if the group who received treatment improved more than the group who did not. An Australian group of clinical researchers, led by Dr Susan Banasiak, recently ran an RCT of this CBT self-help manual for bulimia nervosa. They published their findings in 2005 in the prestigious psychiatry journal Psychological Medicine. The following is a summary of what they did, what they found, and what they concluded.

Training  First, the research team recruited a group of 16 general practitioners (GPs) to take part in their study. In an initial half-day training session, instruction was given to the GPs on how to help people with bulimia nervosa using the manual. Follow-up supervision was then provided to the GPs by the team every six months. The role of the GP was to provide support and encouragement to the women working through the manual.

Recruitment   The team recruited 109 women from the community who were assessed and found to be suffering from bulimia nervosa. (In fact some of the women were bingeing and/or vomiting less than twice a week, so they did not quite satisfy strict diagnostic criteria – see criterion C, Table 4, page 67). The women were randomly split into two groups, with one group receiving treatment immediately and the other group waiting for 17 weeks before receiving treatment.

Assessments   The team assessed all the women using standardized measures, with particular note taken of the frequency of bingeing and vomiting.

Treatment  Those who were selected to receive treatment immediately were given a copy of the manual (the 1995 version of the book you are reading) and, over the course of approximately four months, they saw their GP nine times for 20–30 minutes to discuss their progress. At the end of this period they were reassessed.

Results  The women who were using the manual experienced very considerable benefit. As you can see from the figure over the page, in terms of bingeing and vomiting, the women who were waiting for treatment hardly changed their behavior at all over the 17 weeks; while the women who were using the manual greatly reduced the frequency of these behaviors – the frequency of bingeing and vomiting reducing by about 60 per cent.

Other benefits were also associated with the treatment, including marked improvements in mood (in other words, reduced depression) and a significant decrease in the women’s concerns about their body weight and shape. Significantly, when the team assessed the women three and then six months later, they found that these positive benefits were still apparent.
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Conclusion  Dr Banasiak and her colleagues concluded that their study ‘supports the efficacy of cognitive behavioural self-help for bulimia nervosa delivered by non-specialist general practitioners in primary care’.




PART TWO

A Self-Help Manual for People with Bulimia Nervosa and Binge-Eating Problems


Introduction

When I first read this manual I didn’t believe it. Of course, it all sounded very sensible, but I just didn’t think I could do it. In fact, my first thought was that it was all going to be much too difficult for me and that it would be best if I didn’t even start, as I would only be disappointed and become demoralized. Luckily, I discussed this with my friend. She read the manual and pointed out that I wasn’t supposed to try to do everything all at once – the whole point was to proceed in small steps, building on the progress made – so it was worth making a start and seeing how I got on. I am so grateful to her for encouraging me to have a go. I am not saying it was easy. Far from it! It has been very difficult. But, it has changed my life for ever. And it was all about making small steps, practising them, and then doing a bit more. Like building a tower of bricks on the strong bricks below. The other day I threw the manual away. It was such a wonderful feeling because I know I don’t need it any more.

Many people who have problems controlling their eating manage to overcome their difficulties without seeking professional help. Some will have run into difficulties relatively recently and their disturbed eating will not therefore have become a habit. Others will have had problems for many years but never seriously got around to trying to do something about putting things right. For some the process of restoring their eating habits to normal is a relatively simple matter of starting to eat sensibly again. For many others the task is a very difficult one, yet somehow they do succeed. They manage to stop binge-eating. They stop making themselves sick. They stop taking laxatives. They eat ordinary meals at regular times. And, most important of all, food and eating cease to dominate their lives and they stop being so intensely concerned about their weight and their shape. In other words, they start to lead ‘normal’ lives again.

Sadly, many other people with very similar problems turn up in specialist clinics having been unable, after repeated efforts, to manage on their own. It is not necessarily that their problems have been around longer or that their eating habits are more severely disturbed. It is just that the things they tried to do to improve matters simply did not work. And often they made things considerably worse. Now, of course, many people with bulimia nervosa will need specialist help and it is important that they seek such help and receive it. But many others could, if they knew how to go about it, manage to restore their eating habits to normal without professional help. This self-help manual is intended to provide guidelines for people who want to try to manage on their own but are unsure where to begin.

For whom is this manual intended?

The guidelines that follow are aimed at people who have what might be termed ‘classic bulimia nervosa’: that is to say, people who regularly lose control of their eating and binge, attempt to compensate for the episodes of overeating in extreme ways (e.g., by fasting, vomiting or taking laxatives), and who regard their body shape or weight as of great personal significance, to the extent that concerns about weight and shape dominate their lives.

Of course, there are many other people who do not quite fit this description but who share some of the same features. They may binge very occasionally. They may not binge but regularly make themselves sick after meals or after eating any food they believe to be potentially fattening. They may alternate between periods of relatively normal eating and days of strict fasting to lose weight. They may regularly take laxatives to compensate for eating what they regard as fattening food. The guidelines that follow are also likely to be of use to these people. Although some of what is discussed may not be relevant to them, the general principles apply to all people who are experiencing difficulty controlling their eating and want to restore their disturbed eating habits to normal and to put their concerns about their weight and shape into a manageable perspective.

For whom is this manual not appropriate?

There are six categories of people with bulimia nervosa for whom this manual is probably not appropriate.

1  For some people who are rigidly locked into a pattern of grossly disturbed eating habits, the idea of their being able to break out of the cycle on their own may not be realistic, and they may well need to consult a CBT therapist. It is important to add here that many people who do not belong to this category will think that they do. If you are prepared to try to change some aspects of your current eating habits, then it is certainly worth your while making an effort at using this manual.

2  Some people who are completely socially isolated may well need the support and encouragement of a therapist they can see regularly.

3  Some people who are so demoralized and disheartened that they cannot muster the energy to begin to try to change may well need to consult their GP about getting help with their mood before starting to use this manual.

4  For some people whose body weight is very low (and, in addition to bulimia nervosa, are suffering from anorexia nervosa), it is possible that the guidelines contained in this manual could actually do them harm rather than improve matters, and they should consult their GP.

5  For some people the eating disorder is only one relatively minor feature of much wider difficulties, such as problems with alcohol, self-harm (such as cutting themselves or repeatedly taking overdoses) and their relationships; they will need more help than that provided in this manual.

6  People with a medical condition in which eating can have a significant impact (such as diabetes), and women who are pregnant, need to place themselves in medical care.

If you belong to one or more of these six categories you will need specialist help and you should consult your doctor about being referred for treatment. For all of these groups specific treatments are available, and the prospects of being helped are good if such treatment is received.

In fact, this manual is likely to be of help to the great majority of those with bulimia nervosa and related problems. This statement can be made with confidence because the effectiveness of the manual has been studied. Some years ago we studied more than eighty people with bulimia nervosa who were referred by their doctor to whom we gave the manual. They used it for four to six months and were then re-evaluated. The great majority of them had improved substantially and regarded themselves as no longer in need of help. Some of these people have written accounts of their use of the manual, four of which have been included at the end of this book (Appendix 4). These preliminary findings have recently been confirmed by independent research (see pages 74–7).

Some points to consider before you start

Making change a high priority

Overcoming difficulties with eating is seldom easy and is usually very hard indeed. It is therefore essential, if you are to make a serious effort at recovery, to make this task a very high priority in your life. Restoring your eating habits to normal must be your first priority; and other responsibilities will have to fall in line behind this priority. This may sound like awful advice. You may well feel that it is totally against your principles to act so ‘selfishly’. But it is really the responsible thing to do because it is only by overcoming your eating problems that you can properly take on your wider personal and social commitments. So, if you feel reluctant to give your own problems such a high priority at the expense of the needs of others, you can reassure yourself that it would really be in everyone else’s best interests if you did so.

Why is it worth changing?

While it is true that it is difficult to overcome bulimia nervosa, doing so is immensely worthwhile. To most people this conclusion is so obvious that it is hardly worth stating. But some people might need a certain amount of convincing. There are three main reasons why restoring eating habits to normal is worth the effort involved.

Psychological reasons There are a number of psychological consequences of bulimia nervosa and related disturbances in eating habits which make overcoming these problems worthwhile. Considerable shame and guilt frequently surround binge-eating and vomiting. This leads people to live a secret and lonely existence, sometimes for many years, and makes them feel inferior to others – even, at times, quite worthless. Also, severe depression commonly sets in after a binge, and this can last for some time. Some people undergo wild mood swings, usually in response to their degree of control over their eating, such that they change rapidly from feeling extremely happy to feeling utterly miserable. Often people feel very anxious in situations involving exposure to food, such as eating out, eating in front of others, or preparing food for other people. The constant preoccupation with weight, shape, food and eating often makes concentrating difficult. Indeed, it is common for people to feel that their lives are totally dominated by thoughts about food and eating and concerns about weight and shape. Reinstating ‘normal’ eating habits reverses many of these difficulties and is a major step towards resolving the others.

Social reasons Bulimia nervosa takes a great toll in terms of one’s social life. Personal relationships are badly affected. At worst, binge-eating and vomiting occur many times a day and there is simply no time to lead anything approximating a normal life. The truth is that much of social life involves eating with other people. Many people with bulimia nervosa solve this particular problem by always eating on their own. Also, it is common for people to feel fat and unattractive after a binge and not to want to be seen by anyone. So they avoid company and again choose to remain on their own. Unfortunately, under these circumstances they are much more likely to binge. Family relationships frequently become strained.

In addition, for a number of reasons work can be adversely affected. Food-related situations are particularly problematic. For example, there can be major difficulties in dealing with the cafeteria or coffee breaks. Also, as noted above, thoughts of food and eating and concerns about weight and shape can interfere with the ability to concentrate to such an extent that performance at work can suffer. People find it difficult to keep track of what they are doing; and they find it impossible to focus on a particular task, ending up, for example, reading something over and over again, quite unable to take anything in.

Even if one is apparently coping quite well, the feelings of depression and worthlessness which the binge-eating and vomiting cause can make one feel generally inadequate and unconfident at work and socially. Again, all these difficulties improve considerably when one’s eating habits return to normal.

Medical reasons There are a number of potential medical complications associated with bulimia nervosa and binge-eating. Some of these arise as a result of the binge-eating and others as a result of the methods to which people resort to compensate for overeating (vomiting, taking laxatives and so on). Some of these complications are common, such as abdominal pain, salivary gland swelling and sore throats. Rarely, there can be more serious complications, such as damage to the stomach wall or the oesophagus. Repeated vomiting and frequent laxative-taking can disturb the body’s fluid balance and lead to hypokalemia (low potassium), which can cause irregularities in heartbeat.

All of these potential physical hazards add force to the argument that it is worth making an effort to recover. It is important to emphasize that the majority of these physical complications are reversible. That is, when normal eating habits are re-established, the body readjusts and returns to a healthy state.

The disturbed eating habits of people who binge can complicate the course of pregnancy. If you are pregnant and binge-eating, or dieting, or vomiting, or taking laxatives, diuretics or other pills, you should discuss these matters frankly with your doctor.

These are some of the reasons why it is worthwhile committing yourself to overcoming your eating difficulties. No doubt there are other, perhaps more compelling, personal reasons for doing so. Whatever your particular reasons for wishing to change, it is important to emphasize at the outset that you will not be able to stop binge-eating and resume ‘normal’ eating unless you are very highly motivated to do so. By the same token, if you really want to change and are prepared to make a major commitment to doing so, there is every reason to expect that you will be successful.

Is now the right time to tackle your eating problems?

It is worth considering, before going any further with this manual, whether now is the right time for you to be tackling this problem. If you are about to go on holiday in two weeks, or you are studying for exams, you will not be able to devote yourself properly to the principles outlined below. In such circumstances, it would be best if you postponed beginning the program until the time is right and you can make the necessary commitment. If you make a half-hearted start and then run into difficulties you may well become disheartened and give up on something that might work for you under the right circumstances. On the other hand, unless there is a serious reason for not starting with this program now, like the two examples given above, you should commit yourself to beginning at a definite time in the near future. There will always be sufficient trivial reasons for postponing beginning this program and you should be suspicious of weak excuses.

‘Why can’t I just stop binge-eating?’

Before setting out the program you should follow in tackling your difficulties with eating, it is worth describing the kinds of factors operating to prevent people with bulimia nervosa from just getting better spontaneously. It may seem odd that bulimia nervosa continues when the behavior in which people engage is so contrary to how they want to behave and when it makes them so miserable. The reason for this is that people unwittingly adopt methods of coping which are counter-productive. For example, fasting after a binge may make you feel better temporarily, but it also significantly increases the chances that you will binge again. The three main factors which serve to perpetuate bulimia nervosa are shown in Figure 1.

Dieting
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Figure 1 The three main factors that perpetuate binge-eating.

Most young women at some time go on a diet to lose weight. However, it is a sad fact that, despite the effort and commitment and the money invested in diet literature and diet regimes, these attempts are rarely successful. Moreover, there is good evidence that dieting places people under physiological and psychological pressures to eat and, paradoxically, causes overeating. For the great majority of people with bulimia nervosa, binge-eating began after they had started dieting. And for all of them, it is dieting that keeps the binge-eating going. In order to overcome bulimia nervosa and be confident of being able to eat ‘normally’ you are going to have to give up the idea of dieting. Of course, this is a terrible prospect for someone who has dieted for years and who is terrified that to stop doing so would inevitably lead to her becoming fat. But, for anyone reading this guide in the hope that it might contain information which will help you deal with your eating problems, it is a simple truth that dieting has not worked: you are almost certainly heavier than you want to be and, despite wanting to lose weight, you periodically lose control and binge, which is guaranteed to prevent you from losing weight. It is also the case that for most people their current weight is, in fact, more than the weight they were when they started dieting. Indeed, an interesting question for anyone who is binge-eating and dieting to ask themselves is whether the average number of calories they absorb in a typical week is really less than it would be if they were not binge-eating and dieting but were, instead, eating ordinary regular meals. It is very difficult for anyone whose eating habits have become seriously disorganized and disturbed to answer this question. However, the truth is that, whatever efforts one goes to in order to compensate for overeating, a large number of calories is absorbed from a binge; and, in fact, it is usually the case that people who replace a pattern of dieting and binge-eating with regular meals do not gain weight. Some people actually lose weight. It is very rare that normal eating leads to significant weight gain.

Having read the previous section, you may well be thinking: ‘Well, if I am not allowed to diet, this program is not for me.’ This is an understandable response; but it must be repeated in the strongest terms that dieting has not worked for you and it is a major factor causing you to binge. You may well reply that, while it is true that dieting has failed in the sense that your eating habits are disorganized and out of control, it is, nevertheless, the case that if you were not dieting you would be even worse off since you would be eating far too much and would be gaining weight and in no time would be fat. This is a very strong conviction and a very compelling fear for many people with bulimia nervosa. However, it is a conviction which is almost certainly wrong and a fear which is almost certainly unfounded. It is worth repeating that for most people the replacement of a pattern of dieting and binge-eating with ‘normal’ meals does not have a significant effect on their weight. It will be very difficult for anyone who has these convictions and fears to accept this rebuttal on faith. The only way forward is to try the following experiment: for a four-week trial period commit yourself to sticking to all the principles spelled out in this manual and, after the four weeks, assess whether there has been an improvement in your eating habits and see what has happened to your weight. The answers to these questions will help you decide whether it is worth continuing with the program.

Purging (vomiting and taking laxatives)

Vomiting encourages overeating. It is very common for people to say that when they first discovered vomiting as a method of dealing with overeating they felt elated. Suddenly they could eat what they wanted without it affecting their weight. However, they soon discovered that, far from liberating them, vomiting is a trap: vomiting leads to more eating which in turn leads to more vomiting. And a vicious cycle is established where vomiting comes, in part, to encourage binge-eating. Indeed, many people with bulimia nervosa find that, if they know that the circumstances are such that they are not going to be able to vomit (for example, if they are going on a long car journey with friends), this acts as a temporary brake on their eating. The implication for someone who wants to restore their eating habits to normal is that by stopping vomiting they will be encouraged to exert more control over their eating. It is, of course, not as simple as this and giving up vomiting as a method of escaping the consequences of overeating is far from easy. To some extent the same argument applies to the use of laxatives (see the section below headed ‘Some advice’).

Depression

Depression often causes people with bulimia nervosa to binge. And binges make people depressed. Thus, another vicious cycle is set up. Now, if you are making an effort not to binge, you will be attempting to break out of this cycle. However, many things other than overeating can make you feel depressed and thereby indirectly lead you to binge. The implication here is that it is important for you to examine which aspects of your life are unsatisfactory and cause you to feel depressed, and to attempt to find solutions to these difficulties (see the advice about problem solving in Step 4 below).

Other factors that may perpetuate binge-eating

There are a number of other factors which serve to perpetuate binge-eating. One important factor is a very low body weight. This is not usually a problem in bulimia nervosa because most people with the disorder are within the ‘normal’ weight range. But for some people whose body weight is very low, the body is, in effect, in a state of starvation and this, in itself, seems to cause binge-eating. For people in this situation binge-eating cannot be overcome completely unless they allow their body weight to rise to a healthy level (see below under ‘Some advice’).

There are other factors, too, which can make it more likely that a binge will take place (such as drinking alcohol), and it is important that these are identified and steps taken to eliminate their effect (see Step 3, ‘Learning to intervene’).

Do you require help in addition to that provided in this manual?

The guidelines spelled out below are essentially practical. They arise from an acceptance of the problems with eating at face value: that is, that there are people who are distressed by being unable to control their eating and who need help in restoring their eating habits to normal. The manual is intended to provide these people with the tools they need to recover. The guidelines are not, therefore, intended to help you uncover any deep reasons which might have caused your eating to become disordered in the first place. The reason for this is simply that the process of uncovering hidden causes is not necessary for restoring eating habits to ‘normal’. That is to say, it is perfectly possible for someone with bulimia nervosa to overcome her problems with eating simply by focusing on changing her eating habits and her attitudes towards weight and shape. Given that this is possible, it seems sensible to specify how someone might achieve this end on her own.

Of course, some people may feel that the problems they have, including their eating disorder, arise directly from aspects of their early experience of which they want a deeper understanding, and they may well feel that a course of psychotherapy would be helpful to them in this regard. Similarly, some people may feel that a course of counselling would help them to deal with the day-to-day stresses of their lives. Following the guidelines set out in this manual is not at odds with either of these options. Psychotherapy and counselling do not stand in opposition to your dealing with your eating problems yourself; and you may feel that they would actually help you manage better with the manual. However, it must be emphasized that while they may or may not be helpful to you, it is usually perfectly reasonable to expect that you will be able to restore order to your eating habits without such additional help.

Finally, it is important to consider the recent research on CBT for eating disorders which has indicated that a more complex form of treatment than that outlined in this book may be helpful for certain people. These people are those who have an eating disorder and at least two of the following four factors (present in at least moderate clinical severity):

1  Low self-esteem

2  Interpersonal difficulties

3  Perfectionism and

4  Mood intolerance (i.e. inappropriate ways of dealing with anger, anxiety or depression, such as self-injury, taking alcohol or certain drugs, or bingeing).

The research findings suggest that such people need a form of CBT that focuses not only on their eating disorder, but also on these wider problems. It is not that the eating-focused CBT, of the sort specified in this manual, does not help such people; it is just that it does not help them as much as a CBT approach which also deals with their wider problems. It is important that you give some thought to this issue when you consider how to proceed with this manual. For example, if you feel that you do have a serious problem with low self-esteem or with interpersonal difficulties, there are other books in this series which you should consider consulting (for example, Overcoming Low Self-Esteem by Melanie Fennell and Overcoming Relationship Problems by Michael Crowe). If you feel that you are a perfectionist and that this is creating significant difficulties for you, a manual for overcoming perfectionism is available in this series (Overcoming Perfectionism by Roz Shafran, Tracey Wade and Sarah Egan), and it is likely to be of help to you.

Finally, if mood intolerance is a significant problem for you then finding ways of dealing with this issue is likely to be an important part of your recovery. It is an issue that is touched on in several places in this manual, but it may be an area where you find you need further help. If, having completed the course of self-treatment specified in this manual, you feel this is an area where you do need to make more progress, then do consult your GP and ask to be referred to your local clinical psychology or CBT service.

About the self-help program

This self-help program is not intended to be a comprehensive record of everything one could imagine doing that might be helpful in restoring eating habits to normal. It would be a formidable task to produce such a record because it would need to include so many variations applicable to such a wide range of people. It would also be confusing to find one’s way around and probably would not be very helpful to many people. Instead, the manual provided here consists of the core elements of a self-help program. Much of the specific detail will need to be filled in by you and will depend on your particular circumstances and what sort of person you are. The manual is intended to be what might be termed a basic treatment: that is, it consists of the minimum requirements necessary for restoring eating habits to ‘normal’. This minimal treatment is set out on the assumption that it will be sufficiently helpful to many people with bulimia nervosa to enable them to deal with their eating problems without specialist help. It is, however, important to state again that for some people it may not be sufficient and it is important that they consult their doctor about finding additional help.

The treatment program described below is highly structured. It assumes that you want to overcome your eating difficulties and that you want advice on how to go about doing so. This advice is given. It is, of course, entirely up to you which pieces of advice you choose to accept and which you do not. However, all the components of the program are known to be helpful to patients with bulimia nervosa receiving treatment in specialist clinics, and the more of the advice you choose not to follow the less likely it is that the program will be helpful to you in restoring control to your eating. Conversely, the extent to which this manual is going to be useful to you depends on how strictly you can adhere to its guidelines. In some sense, if this manual is going to help you, it is necessary for you to trust it all more or less as an act of faith. However, given that you have read this far and it is therefore likely that you do not know how to proceed with helping yourself, it is an act of faith probably worth making, at least on a trial basis.

The self-help program spelled out below places considerable demands on you. As you read on you may well feel overwhelmed by how much you are going to have to do to overcome your problems with eating. Do not be too daunted. First, the program builds up slowly, in steps, and you can set the pace. Second, although the program specifies definite steps you must take in order to recover, it is not intended that you should follow these steps for ever. Indeed, the goal of this treatment is that you should be able to reach a position where food is no longer a threat to you, where you can eat normally, with enjoyment, and without anxieties about your weight and shape. To arrive at such a goal, however, it is necessary to proceed via a route that does involve thinking a great deal about food and eating and about your weight and shape. In other words, in order to free yourself of your anxieties, for a period of time it will be necessary for you to pay particular attention to your eating and your concerns about weight and shape. How long it will take to recover varies greatly from individual to individual. Most people with bulimia nervosa who can make use of this manual work through it in about six months. Some manage to do so in a shorter period and some need longer. It would be a mistake to concern yourself at this stage with how long it will take you. However, if you find that you have made a real effort to use the manual and have not been able to make any progress at all in, say, around six weeks, then it would be sensible to stop trying to use it alone and consult your doctor about getting further help. If, on the other hand, you have made even just a little progress, over some months, then as long as you continue to progress it is worth persevering.

The six steps

There are six steps to the self-help program. These are listed in Figure 2 (page 101), and these six steps follow each other in the order given: having established regular monitoring of your eating (Step 1), you move on to setting up a meal plan (Step 2) while continuing with the monitoring; and, having set up a meal plan, you move on to learning to intervene in times of difficulty (Step 3), in the context of your meal plan (while continuing to monitor your eating); and so on. At the end of each step there is a ‘Review Box’. This consists of a set of questions which you should ask yourself, concerning the progress you have made. Only when you are able to answer ‘yes’ to all the questions should you proceed to the next step in the manual.

How to use this manual
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Figure 2 An outline of the self-help program presented in this manual

This manual contains a lot of information. If you read right through it, put it aside, and then attempt to follow all the advice at once, you will not succeed. It is essential that you follow the steps in the order they come and only go on to the next step when you are ready to do so. It is a good idea to read through the entire manual first to get an overall idea of the sort of information it contains. For some people who have serious difficulties in concentrating, the prospect of reading through the entire manual will be too daunting. What they should do is spend just ten minutes skimming through the manual, perhaps just reading the headings and subheadings; this will be sufficient for them to get a rough idea of what the manual contains. Having read through the manual (or skimmed through it), you will be ready to begin Step 1. However, you will not be able to remember in sufficient detail from one reading what is contained in Step 1, so you will have to re-read it. In fact, you will need to refer to the manual again and again and it would therefore be sensible for you to carry it around with you. It might help you to mark the sections that are especially relevant to where you are in the program. In addition, if you attempt to follow some particular piece of advice given in the manual and it does not work out as planned, you should go back to the relevant section, re-read it, and try to determine why things went wrong and what you should do next time to improve your chances of succeeding.

Recruiting a helper

Some people whose eating is not very seriously disturbed will be able to make use of this manual entirely on their own. However, for many people with bulimia nervosa this is an unrealistic expectation. The problem is that, however hard you try to stick to the guidelines set out in the treatment program, there will inevitably be times when things do not go well. At these times it is difficult not to become depressed, to blame yourself and to feel like giving up. Having someone to talk to, at these times, to go over what has happened and what you might be able to do about it, can be invaluable. Such a person could be a close friend or relative. However, it is usually better for such a helper to be someone with whom you do not have a close relationship in your ordinary life; someone who is less intimately involved with you and who can therefore be objective. Your doctor or the healthcare provider (in the UK your GP or the practice nurse) is probably a better person to choose than a friend. It is particularly good if you can see your helper regularly. Ideally this should be every week at first, but it soon can be less frequent than this.

At the end of this manual there is a brief section for helpers (Appendix 3). You should show this to the person you ask to help you.

Keeping going: be prepared for a struggle

It is common for people, having read right through the manual, to feel charged up with enthusiasm to tackle their difficulties with eating. It is also common for people to feel, the first time that something goes wrong, that they have totally failed and will never succeed. It is important to stress that if overcoming your problems with eating were easy, you would have done so long ago. It is going to be a struggle and there will be times when you will not manage to achieve as much as you want to. However, if you are attempting to follow the guidelines set out in this manual, you are making an effort at taking control of your eating; and any success at all is an improvement on which further improvements can be built. Do not imagine that you can follow all the manual’s principles tomorrow and that you will therefore never binge again. Replacing disorganized eating habits with a ‘normal’ pattern of eating is usually a slow and painful process in which there are a great many attempts which do not work out as one might wish. However, if you do try to follow the principles set out here and make rational decisions about how to proceed, you will almost certainly make progress. And if you are making progress, however slowly, it is worth persevering. Many people find that at some point, perhaps some months after starting out, suddenly things become much easier and the prospect of a life of ‘normal’ eating becomes a possibility they can genuinely imagine. So if you are just creeping forward, it is well worth carrying on and waiting for the breakthrough.

Some advice about weight and weight control

Before describing the six steps in the self-help program, it is important that you are armed with certain information which will be of help to you. In particular, it would be useful to reconsider what is an appropriate weight for you; it would be helpful to establish a regular system of weighing yourself; and it is worth considering how effective vomiting and purgative use actually are at getting rid of unwanted calories.

How much should you weigh?

It is very difficult for anyone to pronounce on what is the ‘correct’ weight for you. Some people argue that your weight should not be allowed to fall more than 15 per cent below the average for your age, height and sex. The basis for this argument is that below such a weight the physiological and psychological effects of starvation will make it virtually impossible for you to eat normally. Others argue that the ‘correct’ weight is the weight you were before your problems with eating began. Both of these definitions can be helpful in many cases, but neither is entirely satisfactory. Some people whose relatives are all overweight, and whose natural weight is higher than the average, would experience starvation symptoms well before they weighed 15 per cent less than the average. And for many people with bulimia nervosa who have a long history of disturbed eating habits of one sort or another, it is impossible to identify a point at which their eating was sufficiently ‘normal’ to identify a natural body weight.

The range of body weights is shown in Figure 3. You might find it helpful to consider what would be a healthy weight for a person of your height. It may also be worth your considering where the weight you would ideally like to be is in relation to the norms shown in the figure. Many people with bulimia nervosa want to be at a very low weight, and if they are going to recover from their eating disorder and manage to eat normally they are going to have to give up this desire to weigh so little and replace it with a more realistic target weight range.
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Figure 3 Range of weights
Source: Adapted from Obesity and Related Diseases by John Garrow (1988), by kind permission of Churchill Livingstone.

Natural weight – the weight at which your body would settle if you were eating perfectly normally – varies considerably from one individual to another. This weight is determined by two things: first, genetic factors (i.e. factors which you have inherited from your parents), which have a strong influence on your natural weight; and second, the balance between how much you eat and the energy you expend. Now, it is most unlikely that you will have an accurate idea of what this weight would be if you were eating normally; and it is very likely that, if you were to make a guess, you would substantially overestimate the true figure. The truth is that the only way to discover what your natural weight is, is to reinstate normal eating habits and then see over a period of several months what happens to your weight. It is also important to remember that weight does not ordinarily sit at one fixed point. Rather, it is quite ‘normal’ for body weight to fluctuate within the space of a week by a few pounds in both directions. So if you do have in your mind an acceptable weight this should be a range of acceptability (with a two- or three-pound margin in either direction) rather than one fixed number. You must also remember that weight changes occur naturally over the menstrual cycle. Premenstrual water retention, bloatedness and ‘weight gain’ are very common and a result of normal hormonal changes.

As noted above, it is usual for the weight of people who follow the principles set out in this self-help guide not to change significantly. Some people do lose weight. However, most people never achieve the weight they would ideally like to be. This is because their ideal weight is usually unrealistically low and simply not achievable without starving themselves to a point where they would be at serious medical or psychological risk. It has to be added here that the vast majority of women with no particular eating problem also want to weigh much less than they do; and they also almost always fail to achieve this low weight. However, the important point here for people with bulimia nervosa is that there is often a trade-off to be made between weight and eating habits: thus, you may well find that, having stuck to this self-help program, you will be able to eat normally, but that your weight is, say, a few pounds more than you would like it to be. But, if you diet and lose those few pounds, then you will not be able to maintain control of your eating and binge-eating will return. Ultimately the choice here will be entirely yours. The question is: ‘Is weighing a few pounds more than you are entirely happy with a worthwhile price to pay for normal eating habits and the kind of life that this permits?’ Or, to put it the other way round: ‘Is weighing a few pounds less a worthwhile goal given that the cost is perpetually disturbed eating habits and the effect they have on the rest of your life?’

If you follow this treatment program it is likely that you will eventually be faced with the questions posed above. It is not worth considering your answer in any detail at this point because you do not know the exact nature of the choice; and you won’t know it until you are eating normally and your weight has settled. Some people are very lucky and their weight settles at exactly the point they always wished it to be. Others are less fortunate. For the great majority the outcome is the same as it is for everybody else: their weight is a little above what they would prefer it to be. The sensible thing to do at this stage, when you are just beginning to try to restore some order to your eating habits, is to postpone any decision about your weight and about what weight would be acceptable to you until you have regained control of your eating and seen precisely what effect this has actually had on your weight.

Weighing yourself

There are two common ways in which people with bulimia nervosa deal with weighing themselves. Some get on and off the scales frequently, to check what effect binge-eating, vomiting and so on has had on their weight. Many others avoid weighing themselves altogether because the effect of doing so is too distressing. Many alternate between the two extremes, depending on the degree of control over their eating and whether their weight is high or low. Neither solution is satisfactory. Frequent weighing merely serves to increase the level of concern and preoccupation with weight by highlighting small and insignificant fluctuations; and completely avoiding weighing also increases anxiety about what the weight might really be. Certainly, establishing a meal plan and attempting to follow it, as you will do if you follow the manual, does have direct implications for your weight, and if you are to make rational decisions about your behavior you ought to be aware of exactly what these implications are. The appropriate solution is to weigh yourself once a week. This should be at the same time each week (Friday morning is a good time for many people) and, given that on some occasions this may be an upsetting experience for you (and when you are upset you are likely to feel like eating), it is wise to choose a time of the day when it is going to be difficult for you to eat (such as just before you have to leave the house for work). You should record your weight so you can track its progress. Weighing should be obligatory. You should not weigh yourself at any time other than your set weekly time.

For some people this is going to be a very difficult task. If you have avoided weighing yourself for some time you will find it difficult to begin. Unfortunately there is no easy way to start: you will simply have to steel yourself. But you can be reassured that once you have started it can become a relatively simple routine. On the other hand, if you are weighing yourself frequently, say, many times a day, it will be very difficult to restrict weighing to once a week. In such circumstances you should put yourself on a program to cut down the frequency of weighing. For example, for the first week you should restrict weighing to once a day. For the second week you should weigh every second day. And so on. By the end of four weeks you should be on the once a week weighing schedule.

Checking body shape

It is common for people with bulimia nervosa to make frequent checks on their body shape, just as they might make frequent checks on their weight. So they might use a tape measure to judge the ‘fatness’ of particular parts of their body, such as their thighs or their waist. They might make regular inspections of themselves in the mirror. And they might pinch certain parts of themselves (like their stomach) to gauge how ‘fat’ they are. Checking your body shape in this way is not a good idea and you should try to stop doing it. Making these sorts of checks simply serves to increase your concerns about your shape. You feel happy when the check produces a desirable result and distressed when the results are unsatisfactory. And the problem is that these responses then come to govern your subsequent actions. Thus, it is common for people who have examined themselves in the mirror and decided that they are fat to immediately go and binge. It is important, therefore, that you stop making such checks of your body shape. If necessary, you can phase out these checks gradually, as described above for people who weigh themselves very often. However, the sooner they are stopped the better.

Some people judge their body shape by how tight their clothes feel. This too serves to maintain the preoccupation with shape and size. It is, incidentally, quite an unreliable method because some clothes shrink when they are washed; and the result is that one feels fatter when one is wearing clean clothes! If you habitually judge your shape by the feel of your clothes, then it would be well worth your while taking all your clothes which are tight (jeans and skirts are especially important) and either altering them so that they fit more loosely or getting rid of them. Some people keep in the wardrobe clothes they used to wear some time ago when they were much thinner. Their intention is to start wearing them again when they have successfully reduced their weight. This is a most unhelpful practice. It encourages dieting which, in turn, encourages binge-eating. And the small clothes are a depressing reminder that you are not as thin as you would like to be. It would be best if you got rid of these clothes.

Vomiting

Clearly an important aspect of restoring your eating habits to normal is for you to stop vomiting. For most people this will follow naturally once they have established a pattern of regular eating and have stopped the binges. Some people, however, will need to make a special effort. It is important to remember that vomiting encourages overeating. So, in a sense, the more you vomit the more you will overeat. A basic principle you should try to follow is that you should always try not to eat anything that you know you will feel unable to keep down (see Step 2, ‘Instituting a meal plan’).

A fact that comes as something of a surprise to most people with bulimia nervosa is that vomiting does not really work. Its purpose is to get rid of the food eaten, usually in a binge, so that the calories ingested will not be absorbed. The reason this purpose is not achieved by vomiting is that binges usually involve the consumption of a large number of calories and vomiting does not retrieve all of them. In fact, a significant proportion of the calories consumed in a binge will be absorbed by the stomach and small intestine. What this means is that usually the number of calories absorbed from binges, even after vomiting, is greater than the number that would have been absorbed in a binge-free day during which normal meals and snacks had been eaten.

Laxative misuse

Some people who find it difficult to make themselves sick take laxatives as an alternative method of compensating for binge-eating. Others who do vomit after binges take laxatives as a further ‘guarantee’ that calories are not absorbed. Laxatives are wholly ineffective as a method of losing weight or compensating for overeating. They have a minimal effect on the absorption of calories, and the small influence they do have on body weight is achieved by changing the body’s fluid balance (essentially, through water lost in diarrhoea). This is a temporary effect because one inevitably gets thirsty and drinks, and the restoration of the lost fluids reverses the apparent weight loss. Even if you have felt that some physical cost to taking purgatives would be worth it for the benefit to your weight, given that there is no such benefit there really is no point at all in continuing taking laxatives.

There are many problems associated with the use of laxatives. One is that the body develops tolerance to them, and people find that in order to experience the laxative effect, they have to increase the dose steadily. One consequence of this is that when they try to stop taking the laxatives, or try to cut down the number they take, they become constipated. Another problem is that the body retains water in an attempt to compensate for the laxative effect, leading to puffiness and swelling. If you are taking only small amounts of laxatives occasionally there should be no difficulty in your stopping this immediately. If you take them regularly it may be helpful for you to phase them out gradually. Certainly, if you take a large quantity, a phasing-out process is advisable to avoid the ‘withdrawal’ effects described above. You may also benefit from taking one of the commercially available fibre supplements (in the normal prescribed dose) to counteract any constipation. If you are regularly taking large quantities of laxatives and cannot manage to phase them out, even with the help of a fibre supplement, you should consult your doctor for help.

Some people say that even though they know that laxatives are no help to them in controlling their weight or in compensating for overeating, they serve another purpose which makes them want to continue taking them. One such purpose is to make them ‘feel empty’, which is a comfort, particularly after a binge. Another reason people give for taking laxatives is that their effect is exceedingly unpleasant and they are used as a form of self-punishment. Neither of these ‘purposes’ is helpful and they must be put aside. If you are working at a program for restoring your eating habits to normal you must do only what is good for you and what will help you, and you should reward yourself for doing well, not punish yourself for lapses.

Diuretic misuse

Diuretics, which are pills designed to reduce the body’s water content by encouraging urination, have no real effect on body weight; as with laxative use, any appearance to the contrary is the result solely of temporary effects on fluid balance. They are of no benefit to you at all and you should not take them (unless, of course, they have been prescribed by a doctor for a medical reason).

Excessive exercise

Exercise is much encouraged these days because of its positive benefits to health; and many people with bulimia nervosa say that they definitely feel much better about themselves when they are taking regular exercise. However, it is also the case that many people use excessive exercise as a method of compensating for overeating. This is not healthy and serves to perpetuate concerns about food, eating, weight and shape. If you are using exercise primarily as a means of weight control, you should keep a record of exactly how much time you are spending exercising. This can then be reviewed and you can institute a program of appropriate exercise. You may well find this difficult and it may be necessary for you to reduce the amount you exercise in stages. The aim is for you to exercise because you enjoy it and because it is physically good for you. Any exercise which is taken principally for weight control reasons or to compensate for overeating is not advisable.

‘Diet pills’

Drugs which suppress your appetite (like amphetamines) do have a temporary effect on eating. However, they also have a number of physical and psychological side-effects. They are also addictive. It is most inadvisable to take them to help you to avoid eating. They should never be taken unless under medical supervision. Most importantly, when people stop taking them their eating returns to just the same state as it was in before they took them.


Step 1

Monitoring your eating

Note: Read through all of Step 1 before beginning to try to implement the principles outlined in this section.

The purpose of monitoring

If you are going to begin trying to change your eating habits then it is important that you know exactly what is happening with your eating at the moment. For this reason it is essential that you keep a detailed record every day of when you eat, what you eat, where you eat, whether you felt that what you ate was excessive, whether you felt out of control, whether you vomited or took laxatives, and other circumstances that might be relevant to reorganizing your eating habits. At first keeping such a record might seem both tedious and pointless. It might even seem like a punishment, in that by making you more aware of your eating habits it makes you feel worse. However, for you to begin to change it is necessary that you do become aware of exactly what is happening with your eating; and it will soon become apparent that this record is an invaluable aid in this process.

General guidelines for monitoring

In keeping this record, it will be helpful for you to stick to the following guidelines:

1 Use a standard form (see below for example).

2 Use a separate sheet (or sheets if necessary) for each day.

3 Record everything you eat (not just things you feel happy about having eaten), and do not abandon monitoring when your eating goes wrong.

4 Write down what you have eaten immediately after having done so, rather than trying to remember everything at the end of the day.

Specific guidelines for monitoring

An example of one person’s monitoring sheet for one day is shown in Figure 4.

1 The first column is for recording the time when food is eaten. Try to be reasonably accurate about this because, as will emerge later, it is important.
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Figure 4 Example of a monitoring sheet

2 The second column is for recording all the food (and liquid) that you consume during the day. As already noted, it is important to write this down soon after the episode of eating. To do this it is obviously necessary that you carry the monitoring sheet or notebook with you at all times. When writing down the food you should be reasonably precise about what you have eaten. So if you eat two chocolate bars, rather than just writing down ‘chocolate’, you should record it as, say, ‘two Mars bars’. However, you should not be so precise as to weigh food and record the weights (like ‘100 grams All Bran’, when ‘a small bowl of All Bran’ would do); and you should not record the calorie content. A simple description of what you ate is perfectly adequate. Since the aim of your following this self-help program is to restore healthy eating habits, it is important that you indicate on your monitoring sheets when you ate a normal meal. It may be difficult for you to decide on what is and what is not a ‘normal meal’. What is meant is an episode of eating where food is eaten in a controlled and organized manner. The amount eaten should not influence your decision here. As long as you intended to eat certain food, and did so in a normal fashion without feeling out of control, then this can be regarded as a meal. These episodes should be distinguished from all other eating by marking them with a bracket (see Figure 5, page 132).

3 The third column is for recording where the episode of eating took place. Again, you should be fairly precise about this: it is better to say ‘the kitchen’ than just ‘home’.

4 The fourth column, headed B, is for recording whether or not you felt the food eaten was excessive. This should be done by placing an asterisk in this column next to any item of food which you felt at the time was excessive and which you wish you had not eaten. You may regard food as excessive for one of two reasons: first, because of the quantity eaten (e.g. three potatoes when you felt you should have had only one); second, because of the type of food eaten (e.g. a chocolate bar, when you feel you ought never to eat chocolate). It is important that all food eaten in a binge is recorded on the monitoring sheet and, in such cases, each item will be asterisked.

5 The fifth column (headed C for compensation) is for recording episodes of vomiting and taking laxatives or diuretics. If you exercise as a method of compensating for having overeaten then this too should be recorded here.

6 The sixth and final column is for recording how you feel at the time you eat anything, particularly after episodes of overeating but also when you have a planned meal or snack (see Step 2, ‘Instituting a meal plan’). This could include everyday events of life, such as having a minor argument with a friend or parent. It could be an event concerned specifically with eating, such as having been obliged by social pressure to eat something with which you were not happy. The circumstance could also be directly related to feelings of unhappiness, anger, anxiety, boredom or frustration. These might be related to your eating problem, to your concerns about your weight or shape, or they may be related to other aspects of your life. If you have overeaten, it is important that you try to specify for yourself what the circumstances were in which this episode occurred and what you were feeling and thinking at the time. This process is crucial to your coming to understand what sorts of things lead you to binge. A detailed knowledge of these factors is a major step towards intervening and overcoming your eating problems (see below under Step 3, ‘Learning to intervene’). This column should also be used for recording occasions when you weigh yourself (and how much you weigh). If you check your shape, you should record this here as well so you can get a good idea of how often this happens and what effect it has on you.

The example monitoring sheet shown in Figure 4 (page 119) is a real account of one person’s eating during one day. You will see that her day began badly because she weighed herself and discovered that her weight had increased by three pounds over the previous weekend. In the light of this discovery she resolved not to eat at all that day. She managed not to eat until 1.30 p.m., when she had an apple. She regretted this (indicated by the asterisk), because she feared that to eat anything at all raised the chances of her losing control later. In fact she managed to avoid eating until 5.15 p.m. At this point, having felt terribly hungry all afternoon, her resolve weakened and she had a bar of chocolate. She deeply regretted this; then she completely lost control and had a full-blown binge (all items marked with an asterisk), after which she immediately made herself sick (indicated on the monitoring sheet with the letter V). She was determined not to eat anything further that day, but she was not successful. At nine o’clock she succumbed to the powerful urge to eat and had another binge which was followed again by vomiting (twice). She also took ten laxative tablets (indicated on the monitoring sheet with the letter L). She was terribly upset by the loss of control and was very much afraid that her weight had consequently increased even more.

Two blank monitoring sheets are provided overleaf. Use these to record all the food you eat over the next day or two. In this way you can refer directly to the principles you are supposed to be following, outlined in the preceding pages. Having used these two pages, you should make your own monitoring sheets in a separate booklet, which you should then keep as a record of your progress.

Reviewing your monitoring sheets

Once you have been monitoring your eating for a week, you should review the week as a whole and begin to try to identify any patterns in your eating. This reviewing process will continue throughout the self-help program and will provide valuable information which you will use in deciding which techniques and methods will be helpful to you in regaining control of your eating. The kinds of questions you should ask yourself at this stage include:


• Are there particular times when binges seem more likely to occur?

• Are there particular situations which tend to trigger binges?

• Are there times when eating is relatively easy to control?

• What types of food have you been eating during binges?

• Are these foods different from the types you eat at other times?

• Are there long periods of time when you eat nothing at all?

• Are these periods often followed by binges?

• Are days of strict dieting often followed by days when you binge?
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These questions, continually reviewed, will provide you with a clearer understanding of the nature of your eating problem, which is crucial to your further attempts to stop binge-eating and restore your eating habits to normal. It is particularly important at this stage to begin to identify times and situations when you are especially vulnerable to binge-eating. Advice on how to deal with these situations is presented in Steps 2 and 3.

You should make a fixed appointment with yourself each week to review your monitoring sheets, record what you can learn from them, and make definite goals for the next week. If you are seeing a helper or advocate, it is useful to take along the results of these review sessions.

REVIEW BOX 1


Before proceeding to Step 2, ask yourself the following questions:

Am I writing down everything I eat on my monitoring sheets?

Does this include everything I eat in binges?

Am I doing this soon after having eaten?

Am I keeping these records systematically (that is, using a standard system of recording on standard forms)?

Am I reviewing my monitoring sheets regularly to try to identify patterns in my eating habits?

If you can answer yes to all these questions, you should proceed to Step 2. If you cannot answer yes to these questions, you should re-read Step 1 and try again to follow all the guidelines it contains for another week or so.




Step 2

Instituting a meal plan

Note: Read through all of Step 2 before beginning to try to implement the principles outlined in this section.

The next stage of the program involves learning to eat regularly and in a controlled fashion. More specifically, it means that from now on you must eat three meals and two or three snacks a day. Many people, having read this, will be feeling that the prescription of a meal plan is a recipe for disaster. They will be saying to themselves: ‘If I abandon my efforts to diet and start eating meals and snacks I will gain weight and inevitably get fat.’ Well, of course, this would be perfectly correct if you ate meals and snacks and continued, in addition, to binge. But the meal plan is intended to displace the binges and, as a consequence, you will almost certainly be eating less overall than you were before. It is definitely not the case that by eating regular meals you will become fat.

Setting up a meal plan

The idea is to decide in advance exactly when you should eat and, by implication, when you should not eat. You will also have to decide what sorts of food you should eat and in what quantity. It is important at this stage that you eat according to a predetermined plan, and not according to when you feel hungry. At this early stage, you cannot trust your sensations of hunger or fullness and they should be ignored.

Deciding on certain times for eating

It is necessary for you to decide on a meal plan that will lay down when you should eat. The idea here is to decide in advance on the times when you will eat. This has a number of benefits. In particular, it permits or legitimizes eating at certain times; and it makes it explicit that at other times you are not supposed to be eating. Once you have decided on an eating pattern it is very important that you make every effort to stick to it. What this means is that at the times you have specified for eating, you must eat, even if you do not feel hungry and feel that you could manage to go a few more hours without eating. And during the periods between the times specified for eating, you must try your hardest to refrain from eating anything at all. The point of all this is to replace the pattern of alternating between not eating at all and overeating with a pattern of regular eating. For this to be successful it is necessary that there should rarely be more than a three- or four-hour gap between episodes of eating. This means that the meal plan must consist of three meals a day and two or three snacks. It is important to reiterate that once you have decided on a plan, the specified meals and snacks are not optional but obligatory; that is, you must eat when you have planned to do so, and you must try not to eat when you have not planned to do so. Clearly, the exact times of these meals and snacks must be tailored to your own particular circumstances; and it is probably wise to have a special plan for weekends, holidays and other times when your usual daily routine does not apply.

A sample meal plan

The following is an example of what would constitute a sensible meal plan:
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You may well be alarmed by this example because it includes so many times for eating. However, it is important that your meal plan does not differ greatly from this example. The reason for this is that such a plan is effective at displacing binge-eating because the time between episodes of planned eating is quite short. So if ever you feel like eating when you are not supposed to do so, you can reassure yourself with the knowledge that it is not long until you will have a meal or snack. It must be stressed that each of the meals and snacks specified above would represent times when you must eat. As far as your monitoring is concerned, each time one of these episodes came up and you ate something in a controlled and organized fashion, you would indicate this on the sheet with a bracket. It is important that you stick closely to the times specified on your meal plan and do not eat before a meal or snack is scheduled; and, similarly, it is important that you do not postpone or skip a meal or snack. A typical monitoring sheet of someone who has established a meal plan (and is doing rather well) is shown in Figure 5 page 132).
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Figure 5 Example of a meal plan and monitoring sheet

If you have children you will need to decide whether to eat with them or to eat separately. For some people the children’s mealtime routine can provide a useful structure on which to map their own meal plans. For others, children’s meals represent a major problem as a time when there is a lot of food around which they find difficult not to eat. Leftovers can be a particular problem. You must decide in advance which system is going to be most helpful to you in sticking to your meal plan.

In the box provided (page 134), write down your meal plan: that is, the times when you should eat planned meals and snacks. The constraints of your life may make it necessary for you to have more than one plan. You may, as mentioned, need a special plan for weekends. Or there may be particular days when your work or other demands mean that you are traveling or are otherwise occupied at certain times. You need to specify plans which will cover all these known possibilities. Remember that there should never be more than three or four hours between planned meals and snacks.
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Deciding what food to include in your meal plan

It is not terribly important at this stage what you eat in your meals and snacks, as long as it is food with which you are happy: that is, food you can eat without it leading to a binge and food you can eat without having to vomit or take laxatives. This almost certainly means that it will be low-calorie food and, probably, diet food. This is not necessarily a problem, provided you are getting enough to eat. Most people with bulimia nervosa who begin a meal plan do, in fact, restrict their eating to low-calorie food and eat rather little. This can become a problem, particularly if you are rather thin, because you will be starving and unable to stick to your meal plan as a consequence. Thus, if, for example, for every meal or snack you ate a single apple, you would simply not be getting enough to eat and at some point in the day your control would break down and you would binge. It is, therefore, important, as already noted, that you get enough to eat.

What constitutes ‘enough’ is likely to be a problem for many people. There are three ways of dealing with this difficulty. The first is a simple matter of seeing what is happening to your eating: if you are trying to stick to a program of three meals and three snacks a day, and you find that an hour or so after your lunchtime meal you feel like a binge, then it might be the case that you are physiologically deprived and your lunches are too small. In such circumstances, if you increased the amount you ate for lunch, you would probably not feel hungry before the next scheduled snack and would be less likely to lose control and binge. A second strategy is to use someone else as a reference point. That is, choose a friend or relative who you feel is a ‘normal’ eater, and examine the quantities she eats in a meal. This might help you get an idea of how you should change how much you include in your meals. The third strategy is to buy some (non-diet) prepared meals for one from a supermarket as a guideline to how much food a meal should contain. As part of this process of deciding how much to eat you might even discuss the problem with a trusted friend or relative (see the section on ‘Talking to someone’ in Step 3). Or you could discuss it with your helper/advocate.

It is common for people at this stage to have considerable difficulty knowing what foods to include in their meal plan. The important point here is to try to eat only what you are happy with. You should avoid eating anything which you know will be likely to trigger a binge. This may well mean that you are the only person not having a second helping or not having a dessert. This can be embarrassing, but at least you will have the satisfaction of knowing that you have stuck to your meal plan and not gone on to binge.

Planning the content of meals and snacks in advance

Deciding what to eat can be a problem, particularly when you are feeling hungry. It is advisable, therefore, to plan in advance what you are going to eat. Some people find that this is best done immediately before a meal or snack; others find it helpful to sketch out a plan before going to bed at night. A good method is to use the back or top of your monitoring sheet for planning the next day’s eating (Figure 5, page 132). You will then be able to check how you are doing as you fill in the sheet throughout the day. If it is difficult for you to specify exactly what you will have for each meal or snack, put down a few limited alternatives with which you will be happy. You will have to discover whether planning immediately before a meal or a day in advance is best for you.

Ending a meal

It is useful to remove all decisions about your eating from the actual time when you are eating. Planning meals and snacks ahead of time, as advised above, is one way of doing this. Another is to decide before you begin a meal exactly how much you are going to have. This can be helpful because otherwise it is easy to find that you have eaten more than you are happy with and then feel that you might as well go on and binge. A useful strategy here is to set out your meal or snack before you and decide that one item (say, a piece of fruit) will be the ‘full stop’ to the meal. When you have eaten the ‘full stop’, the meal is over.

Sticking to the plan no matter what

It is essential that you stick to the decisions that you have made in advance. If, having eaten your ‘full stop’, you think that you still feel hungry, you must try to ignore this feeling and abide by your decision not to eat any more. The reason for this is that your feelings of hunger or fullness cannot be relied upon; and if you do modify your eating plan in the light of these feelings your eating will soon become disorganized again. Perhaps the plan you devised in advance was wrong in certain respects and ought to be changed. However, it is generally unwise to make changes as the day proceeds. Rather, you can make a new plan for the following day having learned from the mistakes of today. Indeed, it is useful to examine your monitoring sheet at the end of each day to see what you can learn from it about the particular meal plan you devised and any difficulties in sticking to it that you may have encountered. This can help you improve the plan for the next day.

Introducing a meal plan in stages

In rare cases, for some people who are fasting for long periods or who binge repeatedly throughout the day, the idea of instituting a meal plan for the entire day is too daunting a prospect. In these circumstances it is best to divide the day up into three or four chunks and begin by instituting an eating plan just for the easiest chunk (usually the morning). Once order is restored to this first segment and you are able to stick to a plan, you can then concentrate on the next least difficult part of the day, and so on.

Dealing with problems

Once you decide on an appropriate meal plan, do not assume that you will immediately be able to stick to it. You are almost certain to run into difficulties. The aim of the exercise at this stage is for you gradually to reduce the times of difficulty so that binge-eating becomes less and less frequent and normal meals and snacks become more and more the norm. And by examining your monitoring sheet at the end of the day you can learn from your mistakes and make changes to your future plans. Whatever has happened on a particular day, it is essential that you begin the following day afresh, committed to your meal plan for that day.

When things go wrong

If you run into difficulties during the day you will probably feel tempted to abandon all efforts to adhere to your plan for the rest of that day. For example, you may be offered a piece of cake, eat it (when you should not have done so because it was not planned) and then go on to binge; and then immediately resolve not to eat at all for the rest of the day to compensate for having overeaten. This is a grave mistake and will almost certainly lead to further overeating. The important thing to do when something goes wrong is to get yourself back on your plan as soon as possible. So, assuming, in the example above, that the cake that led to a binge was offered at four o’clock, the right way to proceed is to resolve to eat the meal planned for supper. This may seem silly when you have just overeaten, but getting back on to the plan is your only real protection against further episodes of loss of control. Of course this is going to be extremely difficult and when you have overeaten the temptation to diet or to fast is likely to be very strong. This temptation must be fought and overcome. To give in and cut back on your eating is to undermine the value of the meal plan. The most you should allow yourself to do is to sit down in advance of the meal with your meal plan and replace certain filling items (like a sandwich or baked potato) with lighter, less filling food (like fruit or yogurt). Even this process of making substitutions in your meal plan can be dangerous, because the urge not to eat at all could be very strong and you may be tempted to replace the entire meal with, say, a few grapes. This will not work. The important thing here is to have the meal and for that meal to be a genuine one.

It is often very difficult to follow this advice, especially after a full-blown binge. At such times you are likely to feel disgusted and ashamed of yourself, and to feel particularly acutely the loneliness of trying to sort your problems out on your own. Although it is, of course, terribly difficult to do so, it is important that you find a way of picking yourself up and carrying on. It might be helpful at such times to ask yourself: ‘Have I made any progress at all? Because if I have, then, however bad I feel at this moment, it is this progress which is really important.’

It is inevitable that there will be slip-ups in the course of your making progress towards recovery. And they will make you very unhappy; at times, they might make you feel hopeless about ever really changing. But, if you do not allow such slip-ups to overwhelm you, it is possible to learn from them and to move forward. It is particularly useful to discuss these slip-ups with a helper, and to talk about your reaction to them, and how you can learn from them.

Dealing with disruptions

There will be occasions when, through no fault of your own, your plans for the day are disrupted. For example, just before you sit down to have lunch, a friend arrives and insists that you accompany her to a restaurant. The way to cope with this is to accept that, from time to time, your plan will have to be revised in the light of unexpected events. Try not to panic when this happens, but instead take a moment to yourself to make changes to your plan for the rest of the day on the basis of the new developments. In general, you should try to change as little as possible, so that the revised plan remains close to your original plan.

Dealing with special occasions

Special occasions will arise when you will not be able to stick to your usual plan. You may be obliged to go to a wedding reception, or you may be taken out to dinner by friends or parents, and so on. It is not always possible to avoid such circumstances and, although it is best to be fairly strict about adhering to your meal plan, especially in the early weeks, such occasions can present you with a useful exercise. In such circumstances, although your normal plan will not be appropriate, it is essential that you do have some plan for that particular day, and that the plan is as close to your usual meal plan as possible.

It is a bad idea to attempt to deal with a special evening occasion by fasting throughout the day. It might seem like the safest strategy, given that you know you will be eating a large meal in the evening. But it would be far better to make a minor adjustment to your routine by, say, planning to eat as usual until the special evening meal, planning to have only a starter and a main course at that meal (choosing light food with which you will feel comfortable), and, given that the meal is likely to go on for a rather long time, planning to skip the late evening snack. It is essential that you do not attempt to eat less the following day because of the previous evening’s meal: you should immediately return to your normal meal plan. If you try to compensate by eating less it is very likely that at some point in the day you will binge. It is worth remembering that no one meal can have a significant effect on your weight.

Dealing with vomiting

The purpose of establishing a meal plan is to displace binge-eating with ‘normal’ eating. For most people, as this becomes increasingly successful, the number of times they feel it necessary to make themselves sick will correspondingly decrease. If you don’t binge you won’t feel the need to vomit. For this reason, it is often not necessary to direct any special attention at trying to stop vomiting.

There are two exceptions to this. Some people find that, on occasion, even when they have stuck to their meal plan and eaten exactly what they planned to eat, they feel full, perhaps even bloated, and they become anxious that if they don’t vomit they will become fat. If this happens you must try to resist the urge to vomit. Remember that vomiting encourages overeating and will therefore work against your efforts to stop binge-eating. If you experience such feelings and fears, it is important to try to distract yourself until the urge to vomit has passed. The first time you do this it may take some time for the urge to vomit to pass; but, if you do resist this urge, the next time it arises it will pass more quickly and after a while the urge will disappear altogether. You must experiment with what sorts of distractions work best for you. Most people find that activities like reading or listening to music are not helpful. In fact, apart from going for a walk, which some people do find helpful, solitary activities are probably best avoided if possible. Being with people can have a calming effect and also makes it difficult to escape to vomit.

The second exception concerns those people who get into the habit of vomiting not only after a binge, but after eating anything at all. If this is what you do it is essential that, in addition to establishing a meal plan, you work towards eliminating vomiting altogether. Some people can manage this by simply saying to themselves: ‘I shall only include in my planned meals and snacks the sort of food I am prepared not to vomit, in the sort of quantities I am prepared to hold down.’ Other people find achieving this end more difficult and if you are one of them it is best to proceed more gradually. Divide the day up into six chunks (early morning, late morning, early afternoon, late afternoon, early evening, late evening). Ask yourself during which of these would it be easiest (or least difficult) to eat the planned meal or snack without vomiting. Once you have made this decision, you should eat without vomiting during this time. Use the same sort of distractions as those described above for coping when you have eaten. Once you can eat regularly without vomiting during this chunk of time you should decide which is the next easiest time and eat the planned meal or snack without vomiting during this time (as well as during the time you have already eliminated vomiting). In this way vomiting should be gradually eliminated altogether.

Preoccupation with food

A common complaint of people who are putting a lot of effort into planning ahead and trying to stick to a meal plan is that they find that they are having to think about food and eating even more than they did when their eating was completely out of control. In a sense, they complain, the treatment is making them feel worse! This can be distressing but it should not be a cause for real concern because it is a phase which passes in a matter of a few weeks. It is simply the case that, if your eating habits have become very disorganized, to restore them to normal it is necessary, for a period of time, for eating to occupy a particularly important place in your life.

Preoccupation with weight and shape

Many people who begin eating according to a meal plan of the sort described above also find that they become increasingly concerned about their weight and their shape. They are convinced that they are gaining weight and they feel fat. This is an understandable reaction in someone who has previously been attempting to eat very little. However, if you find that you react in this way, it is important to remember that it is a psychological reaction to the change in your eating habits rather than a genuine signal of what is happening to your weight and shape. You will be checking your weight weekly, so you will be able to confirm that replacing binges with regular meals and snacks is not in fact causing you to gain weight or become fat. These concerns and preoccupations will gradually diminish as you become more confident of your control overeating.

What is a ‘good day’?

It is important to be clear about what constitutes a ‘good day’. Until now you may well have seen as a ‘good day’ one in which you have been able to avoid eating altogether or, perhaps, managed not to overeat. However, once you establish a meal plan, a ‘good day’ is one in which you have been able to stick to your plan. You may have a constant struggle throughout an entire day fighting urges to binge when you were not supposed to be eating, forcing yourself to eat planned meals when you desperately wanted to fast, and resisting the urge to vomit; and, at the end of such a day you may feel exhausted and demoralized. However, if, despite the great struggle, you were able to stick to your meal plan, eat what you were supposed to eat at the scheduled times, and avoid eating in between scheduled times, then that day was a ‘good day’ – a personal triumph, in fact! And the more such ‘good days’ you have, the easier sticking to the meal plan will become.

It is important to add here that if you have one or two slip-ups during a particular day, this does not mean that the day has been ‘ruined’, and it is important for you not to see it in this way. If you regard an unscheduled bar of chocolate, for example, as a total disaster, there is a risk that you might be tempted to abandon your attempts at control altogether, feeling that the day has already become a ‘bad day’, so you might as well binge and start afresh the next day. This is a very common trap and one which you must avoid. If you find that you tend to think in terms of ‘good days’ and ‘bad days’, you might find it helpful to think of each day as being divided into smaller sections or units. Thus, the period between breakfast and the morning snack could be regarded as one unit, that between the morning snack and lunch as a second unit, and so on. Each unit during which you manage to keep control can then be viewed as a separate achievement. It will be apparent that a slip-up in the early afternoon has only ‘spoiled’ one of the six or so sections of the day; and if you can then return immediately to your plan for the rest of the day, as advised, you will still have had five ‘good’ sections out of six, which is certainly not a ‘bad day’.

REVIEW BOX 2


Before proceeding to Step 3, ask yourself the following questions:

Have I decided on a meal plan; that is, on definite times when I should eat meals and snacks?

Have I been planning ahead what to eat at these times?

Have I been making sensible modifications to my meal plan to deal with special situations (e.g., holidays, weekends)?

Have I tried to stick to my meal plan every day (without necessarily ever completely succeeding)?

Have I been trying to get back to my meal plan when things have gone wrong?

Have I attempted not to vomit after eating my planned meals and snacks?

If you can answer yes to all these questions, you should proceed with Step 3. If you cannot answer yes to these questions, you should re-read Step 2 and try again to follow all the guidelines it contains.




Step 3

Learning to intervene to prevent binge-eating

Note: Read through all of Step 3 before beginning to try to implement the principles outlined in this section.

If you are trying to stick to a meal plan you have already gone some way towards replacing binge-eating with ‘normal’ eating habits. However, it is likely that it will, at times, be very difficult for you to stick to this plan; and it is also likely that, at times, you will have a powerful urge to binge. It is essential that you develop strategies for dealing with these difficulties. This section contains a number of suggestions designed to help you both in your efforts to stick to your meal plan and in your attempts to resist the urge to binge.

Talking to someone

Establishing a meal plan and attempting to stick to it can be a formidably difficult task. It is asking a very great deal of yourself to expect to be able to manage this entirely on your own, even with the assistance of a detached helper/advocate whom you consult for advice and support. It can be enormously helpful, additionally to enlist the assistance of a close friend or relative. This is not because they can then take control and make all the decisions. No one can take over this task and do it for you. But they can help by providing you with very particular kinds of practical assistance. For example, it can be a great help to arrange to have some of your evening meals with someone else and to spend time with them afterwards. Also, if you know that it is going to be difficult for you to resist eating at a particular time (when you are not supposed to eat), it can be helpful to arrange to spend time with someone else. Similarly, if you can drop in on someone or telephone them when you are feeling particularly like binge-eating, this can see you through a difficult time.

Now, of course, much of this can be achieved without confiding the real reason why you are seeking companionship. However, the secrecy and deceit that is so often such a major part of the lives of people who binge is a great burden which itself causes much misery. It can be a considerable relief to tell someone of your troubles and not to have to keep up the constant deception. Also, someone who knows of your particular difficulties can be much more help to you than someone who does not. You may well feel extremely apprehensive about telling anyone about your problems with eating for fear that they would not understand and would think poorly of you. If you choose someone you respect and trust this really is most unlikely. It is a sad fact that almost all women within our culture are concerned about their weight and shape, and a great many have problems of some kind with eating. It is not at all difficult for them to see how such problems can become more serious. Almost invariably the people in whom one confides are anxious to be as helpful as they can be. If this is hard for you to accept, think of a good friend and ask yourself how you would react if she came to you in distress and confided some personal difficulty (say, that she was secretly drinking excessively or was shop-lifting), and think how you would react. Surely it is reasonable for you to expect as much acceptance and sympathy as you would be prepared to give.

It is important to stress that the assistance such a friend or relative can provide you with is quite different from the help you could get from an outsider whom you consult as an independent advocate or helper.

Planning ahead

However resolved you are and however much forethought you put into it, it is not easy to stick to a meal plan. Many things can happen during a day to disrupt your plan and sometimes you will feel unable to stick to your good intentions. It is very common for people who binge to think that once something goes wrong with their eating there is nothing they can do to intervene – a binge is inevitable. In fact there is a great deal that you can do to intervene and such intervention is possible at all stages in the process. So, spending time planning ahead, spotting potential hazards and taking some form of evasive action, and recognizing the urge to binge early in the process and having a plan for what to do about it, are all forms of intervention which are effective at preventing binge-eating. While it may be hard to believe at this stage, it is even possible to stop a binge once you have started.

There are a number of simple measures you should take to make the task of sticking to a meal plan easier for you. A complete list would be endless, but the following are some of the main tactics people find useful:

1 Restrict eating to one or two specified areas within the house, such as the kitchen and the dining room. The areas where you usually binge (typically some private space, such as the bedroom) should be designated as places where food is never allowed. If you usually binge in the kitchen, it would be best if you found somewhere else to eat and never ate anything at all in the kitchen. If you find it impossible not to ‘pick’ at food while you cook, keep some chewing gum handy in the kitchen, and when you feel like picking chew gum instead. If you only have one room available to you, then designate a particular area for eating meals and snacks (such as a particular chair or place at table) and eat there and nowhere else.

2 When you do eat, eat slowly. Do not do anything else while you are eating like reading or watching television.

3 Before eating a meal, plan exactly what you will do when the meal is finished.

4 Restrict your supplies of food. Buy food in small quantities and do not keep large supplies of food readily available.

5 When shopping for food have a list of what you are going to buy. Do not shop for food when you feel hungry or think that you are likely to binge. If shopping is a particularly difficult time for you, arrange to shop with someone else. When you are planning to shop for particular items do not carry with you more money than necessary or credit cards.

6 Do not leave leftover food lying around. In fact, it is far better to throw leftovers away than for them to represent a threat to your control over your eating. This may feel wasteful and wrong; but it is better to be wasteful as a temporary way of helping yourself recover than not to be wasteful and thereby to make it impossible for you to stop binge-eating.

7 Do not allow anyone to bully you into eating anything you do not want. It is very common for people to try and press food upon you (e.g. ‘Do have another helping of dessert’ or ‘Go on: have a slice of delicious chocolate cake. I made it specially for you’). It is, at times, difficult to refuse such offers without being rude. However, it is possible to be firm and polite in sticking to what you want to do (e.g. ‘No thank you. It was delicious but I couldn’t manage any more’ or ‘No thank you. I won’t have anything because I have just eaten’ or ‘I shall be eating later and I don’t want to spoil my appetite’). If you are particularly plagued by the tyranny of others trying to force you to eat, you might find it helpful to rehearse two or three such phrases which you can then produce when required.

8 Finally, as pointed out earlier, in attempting to follow a plan for the day, it is important to take each moment separately. It is very common for people to say: ‘Well, I got that one wrong, so I might as well abandon any attempt to eat normally for the rest of the day.’ Indeed, it is essential if something goes wrong that you go back to your plan and see what it is that you are supposed to do next. If you can get back on to your plan immediately and stick to it for the rest of the day then you know that you have made real progress.

Most of the measures you must take to prevent yourself running into difficulties, or to extricate yourself from situations which have become problematic, you will have to work out for yourself by examining your monitoring sheets and seeing what situations are particularly difficult for you, and what tactics you find most helpful. Similarly, by paying careful attention to the circumstances in which you do lose control and binge, you can see what sorts of situations are particularly problematic for you and require special attention. It is important for you to be one step ahead of trouble. Planning the next day’s meals and snacks ahead of time is part of this process. But you can be even more focused in planning ahead and try to spot particular episodes or circumstances which are likely to lead to your overeating. You can do this by examining your monitoring sheets. It is likely that, after a week or two of monitoring, certain patterns will become obvious to you. You may find that you invariably binge after particular events, such as going shopping or being on your own with no particular plans or appointments. This knowledge allows you to anticipate when you are likely to run into difficulty and to adapt arrangements to make things easier for you. So, for example, if you find that you invariably binge when you are unpacking the shopping, you could arrange for a friend to be around at this time.

Be sensible with alcohol

It is very common for people to find that their eating is particularly difficult to control after they have been drinking because alcohol tends to undermine the resolve required to maintain control. If this is true for you it will be very apparent from your monitoring sheets. The solution is a simple one: either drink in moderation or, if this is difficult for you, do not drink at all. You should be very strict about this while your prime goal is attempting to restore order to your eating habits. Once you are no longer binge-eating and are confident of your control, you can review this matter and decide when it would be safe to drink and how much you can drink without alcohol becoming a problem for you. It must be stressed that if you drink excessively you will not be able to make full use of this program and it is unlikely that you will be able to overcome your problems with eating.

Intervening in the moment

It is important to have plans prepared for what you will do if things go wrong. For example, you may well have an urge to eat just after you have finished one of your planned meals or snacks. It is very useful to have a list of things you could do instead of eating (like going for a walk, having a bath, telephoning a friend, etc.); and when you feel an urge to eat you would then start working your way through the list until the urge passed. It is common for people to say: ‘If I have a strong urge to binge, however long I postpone it, in the end I will succumb.’ They feel that it is almost as if the binge has a will of its own and that in the end, if it is lurking, it will get them. In fact, if you do intervene and prevent a binge, the urge to eat does pass; and, of course, it is soon time for a planned meal or snack when eating is quite legitimate. Intervening in this way is not easy. At first it might even seem impossible. But you can be reassured that each time you do intervene successfully you make intervening in the future that much easier. And the more often you intervene successfully the less often the urge to binge will arise.

You must give careful attention to the preparation of your list of things to do in order to overcome the urge to binge and delay eating until the next meal or snack. This list can include any activity which you feel might help in this regard, but the following guidelines may be useful:


• The activity should be easy to do at times when you might feel an urge to eat.

• Activities which involve using your hands are helpful, e.g. knitting, sewing, handiwork, gardening, playing a musical instrument, etc. More passive activities, such as watching television, or activities which require mental concentration, such as reading a book, are unlikely to be effective in blocking out thoughts of food.

• Activities which remove you from your habitual eating places, like the kitchen, are often useful in emergencies. These could include outdoor activities such as going for a walk or a bicycle ride.

• At some level you may regard eating as a treat or indulgence, so it is a good idea to include in your list activities which you regard as self-indulgent, such as going to the movies in the afternoon, buying yourself a new item of clothing or a bunch of flowers, or telephoning a friend you seldom see. Often something as simple as a long hot bath using scented bath oil can make you feel better about yourself.

• Do not include on your list activities which you actually dislike. It is very important that your distracting activities are not tasks or duties which you will not actually want to do. So, it is generally not advisable to include things like scrubbing the kitchen floor or going for a long run (unless you actually enjoy doing these things!). A sense of virtuous achievement is not what you are aiming for here; rather, you are looking for a way to see yourself through a difficult period until it is a scheduled time for you to eat again.



The list you do make can obviously be added to or subtracted from as you try out the effectiveness of your activities in various situations. It is a good idea to carry the list with you, so that when you feel an urge to eat you can immediately consult it and decide which of the activities you might use in that particular circumstance to tide you over until the next meal or snack time. The two pages that follow are provided for you to write in your list. Use the first page to write in a provisional list; you should amend this as you gain experience of what does and does not work for you. Once you are confident of what the most effective activities are, write them down on the second page as your updated list. You can always update the list again if you discover anything particularly effective later.
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REVIEW BOX 3


Before proceeding to Step 4, ask yourself the following questions:

Have I been avoiding, wherever possible, those situations which I have identified as ones in which I am likely to binge?

Have I regularly been planning ahead in an effort to be ‘one step ahead of trouble’?

When things have gone wrong and I have been on the verge of a binge, have I been attempting to intervene?

Have I been systematically working through a list of activities in an effort to delay and prevent binge-eating?

Have I been able, on some occasions, to prevent a binge from happening, either by careful planning or by actively intervening?

If you can answer yes to all of the above questions, you should proceed to the next step. If you cannot answer yes to these questions, you should re-read Step 3 and try again to follow all the guidelines it contains.




Step 4

Problem solving

Note: Read through all of Step 4 before beginning to try to implement the principles outlined in this section.

It is very common for people with difficulties controlling their eating to binge in response to all sorts of problems which overwhelm them. These problems can concern issues to do with food and eating as well as with countless other aspects of life, such as work, family, friends and so on. It is important that you develop a strategy for identifying problems, addressing them and generating solutions other than eating. Sometimes the identification of the problem is easy: you might see, when making plans for the next day, that some event represents a potential obstacle to your meal plan. For example, a friend you have not seen for a long time has announced that she will drop round and you feel you should make something special for the occasion; or you know you will be extremely nervous because of a job interview in the afternoon and will not feel like eating all day. At other times identifying the problem will be more difficult. You may feel anxious or miserable and know that this makes you vulnerable to the impulse to overeat. It is easy in such cases to identify the problem as an urge to overeat, when the real problem is whatever it is that is making you feel anxious or depressed. For many people with eating problems the urge to overeat is an automatic response to problems of any kind. When such an urge arises, it is therefore important to ask the question: ‘Why do I have an urge to overeat now? What is the problem that lies behind this feeling?’ Of course, the answer to this question often will have been that you have not eaten enough (or at all). But if you are sticking to your meal plan and eating a reasonable amount of food, then there must be some other answer. It is important for you to try to identify what the basic problem is. Once you have done so you will be in a position to deal with the problem and you will not then automatically overeat. The steps shown below should be followed in helping you deal with the problem.

The five steps in problem solving

1  Write the problem out as clearly as you can on your monitoring sheet. If there is more than one problem, try to untangle the problems into separate ones; then deal with these individually.

2  Produce as many solutions to the problem as you can think of. You can be quite uninhibited about this because you want to be able to look at all possible solutions.

3  Examine each of your possible solutions and think about its implications: that is, precisely what would be involved, whether you realistically could see it through, and whether it is likely to be effective.

4  Choose what looks to you like being the best solution (or combination of solutions) and decide to act on it.

5  At the end of the day, review what has happened and consider whether your solution was effective. If it did not work out as it was supposed to, try to think what you might have done to produce a better outcome.

Problem solving as described above may look rather tedious and somewhat complicated. However, it is a highly effective technique and, with a little practice, it can be managed quite easily.* Figure 6 (page 166) shows two examples of problems someone identified and the solutions she generated, together with a statement of the outcome or ‘evaluation’.

For some people problem solving in the way described above, comes very easily. It is largely a formalization of what they have been doing in a rough way before. For them, the benefits of doing the problem solving more formally, as described, will be obvious and they will experience these benefits rapidly. For others, formal problem solving is something quite alien to their way of thinking and behaving; and they may struggle to use this technique effectively.
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Figure 6 Examples of problem solving

The following blank pages headed ‘Problem solving’ are for you to try to use the problem-solving technique in the way described. Over the course of the next week, on two occasions identify a problem and try to come to a resolution, using the spaces provided. Then take these to your ‘helper’ and talk them over together. This discussion can be especially useful if you have gone through a problem-solving exercise and it has not worked as well as you might have hoped. You will then be able to look at what options you might have considered and how this might have affected the outcome.

Problems with depression

Feeling depressed can be a major obstacle to overcoming eating difficulties. People sometimes react to relatively minor setbacks in their efforts to deal with their eating problems by becoming totally demoralized and fiercely self-critical. As a result, their confidence and strength of purpose are undermined and they find it even harder to control their eating. It is important to accept that overcoming your problems with eating is likely to be a struggle and that you will inevitably not succeed all the time in everything you are trying to do. If you succeed at something you are making some progress and you should give yourself credit for this; and where you do not succeed you can learn something which can help you in the future.

Sometimes more general feelings of depression, not specifically related to eating or weight concerns, also lower morale and make it hard to control eating. If it is apparent from your monitoring sheets that this represents a pattern, you should try to think what it is that is making you feel depressed. Treat it as a ‘problem’ in the manner described above and try to find solutions. You might find a self-help book useful, such as Paul Gilbert’s Overcoming Depression.

Occasionally, people are so depressed that they are seriously incapacitated. They do not sleep properly; wake up early in the morning; feel tired all the time and completely without energy; find concentrating impossible because of their preoccupation with gloomy thoughts and are consequently unable to work; they cannot see any hope in the future for themselves and life to them does not seem worth living. If you are feeling persistently this depressed it is important that you go and talk to your doctor soon. You can get help; if you do, your mood will improve and you will then be able to make use of this manual and deal with your eating problems.

Problems with relationships

It is common for people who are monitoring their eating to find that binges are triggered by problems in their relationships with their parents, husband or boyfriend, or other close friends. If you find that this is the case for you, it is worthwhile trying to deal with this area as a ‘problem’, in the way described above, and trying to specify exactly what the nature of the difficulty is and what you can do about it. Often a pattern emerges from the monitoring sheets which makes it clear where the problem lies. It could be something very specific, like your mother unwittingly forcing you to eat food you do not want; or it might concern a more general issue with parents, such as difficulties with independence. Similarly, with a husband or boyfriend it could relate to something concerning eating, or some more general aspect of the relationship. There are, of course, any number of possibilities here. The point is that by writing down what the nature of the problem is and by thinking about what sorts of solutions might be possible, you create the possibility of breaking a cycle. You may even decide that your relationship problems are of such importance that you should seek professional help in resolving them.

PROBLEM SOLVING


PROBLEM:

ALTERNATIVE SOLUTIONS:

IMPLICATIONS:

DECISION:

EVALUATION:



Problems with feeling fat

It is very common for people who have difficulties controlling their eating to report that they feel fat, and that this feeling makes them diet; but at the same time, feeling fat distresses them and makes them want to eat. Most people do not question this feeling. It regularly occurs and they assume that it is a feeling which is a genuine reflection of the state of their body. However, if you record on your monitoring sheet every time you have a strong sense of feeling fat, it is likely that you will discover an interesting fact: namely, that this feeling arises in all sorts of different contexts, some of which are clearly related to circumstances surrounding food (such as after having eaten a meal) or shape (such as wearing a tight dress or going out with a thin friend), but many of which have nothing at all to do with food or eating. In fact, you may well discover that, like so many people whose eating is out of control, for you ‘feeling fat’ has come to constitute an automatic response to any negative emotion. You may just feel ‘bad’ and immediately convert this into feeling ‘fat’. But there are many events or circumstances which could be responsible for your feeling bad and they should be recognized for what they are and addressed and resolved. The way to proceed is to record on your monitoring sheet whenever you feel fat and ask yourself: ‘What is the real problem that is making me feel bad?’ Once the problem has been identified you will be in a position to think about appropriate solutions.

Problems with feeding other people

Preparing food for friends or relatives and eating with them should be a pleasurable experience. But it can be a nightmare for people with bulimia nervosa. All sorts of basic issues cause anxiety and confusion, such as: ‘What shall I cook?’, ‘How much should I prepare?’, ‘Do I serve everyone’s food myself or do I leave them to do it for themselves?’, ‘What size helpings should I serve?’, ‘Do I offer second helpings and, if so, how forcefully?’, ‘How long should the meal take?’, ‘What do I do with leftover food?’ These questions all pose serious problems which need resolving.

Two general principles might be helpful. First, try to avoid doing anything which you know will create difficulties for you. So, if you are preparing a special three-course meal and including a conventional dessert would be a problem, why not prepare some exotic fruit instead? And, if leftovers are going to be difficult for you to resist, arrange for someone else to remove them or, if this is not possible, throw them away. Second, as a general rule it is a good idea to treat others as you would like to be treated yourself. So, for example, do not force food on to people, and give them as much choice about what is going to happen as possible.

REVIEW BOX 4


Before proceeding to the next step, ask yourself the following questions:

Have I been identifying problems which make me feel upset (e.g., sad, anxious, angry), or like binge-eating, and been writing them down?

Have I been using problem-solving techniques as a way of trying to deal effectively with these problems?

Have I found that by writing down the problem and attempting to solve it, on some occasions, I am able to deal with difficulties which in the past would have led to binges?

If you are able to answer yes to all of these questions, you should proceed to the next section. If you cannot answer yes to these questions, you should re-read Step 4 and try again to follow the guidelines it contains.





* In fact, there is very good evidence for problem solving being a highly effective treatment in itself. In one study published in the British Medical Journal, it was found that, among a group of patients consulting their general practitioner for treatment of a major depressive disorder, those who received six fortnightly sessions of problem-solving training improved as much as those who received antidepressant medication.


Step 5

Eliminating dieting

Note: Read through all of Step 5 before beginning to try to implement the principles outlined in this section.

It is possible that you will have managed to stick to your meal plan by eating a fairly restricted diet. So, you may well be managing to stick to three meals and two or three snacks a day, and in this context you may well have stopped binge-eating or reduced it to an occasional occurrence. But your control will remain precarious while you are only eating small quantities of low-calorie food. It is also the case that the effort involved in sticking to such a regime will mean that the degree to which you are preoccupied with thoughts about food and eating will not diminish and may even increase. It is essential to your continued progress that you make a real effort at reducing your tendency to diet.

The three ways of dieting

There are essentially three ways in which people diet (as mentioned on page 16):

1 Simply trying not to eat: that is, going for long periods without eating, even to the point of fasting for days. The establishment of your meal plan will have eliminated this.

2 Attempting to eat very little (e.g., eating less than 1,000 calories a day). This method of dieting cannot be sustained if you are to be sure of avoiding binges.

3 Eliminating from your diet particular foods which are high in calories or which you feel make you binge. This method will also have to go because, as long as you retain the concept of ‘bad’ foods, or ‘forbidden’ foods, or ‘banned’ foods, or ‘dangerous’ foods, or ‘binge’ foods, or whatever you call them, you will be vulnerable to binge-eating under certain circumstances.

You should not attempt to deal with your desire to diet until you have managed to establish a regular meal plan and it has had a significant impact on normalizing your eating habits. This could take anything from two weeks to a few months, depending on the point from which you started. No definite guideline can be provided here but, as a rule of thumb, if you are sticking to your meal plan and not binge-eating on most days, you are probably ready to start tackling the dieting.

Fasting

The meal plan has dealt with the first method of dieting: that is, fasting will have been eliminated by your eating regular meals and snacks.

Eating too little

It is often very difficult for someone who has been attempting to restrict the amount they eat for some time to have any idea of what constitutes a ‘normal’ amount of food. In fact, people vary considerably in how much food they require and no strict guidelines can be provided which would apply to everyone. It is necessary, therefore, that you experiment and discover for yourself what is right for you. Initially, it could be helpful to ask someone for assistance. Earlier it was suggested that examining how much others eat could help. This is certainly true. However, it is even better if you can talk to someone you trust about this and seek their advice and assistance. Better still is to arrange to have meals with them, as suggested above, and use these occasions as an opportunity to discover what constitutes a reasonable amount of food.

A word of caution must be added here. Many women diet and it would not help you to try to copy the eating habits of someone who is restricting her eating. In choosing a friend with whom to discuss this matter, and possibly with whom you might eat, try to find someone who is not particularly concerned about her weight and who is not dieting.

It would be a mistake to try to deal with the problem of deciding how much to eat by trying to follow some exact formula. In the end you must come to know what amounts are right for each meal and snack. For many people the prospect of such knowledge might seem an impossibility, and they may well feel that some guidance, at least at this early stage, is essential. In order to help them, as a very rough guide, an account of three days of ‘normal’ eating is given in Figure 7 (page 177). The amount of food eaten is roughly what an average weight woman who is eating normally would eat. The relative proportions of fat, carbohydrate and protein are also typical of someone whose eating habits are perfectly normal. These examples are merely illustrative and you should definitely not attempt to copy them. You may well need to eat more than shown in the examples and you should not be alarmed if this is the case.

Avoiding particular types of food

An examination of your monitoring sheets will reveal that the foods you eat in a binge are usually those very foods you are especially attempting to exclude from your diet because they are ‘fattening’ or because you think that they trigger binges. It is very common for people to say ‘I never eat chocolate’ and then to discover that their binges contain a variety of chocolate bars. It is important that you come to be able to eat in moderation those foods you are avoiding, so ultimately you can make a rational choice about what you want to eat. If you continue to avoid particular ‘trigger’ foods, there will always be the threat that if you are presented with them you will binge. It is worth making the point here that no food is in itself fattening; and, conversely, that eating too much of any food can be fattening.

If you are still concerned that eating even a small amount of your ‘forbidden’ foods might make you gain weight, you might want to try a small experiment to convince yourself that this is really not the case. This experiment will involve weighing yourself more frequently than usual for a short period. If, for example, chocolate bars rank among your most difficult foods, decide to have a bar of chocolate on a particular day. Weigh yourself on that day before eating the chocolate and record your weight on your monitoring sheet. Then weigh yourself the next morning and record that weight. You will find that, contrary to your fears, eating the chocolate bar the previous day has made no difference to your weight. Acquiring this sort of concrete proof may seem silly, but it can be very effective as a counterbalance to irrational but habitual and powerful fears about the fattening effects of particular foods.
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Figure 7 Three days of ‘normal’ eating: an example (showing UK/US equivalents of foods where appropriate)

You may still argue that, although one chocolate bar makes no difference to your weight and shape, you would certainly become fatter if you were to eat many of them every day. And you may be afraid that if you allowed yourself to eat any chocolate at all, you would be unable to control yourself and would eat large amounts constantly. This fear derives from your previous experience of avoiding forbidden foods only to find that you then ate large amounts of these foods in binges. It is very important to realize that the reason you ate large quantities of ‘forbidden’ food in binges was because you avoided them at other times. The fact that you binge is not proof that you cannot control your eating; it is proof that you have been exercising inappropriate control over your eating. Although this may seem difficult to accept, if you examine your monitoring sheets you will see that it is clearly the case. The truth is that by widening your diet and getting rid of the idea of ‘forbidden foods’, you will be less likely to binge.

The process of widening your food choice is a difficult one and one that can easily, if things do go wrong, create more difficulty rather than less. For this reason a precise set of guidelines is specified below. It is advisable to follow this program carefully. Although this may not seem necessary to some people, there is considerable potential here for difficulty and it is not worth running unnecessary risks.

1 Draw up a list of those foods you are avoiding either because you feel they are too ‘fattening’ or because you regard them as invariably, or often, triggering binges. If you find this task difficult, take a trip to a supermarket, armed with only a pen and paper (and definitely no money), and wander around the entire shop examining the shelf contents and writing down all items you would avoid for the reasons noted above.

2 Organize the list into a specific order or hierarchy with the item which presents the least difficulty (i.e. the one you regard as least fattening or threatening) at the bottom and the one which presents the most difficulty at the top. Figure 8 overleaf contains an example of what such a hierarchy might look like; but, obviously, every person’s own list would be different.

3 Divide the hierarchy into three classes of difficulty, grouping together those items that would cause you minor difficulty, those that would cause moderate difficulty, and those that would cause extreme difficulty. An example of one person’s hierarchy is given in Figure 8. Using the blank page which follows, create your own hierarchy of difficult foods in the way described above.

[image: Image]

Figure 8 Example of a hierarchy of ‘difficult’ foods (UK/US equivalents shown)

[image: Image]

4 Beginning with the group of foods which presents you with minor difficulty, using your established planning process, every second or third day, plan to eat one item from the list as part of your planned meals or snacks. Start with the least difficult or problematic item in the class. It is important that you plan this at a time when you feel you will be particularly safe, such as when you are eating with a friend or when it would be impossible for you to get at other food supplies. If, when the time comes, you have any doubts about whether you will be able to manage to eat the particular item without trouble ensuing, then do not eat it. If necessary, throw it away.
     You should stick with the ‘minor difficulty’ class until you feel able to eat all the items in this category without difficulty and you feel that they ought no longer to be on your list of avoided foods. It is not possible to say how long this will take. But two or three weeks at each level is probably how long most people will need. Some will be able to move up the hierarchy more quickly and some will need to move more slowly. Once you are comfortable with the food in the first class, those items which used to present minor difficulty, you can go on to the ‘moderate difficulty’ class. However, it is much better to proceed with too much caution and to remain with the ‘minor difficulty’ class for an extra week, rather than move on when you are not really ready to do so. However long it takes, you should not move to increasingly difficult classes of food until there is nothing you cannot eat without anxiety in the one you are tackling at present.

5 Finally, having learned that you can eat anything you want, you should decide roughly how often you would like to eat that sort of food and in what quantity. Clearly, it would be unwise to fill your day with the high-calorie and bulk food you previously ate in binges. It would also not be healthy. But it is important to remember that if you decide never to eat these foods at all they will again come to represent a threat to your control over eating. For example, if you were avoiding chocolate, it might be sensible to decide to have a chocolate bar as ‘dessert’ for lunch, or as a mid-afternoon snack, three or four times a week. Again, if this prospect is alarming to you, it is worth reminding yourself that, if chocolate bars are the issue for you, eating three or four a week as part of controlled binge-free eating is probably a tiny fraction of the number you would be eating if you were still bingeing.

It is not possible to be precise about the length of time it will take to work through this program of eliminating dieting, because it will differ for each individual. The time taken is really not important, provided that progress is being made; and progress means being able to eat a wider and wider range of food without fear. The job is done when you can eat anything, in moderation, without becoming afraid that it will cause you to get fat or to lose control and binge. If you are not sure whether you have reached this point, it might be helpful to ask yourself whether you could go out for dinner to a restaurant with a group of people, with whom you are comfortable but whom you do not know well, and order a three-course meal, or whether you could go to a dinner party with friends and eat whatever it was that was served. If you are able to say to yourself: ‘Neither of these situations would present a serious problem to me because I can eat anything I like without overeating and without it making me fat,’ then this particular job is done.

Being able to cope in all situations

You may be unsure how to judge the significance of the progress you have made. You may have reached the point where you can stick to your meal plan, where you no longer binge or have the urge to overeat, and where there are no foods that you cannot include in moderation in your meal plan. While this would be wonderful progress, there are two further issues which need to be addressed. One concerns your ideas and beliefs about weight and shape (see Step 6 below). The other concerns your ability to deal with all situations in which food has previously presented you with difficulty. For example, many people find it a great problem to eat food someone else has prepared and served, because they have no control over the composition, quantity or calorie content. Some people find eating in certain social situations difficult, such as at a dinner party where they feel their eating is under the public eye. It is very common for people to be unable to manage situations where small amounts of food keep appearing, such as cocktail parties, or where virtually limitless amounts of food are laid out, such as buffets.

To be completely secure about your eating you should come to be able to deal with any situation. The way you achieve this is by following the same principles outlined above for being able to eat all sorts of food: you make a list of all the situations you know you would find difficult, and then you practise coping in them under safe circumstances, starting with the least threatening and gradually moving on until you feel able to manage any situation in which you might find yourself.

An example of one person’s list of difficult situations is shown in Figure 9 (overleaf). In the box headed ‘Difficult situations’ (page 187) write down as many different situations as you can think of where you might experience problems in dealing with food. Then, whenever you are able to do so, try coping in the particular circumstance and make some notes about how you have managed.

DIFFICULT SITUATIONS


1   Eating nuts and savoury snacks in a bar

2   Eating in the cafeteria at work

3   Eating snacks at a cocktail party

4   Having friends over for a meal

5   Going to Sunday lunch with parents/parents-in-law

6   Going out to a dinner party

7   Having a meal at a restaurant with friends

8   Going to a buffet wedding reception

Notes:



Figure 9 Example of a list of ‘difficult’ situations

DIFFICULT SITUATIONS


Situation:

Notes:

 



REVIEW BOX 5


Before proceeding to Step 6, ask yourself the following questions: Have I considered whether I have been eating enough food in my meals and snacks and, if necessary, made changes to how much I eat?

Have I considered which foods I avoid because they are ‘dangerous’, and instituted a program for introducing these foods into my normal eating?

Have I practised eating in a range of situations which previously would have presented me with difficulty?

If you can answer yes to these questions, you should proceed to Step 6. However, Step 5 is only successfully completed when you can answer yes to the question:

Am I able to eat in a controlled way, and in reasonable quantities, any food that I like?

If you can answer yes to all the above questions, Step 5 has been successfully completed. However, if you can answer yes to any of the questions, you have made some progress and, while continuing working on Step 5, you can proceed to the next step.




Step 6

Changing your mind

It is almost certainly the case that if you had not been concerned about your weight and shape in the first place you would never have started dieting and would never have lost control of your eating and experienced all the problems that followed. In some sense, for your eating problems to be put completely behind you, you need to change your mind about how important weight and shape are to you. It would be quite unreasonable to say that they should become unimportant to you, since nearly all women in our society are concerned about their weight and shape to some extent and it is not realistic to expect you to become less concerned than is usual. However, it is important in your case that these concerns change in their intensity and their form so that they do not dominate your life and dictate how you behave, especially your eating. Clearly, this is going to be a long and difficult task. For some people, as their eating becomes increasingly ‘normal’, and there is space in their lives for them to develop their interests and commitments, their concerns about weight and shape naturally become increasingly less important. Others have to give special attention to changing the way they think about themselves and the importance of their shape and weight.

Useful books

There are a number of books which deal with the question of why weight and shape are of such major importance to women. They are mostly feminist works which expose the social pressures to be thin and the consequent tyranny under which women suffer. It is worth reading one or two of these books and considering the wider social origins of women’s weight and shape concerns. Examples are Susie Orbach’s Fat is a Feminist Issue and Naomi Wolf’s The Beauty Myth.*

Questioning the importance of weight and shape

It is likely that, at present, how you feel about your weight and shape is central to how worthwhile you feel you are as a person. If your weight falls, you feel you are a better person. If your weight rises, you feel a failure, incompetent and unlikeable. You can judge the extent to which this is true for you by examining your monitoring sheets to see how you have felt after weighing yourself. This tendency to judge self-worth in terms of weight and shape almost always underlies eating problems. Indeed, holding these attitudes probably explains why you began dieting in the first place and why you continue to be so deeply concerned about your weight and shape.

In order to reduce the intensity of these concerns, and thus make it easier for you to maintain control of your eating, it is important to reconsider the link between your self-esteem and the shape or weight of your body. One way of doing this is to make a list of the attributes which you consider valuable in other people. What things do you value about your friends, for example? Such a list might include things like how reliable and trustworthy they are, how devoted as parents they are, how dedicated to their work they are, as well as things like sense of humour, and so on. It is likely that their physical appearance, and especially their weight and shape, would rank very low on your list of valued attributes. If you are not sure about this ask yourself whether you would stop being a friend of, or start to despise, a friend if she were to gain, say, ten pounds (while retaining all her other positive characteristics).

Another useful thing to do would be to ask a trusted friend to provide you with a list of your ‘good’ and ‘bad’ qualities, as she sees them. Again, you would almost certainly find that your weight and shape do not feature in any major way on either of these lists. Thus, it should become apparent that weight and shape are not important in how you value others; and they are not important in how others value you. Part of changing your mind, therefore, involves adjusting your method of self-evaluation so that you apply to yourself the same standards which you apply to others and which they apply to you. This is not achieved merely by making a decision to think differently about yourself, but the first step is to be aware of when you are giving an exaggerated importance to your weight and shape. It is useful to record on your monitoring sheets examples of instances where you attributed negative events or feelings to your weight or shape, and then enter into a kind of debate with yourself to try and reach a reasoned and rational perspective. For example, if a person to whom you are attracted does not pay much attention to you at a social gathering, you might find that you instantly think something like ‘he’s not interested in me because I’m too fat’. On reflection there might be many other possible reasons why he behaved as he did, including reasons which have nothing at all to do with you. If you continue to monitor your reactions and deliberately look for other perspectives in this way you will find that gradually awareness of your weight and shape will assume a less prominent role in how you evaluate yourself and your circumstances.

Thinking about the way you think

Problems with eating often arise in the context of other sorts of attitudes which are more generally problematic, and which you might usefully address. Although these will differ from person to person, two types of habitual ways of thinking seem particularly common and you might find it useful to become aware of them as potential areas of self-exploration.

Perfectionism

This is a tendency to have unrealistically high expectations of yourself. You might find that over the years you have, consciously or not, developed a set of rules for yourself about how to behave or how to be as a person, and that you are particularly hard on yourself when it comes to evaluating success or failure in living up to these rules. As an example, you might think ‘it is wrong to feel angry’, and then feel extremely guilty and self-critical when you do lose your temper, even in very provoking situations. Associated with this might be the tendency to be very unforgiving of yourself when you do make mistakes or fail to achieve a desired goal.

This harsh approach to your own ordinary human frailty means that your eating problem makes you feel even worse about yourself. This, in turn, makes you feel bad about your weight and shape, which makes you want to diet, which is the sure route to your binge-eating again. Changing these unrealistic expectations of yourself and such harsh self-evaluation is not easy, but it is worth trying. Again, you might begin by considering how you would evaluate a friend in similar circumstances. Would you be very critical of a friend for losing her temper in provoking circumstances, as in the example mentioned above? Would you condemn a friend for making a mistake? In any situation where you feel guilty or self-condemnatory, ask yourself whether you would accept or forgive similar behavior in your best friend and, if you would, try to apply the same sympathetic approach to yourself. In effect, treat yourself as you would your own best friend. If you find that perfectionism is a significant problem for you, you will find it helpful to read Overcoming Perfectionism by Roz Shafran, Sarah Egan and Tracey Wade.

‘All-or-nothing’ thinking

This is a tendency to view things in absolute, ‘all-or-nothing’ terms. This principally affects thinking about weight and shape and about eating, but it can also affect more general aspects of life. For example, some people tend to see themselves at some times as a success and at other times as a total failure. In relation to their weight, they see themselves as either thin and attractive, or as fat and loathsome. They might think of a day when they ate very little as a great success, and one where they ate a little more than they were happy with as a total disaster.

Thinking in this all-or-nothing, black-and-white way can lead to considerable difficulty. Seeing small deviations from what you are aiming at as catastrophic can make you feel that you might as well give up altogether. In reality, things are never this clearly black-and-white; everything falls somewhere between the two extremes, and a realistic appraisal of the true nature of your circumstances will allow you to make a reasoned response.

It is not easy to change an all-or-nothing style of thinking. However, it is possible to do so. Whenever you find yourself responding in an extreme negative way to a situation (e.g., ‘This is a complete disaster’ or ‘this is absolutely terrible’ or ‘I am completely useless’), use your monitoring sheets to slow yourself down. Before accepting your immediate response, consider what evidence there might be against it. You will find that there is often considerable evidence against the catastrophic or disastrous conclusion; and if you allow yourself to consider alternative conclusions, you will be in a position to move forward positively. It is helpful to use your monitoring sheets to write down these extreme negative thoughts and your reasoned responses to them.

Attending a discussion group

There are a great many groups run by people with eating problems, where people with similar problems meet to discuss their difficulties. Few people whose eating is seriously disturbed find that attending such a group is sufficient to help them overcome their problems with eating. However, some people find that a group of this kind can be particularly helpful in revealing how concerns about weight and shape dominate and destroy ordinary life. It is sometimes only possible to see the nature and implications of your views when you hear someone else expressing them. It may be worth considering attending such a group with this purpose in mind. However, there is a danger of which you must be aware: many people have very strong views about why people have eating disorders and about what sort of help sufferers ought to be receiving. If you are attempting to overcome your eating problems on your own with the help of this manual, it will not help you to have your efforts undermined. Therefore, before you commit yourself to attending such a group it would be prudent to try to find out exactly what sort of group it is and what its purpose is. Information about groups can be obtained from eating disorders associations (see the list of addresses and telephone numbers given in Appendix 1).

Lapses and slippages

For people who overcome their problems with eating and resume ‘normal’ eating habits, disruption to the reestablished control over eating is always a possibility. So, after a year of normal eating, you might find, for example, that after having had an argument with your mother or your partner, or after a particularly stressful period at work, suddenly, out of the blue, you lose control of your eating and binge. Another way that control is sometimes lost is when, for a variety of possible reasons, people gradually slip back into dieting; their weight may fall, and suddenly they binge.

This can be very distressing and invariably the immediate conclusion drawn by the person is that she is back to square one. However, this is not so. The important thing to remember is that the significance of such a lapse (and a lapse is all that it is) has less to do with what actually happens than with how you react to it. So, if you react as if struck down by a catastrophe and go into a deep depression resigning yourself to a lifetime of binge-eating, you may well find it very difficult to restore order to your eating habits. If, on the other hand, you are able to see that there were special circumstances that led to the lapse and that it represents an unfortunate minor setback which you have the skills and the will to overcome, you will be able to get back on the track of normal eating quite quickly. If you are at all concerned and feel at all vulnerable to overeating, you should immediately go back to the beginning: reinstate monitoring, specify a precise meal plan, plan your eating ahead of time, and so on. You will find after a few days of such effort that your confidence will return and you will again be able to be more relaxed about your eating.

Once your eating is under control it is enormously tempting to say to yourself: ‘Thank goodness that is over. Now I need never worry about my eating again.’ This is a very natural and understandable reaction. However, it is one of which you should be wary. The concerns about your weight and shape which were the driving force in your eating disorder, even if they seem to have disappeared, remain an area of vulnerability in your life. So, at times of stress, when others in the same circumstances might become depressed or anxious or drink too heavily, you are liable to become concerned about your weight and shape and to want to diet. It is important that you are alert to such feelings and take steps to avoid acting on them. Indeed, if such concerns do arise you should treat them as a problem which needs to be dealt with formally (as described in Step 5). The danger signals to which you should be particularly alert are feeling badly about yourself because of dissatisfaction with your weight and shape, and the desire to diet.

REVIEW BOX 6


Before deciding that you no longer need this manual because you consider yourself to have recovered, ask yourself the following questions.

Am I able to eat normally without worrying about the impact on my weight and shape?

Am I able to eat normally without strictly planning ahead and without keeping records?

Am I able to accept my own worth as a human being without this depending on my view of my weight and shape?

If you can answer yes to these questions, it is safe to free yourself from the constraints of this manual and to begin to be more relaxed about your eating. However, should you experience any difficulty in the future you should immediately put yourself back in ‘treatment’ and return to strict use of all the principles you have so effectively employed.





* Susie Orbach, Fat is a Feminist Issue, London, Paddington, 1978; Naomi Wolf, The Beauty Myth, London, Vintage, 1991.


Appendix 1

Useful addresses

Should you wish to obtain information on the clinical services for eating disorders in your area, or about self-help groups, the following organizations will be able to help you:

Great Britain

The Eating Disorders Association (beat)
103 Prince of Wales Road
Norwich NR1 1DW
tel: 0845 634 1414
web: www.b-eat.co.uk
email: help@b-eat.co.uk

Australia

Eating Disorders Association Inc
12 Chatsworth Road
Greenslopes 4120
tel: (07) 3394 3661
web: www.eda.org.au
email: admin@eda.org.au

The Eating Disorders Foundation of Victoria

1513 High Street

Glen Iris

Victoria 3146

tel: +61 3 9885 6563

web: www.eatingdisorders.org.au

email: help@eatingdisorders.org.au

NSW Centre for Eating and Dieting Disorders (CEDD)
CEDD is an academic and online service support centre based in Sydney South West Area Health Service.
web: www.cedd.org.au

Canada

Bulimia Anorexia Nervosa Association (BANA)

2109 Ottawa Street

Suite 400

Windsor

Ontario N9B 3PH

tel: (519) 969-2112

web: www.bana.ca

email: info@bana.ca

National Eating Disorder Information Centre

ES 7–421

200 Elizabeth Street Toronto

Ontario M5G 2C4

tel: 416-340-4156/Toll-Free 1-866-NEDIC-20 (1-866-633-4220)

web: www.nedic.ca

email: nedic@uhn.on.ca

New Zealand

Central Region Eating Disorder Services (CREDS)

Hutt Valley District Health Board

Private Bag 31 907

High Street

Lower Hutt

tel: (04) 461 6528

web: www.eatingdisorders.org.nz/

email: creds@huttvalleydhb.org.nz

Eating Difficulties Education Network (EDEN)

1 Garnet Road, Westmere, Auckland

PO Box 78 005

Grey Lynn

Auckland

tel: 09 378 9039

web: www.eden.org.nz/

email: info@eden.org.nz

Eating Disorders Association of NZ

PO Box 37-943

Parnell

Auckland

tel: (09) 5222-679

web: www.ed.org.nz

email: info@ed.org.nz

South Africa

Anorexia and Bulimia Family Support Group

33 ‘Lemky’ 9, 1st Road, Kew

Johannesburgh 2090

tel: 011-8879966 (after hours only)

web: www.edsupport.10.sa

email: email from the website

USA

American Anorexia/Bulimia Association Inc (AABA)

293 Central Park West

10024 New York

New York

tel: 1 212 5018351

National Association of Anorexia Nervosa and Associated Disorders (ANAD)

Box 7

Highland Park

IL 60035

tel: (847) 831-3438

web: www.anad.org

email: anadhelp@anad.org

National Association to Aid Fat Americans (NAAFA)

A non-profit organization dedicated to ending size discrimination.

NAAFA, Inc

PO Box 22510 Oakland

CA 94609

tel: (916) 558-6880

web: www.naafaonline.com

National Eating Disorders Association (NEDA)

603 Stewart Street

Suite 803

Seattle, WA 98101

tel: 800-931-2237

web: www.nationaleatingdisorders.org

email: info@nationaleatingdisorders.org


Appendix 2

Further reading

There are many other self-help books within the Overcoming series that are likely to be particularly useful to people with bulimia nervosa, as listed below:

Overcoming Depression by Paul Gilbert.

Overcoming Low Self-Esteem by Melanie Fennell.

Overcoming Perfectionism by Roz Shafran, Sarah Egan and Tracey Wade (published January 2010).

Those experiencing particular problems with anxiety may find the following books helpful:

Overcoming Anxiety by Helen Kennerley.

Overcoming Panic and Agoraphobia by Derrick Silove and Vijaya Manicavasagar.

Overcoming Worry by Kevin Meares and Mark Freeston.

It is worth looking at the Overcoming website at www.overcoming.co.uk for information about other titles in the series.

For an academic account of bulimia nervosa and its treatment, two books are especially useful:

Binge-eating: Nature, Assessment and Treatment (Guilford Press, New York, 1993), edited by Christopher G. Fairburn and G. Terence Wilson.

Cognitive Behavior Therapy and Eating Disorders (Guilford Press, New York, 2008), also edited by Christopher G. Fairburn.


Appendix 3

A note for helpers and therapists

You will have been asked by someone with bulimia nervosa or a related problem to help them use the self-help manual in this book to overcome their problems with eating. This appendix sketches out some general principles about how you might best be able to fulfil this function.

At the outset it is worth saying that this self-help manual is evidence-based and has been used to considerable benefit by a great many people with bulimia nervosa. It is therefore a perfectly reasonable expectation that using this manual will be beneficial. However, the self-help program contained in this manual is obviously not the right way to proceed for everyone. In the introduction to the manual a list is provided of people for whom the manual is not appropriate. Before proceeding to help someone work through the manual you should consult this list and consider whether self-help is indeed the appropriate course of action. If you feel that it is not, clearly you must discuss this with the person you are trying to help and together you must come to a decision about the most appropriate way to proceed.

In order to help someone use this manual you should obviously be familiar with its contents. This does not mean that you must be an expert in the treatment of eating disorders. However, the self-help program follows certain definite principles in a highly structured fashion and a basic familiarity with these principles is necessary. In fact, the manual is divided into relatively small sections and it would be possible, when meeting someone you are helping, to skim through reasonably quickly the section with which they are currently concerned.

The most useful function that you can perform is to provide basic support and encouragement. There are bound to be times when someone trying to deal with her eating problems feels discouraged and even hopeless about ever effecting a significant change. It is at these times that the balanced perspective of an outsider can be most useful. When all one can see is one’s failures, it can be immensely reassuring and helpful to be reminded of the successes one has had and the progress one has made.

It is important to emphasize that the manual is a guide to self-help; and if you are assisting someone in their use of this manual then you are helping her to help herself. So it is not your role to devise plans and strategies for her, but rather to encourage her to develop her own techniques for overcoming her difficulties. This does not mean, of course, that you should refuse to make any suggestions at all. There are times when, by looking through someone’s monitoring sheets, certain patterns she has missed are obvious to an outsider. If you spot anything you feel might be important then obviously you should raise it. Similarly, certain points of detail, concerning, for example, the sort of food eaten or the timing of meals, may well seem to you worth mentioning and it is perfectly reasonable to do so. However, while you should feel free to make suggestions about prudent courses of action, in the end it is those strategies which the person generates for herself which she is most likely to follow and which are therefore likely to be of most benefit to her. And, of course, in the end the responsibility to use whatever points you make is hers and not yours.

Overcoming bulimia nervosa is a struggle which will take many months. In the early stages of this self-help program it would be useful for the person using the manual to be able to see her helper often. Weekly sessions are usually advisable at this stage. Once some control over eating has been achieved, such frequent sessions may not be needed. Sessions every two weeks are then sufficient for a few months, after which meetings can become less and less frequent. However, it is important that the door is left open for help. This is especially important at times when someone who has been doing well experiences a lapse. If left entirely on her own she can become so disheartened that she gives up altogether, and what was really a minor lapse becomes a relapse. This is unnecessary; a couple of booster sessions with a helper is usually sufficient to get the person back on the course to recovery.

Deciding to recruit such a helper and make a genuine effort to use this manual to overcome eating problems is a brave decision. Anyone making that decision deserves a great deal of respect, support and encouragement. And with such help, she stands a good chance of making substantial improvement.


Appendix 4

The views of some users

If you are having doubts about whether the manual would work for you, it would be helpful to talk to one or two people who have used it. Certainly, if you can find such people, such discussion could only be beneficial. However, short of making a very public declaration about your difficulties, it may be very difficult if not impossible to make the appropriate contacts. As a substitute for this, four people who have used the manual have written brief accounts which are included below.

1
I was in a very bad way. I had developed anorexia at the age of thirteen. After about three years of eating virtually nothing I found that I began to lose control. It was then that I started making myself sick to get rid of food I shouldn’t have eaten. Soon I was having fullblown binges. After a year of this I had got into a routine of making myself sick repeatedly all day. This would happen anything up to ten times a day. I never went out and had lost all interest in life. I had given up hope of ever getting better and really felt that I would carry on binge-eating until it killed me.

When I first read the manual I have to admit that I was rather dubious. I was willing to give anything a go but I really thought that it would take a lot more than a book to make me better. But the moment I started working through the manual I started improving. Even though to begin with even controlling breakfast for one day seemed impossible, I gave it a go and to my surprise I found that there were things I could do to help. I took things very slowly, but as I began gaining confidence that planning meals wouldn’t make me any fatter (a very big worry for me) I began to find things easier. The hardest thing was to get back on the plan after I had binged. I felt that if I wasn’t sick or didn’t starve myself I would definitely get fat and that made me feel very scared. But I stuck at it and eventually I found that if things went wrong, even if I binged, this wouldn’t in itself make me fat and that to go back on the plan, rather than a route to fatness, was an insurance against binge-eating again.

The most difficult part of the manual for me was trying not to count calories and diet. I know the calorie content of just about every type of food there is and I used to weigh myself after every significant event (eating, not eating, vomiting, not vomiting, etc.). But I tried really hard and I am much better now. I still often feel like weighing myself and I still find that almost unconsciously I am counting up calories, but I try really hard not to let this affect what I am doing – and almost always now I succeed! Increasing my overall calorie intake and introducing new foods was terribly difficult. It still sometimes worries me and I do occasionally feel guilty if I eat some things. But I am a lot better now and can eat most things fairly comfortably.

The manual gave me confidence and hope as well as practical advice. Although I have not had a full binge in a long time (and I haven’t vomited in almost two years), I still follow the principles of the manual. So most days I very loosely plan what to eat. And if I feel shaky for a day or two, even though I don’t think I will binge again, I write out a plan just to give me more confidence.

My life has improved enormously. Looking back I can’t believe I ever lived the way I did or was as unhappy as I was.

2
One of my difficulties with deciding to do something to change was that it seemed so self-indulgent. After all, lots of people have all sorts of problems and they just have to get on with their lives. But the truth I had to face was that my problem with eating was much more invasive than I wished to pretend – it affected everything and I just couldn’t be me while I still had the problem. It was the pregnancy that brought it home to me. I tried really hard to eat sensibly, and things did at first improve in that I did binge less and I did stop vomiting and taking laxatives the moment I found out I was pregnant. But, in truth, my eating habits remained atrocious. Food was always on my mind, dominating my every waking minute. Even my dreams centred on food. I was desperately anxious not to put on too much weight and tried to keep a tight check on what I ate, calorie counting and trying to keep under 1,500 calories a day. I also did a lot of exercise. I knew that there was a danger that some of the things I was doing would not be good for the baby and that is what brought it home to me that I had to do something to change the way I was.

I read the self-help program right through from beginning to end in one sitting. I knew immediately that it made sense. Although there was quite a lot in it which I didn’t like and which, quite honestly, made me pretty scared, I had reached such a low ebb on my own that I knew there was just no point in continuing to fool myself that I could get back to a normal life without doing a lot of things I really didn’t want to do. What impressed me most about the program was that it didn’t say ‘eat this’ and ‘don’t eat that’, but rather it explained how to get on the right track in a realistic straightforward way. I felt confidence in it because it understood my problem. I have read a lot of books about eating problems and this is the first time that I have had that feeling. Of course, having sunk so low I was in exactly the right frame of mind when I read the book, but it was exactly what I needed.

I was very meticulous about working through the program. Having had problems with my eating for over fifteen years, I did not mind going slowly because I could see right at the beginning that I was making progress. I spent a few months ‘eliminating dieting’. I suppose in some ways I am still working at it. This was the hardest part of all but it feels to me now as if it was the most important. I am glad I took it so slowly.

Even now, when my eating has been fine for over a year, I still carry the book around with me wherever I go. And occasionally, I go back to particular bits I have underlined and found especially helpful just to reassure myself. In a sense, changing my eating pattern was not really that difficult once I had made up my mind to follow the steps religiously. What has been much more difficult is changing me – or, as the book puts it, changing my mind. I have wasted so much of my life worrying about how much I weigh and how fat I am and it is not a simple thing to just stop doing this. I am much, much better. But I do still have my moments. I have taken to talking to myself rather a lot! My mother used to joke that this is the first sign of madness. But in my case, although I do sometimes feel a bit silly, it is definitely a route to sanity. Essentially what I do is argue myself out of ways of thinking about myself which have caused me nothing but trouble. And it is working. There is so much I can do now without anxiety that would have been unimaginable a few years ago. The best of it is what this means for my family. We take our baby swimming together, we go out for meals, we can do anything.

So I am really glad that I resisted all the excuses I used to come up with for not tackling my eating problems. I have never done a better thing in my life.

3
It was only when I hit rock bottom that I went to my doctor to ask for help. For almost ten years my life had been totally dominated by food and I had reached the point of utter desperation.

My first impression of the manual was utter disbelief. I had come for help to be thin and what I was being told was that the way not to feel fat was to eat! But I had long since run out of any ideas of my own and I had to do something so I decided to give it a try. At first it was terribly difficult. Every day there were setbacks and on some days it was the same old routine of binge or starve. By talking to my friends about my problems for the first time the steps in the book became clearer and somehow achievable. I have to say that there were several points at which, if I had not had such supportive friends, I think I would probably have given up altogether. Learning to eat ‘normally’ is not easy when you have no concept of ‘normal’. But each step was a goal to achieve and, once achieved, something to build on. Eating properly itself reduced the hunger and the panic attacks. And, as I learned to eat regularly so I found less need to binge and starve. And then, after what must have been some months, suddenly I began to believe in myself and everything suddenly became much easier. I began to dissociate weight and size from my feelings about myself. Surprisingly, I even began to look better: my hair shone and my skin was clear. I’d lost that dull heavy feeling inside and for the first time in years I believed that happiness was possible.

Nearly two years on I am a completely new person. It has taken some time to reach this point and for the person wanting instant results the realization that the struggle will be a long one is a hard one to take. But it’s worth it. Every day now I am realizing what has changed. Only the other day I stood in the same supermarket that used to fill me with dread holding a basket with real food in it – by which I mean a combination of fruit, vegetables, breakfast cereal, pasta, and even a pack of crackers (to last a whole week this time and not just five minutes).

It took a few months of using the manual to really feel the results. The hardest part is that you have to believe in something that seems so contradictory to your own bulimic reasoning. Everyone has commented on the changes in me. Even people who have no idea about the problems I had can see that something positive has happened. For the first time in my life I can honestly say that I feel attractive, loveable and of worth. I never believed I would be able to say that.

4
I am twenty-one and I have been fighting against bulimia nervosa for six years. It has blighted my enjoyment of life and there have been numerous occasions and thousands of hours of utter desperation. I cannot now remember how it feels not to have my partner in crime, ‘bulimia’, by my side, inside me, making a mockery of me and my urgent desire to gain some control over my life. But now there is light at the end of the tunnel. By using the manual I have become stronger and more determined and I can see that it is possible to defeat this illness which, in the past, ruled my existence and was so damaging to my youth and potential love of life.

I had had counselling when I was seventeen, but it wasn’t really any help. Then, a year ago, I went for counselling again because I had reached an all-time low and was engulfed by a sense of total inadequacy. I was hungry, tired and emotionally empty – the ideal circumstances for bulimia to thrive upon. Fortunately, I was given the manual. It was (and still is) invaluable. What was especially important for me was that it did not attempt to solve the problems of bulimia for me. It didn’t patronize me, which would have been both arrogant and pointless. Instead, the first thing it did for me was to inform me with knowledge about the disorder. By giving me convincing explanations for my behavior, it made me realize that my actions were not freakish but common to this disorder. It equipped me with a greater understanding of all aspects of the problem of bulimia, and I could therefore challenge it from a position of strength.

I had been told for years all the correct attitudes that I ought to have until I was blue in the face, but it did no good, because for six years my body and my mind were so unbalanced by my irregular eating habits and the punishment I put myself through. Consequently, however hard I have tried to adopt sane, normal beliefs on the priority of weight and shape in my life and with what I equate success, my warped perspective remained dominant. This has now changed. The manual helped me so much by giving me, on a day-to-day basis, practical and realistic strategies and goals. I think it is absolutely right that it leaves the psychological aspects until the end of the program because, from my own experience, it is only then, when your eating is stable, that you are equipped to think about actually reprioritizing, about changing the way you think. This process has to be self-initiated to succeed in the long term and you need to be ready to take these steps.

For me one thing that has been really important has been the availability of the manual. I can refer to it privately as a confidante, as a friend, whenever necessary. It is a reminder of the truthful facts when I lose sight and when I feel I am slipping back. I have turned the corner now and, by continuing with the manual, I know I will be all right. After all these years this is hard to believe.


Appendix 5

Monitoring sheets
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