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INTRODUCTION

Over theyears, thenumberof individuals
experiencinghighlevelsofbodydissatisfac
tion,bodydistortionandeatingdisordershas
growninepidemicproportions[1,2].Societal
standards,bywhichwomenandevenmenare
judged,havebecomeincreasinglystringentand
moredifficulttoattain.Manyofthesestan
dards,specificallybodyappearance,canlead
youngpeopletoignoretheirownhappiness,
beautyandabilities,andseekoutsideofthem
selvesforthe“idealperson”.Individualsvulner
abletosocietalpressureshavethepotentialto
becaughtinalifelongpursuitofbodychang
ingactivities.Beliefssuchas“nevertoothin”,
“winningisthinning”,and“successisthinness”
arecommonthemesamongindividualswho
haveaseriousproblemwithbodyimage.These
cognitivedistortionshaveledsomeindividu
alstoengageinunhealthymethodsofweight
reduction,causingsignificantphysicaland
emotionaldistress.Eatingdisordersinvolvea
seriousdisturbanceineatingbehavior–either
eatingtoomuchortoolittle,inadditionto
greatconcernoverbodysizeandshape.The
voluntaryeatingofsmallerorlargerportions
offoodthanusualiscommon,butforsome
peoplethisdevelopsintoacompulsionandthe
eatingbehaviorsbecomeextreme.Individuals
withanorexiarefusetomaintainaminimally
normalbodyweight,carryanintensefearof

gainingweightandhaveadistortedperception
oftheshapeorsizeoftheirbodies.Individuals
withbulimiaundertakebingeeatingandthen
usecompensatorymethodstopreventweight
gain,suchasinducedvomiting,excessiveexer
ciseorlaxativeabuse.Theyalsoplaceexcessive
importanceonbodyshapeandweight.

TheInternationalClassificationofDiseases
(ICD)hasoutlineddiagnosticcriteriaforboth
anorexianervosa(AN)andbulimianervosa
(BN).

ANORExIA NERvOSA

Anorexianervosa(AN)constitutesaninde
pendentsyndromeinthefollowingsense:(a)
theclinicalfeaturesofthesyndromeareeasily
recognized,sothatdiagnosisisreliablewitha
highlevelofagreementbetweenclinicians;(b)
followupstudieshaveshownthat,amongpa
tientswhodonotrecover,aconsiderablenum
bercontinuetoshowthesamemainfeaturesof
AN,inachronicform.

AlthoughthefundamentalcausesofAN
remainelusive,thereisgrowingevidencethat
interactingsocioculturalandbiologicalfactors
contributetoitscausation,asdolessspecific
psychologicalmechanismsandavulnerabil
ityofpersonality.Thedisorderisassociated
withundernutritionofvaryingseverity,with
resultingsecondaryendocrineandmetabolic
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changesanddisturbancesofbodilyfunction.Therere
mainssomedoubtastowhetherthecharacteristicendo
crinedisorderisentirelyduetotheundernutritionand
thedirecteffectofvariousbehaviorsthathavebroughtit
about(e.g.restricteddietarychoice,excessiveexerciseand
alterationsinbodycomposition,inducedvomitingand
purgationandtheconsequentelectrolytedisturbances),
orwhetheruncertainfactorsarealsoinvolved.

DiagnosticcriteriaforANaccordingtotheICD10:
(a)Bodyweightismaintainedatleast15%belowthat

expected(eitherlostorneverachieved),orQuetelet’s
bodymassindexis17.5orless.Prepubertalpatientsmay
showfailuretomaketheexpectedweightgainduringthe
periodofgrowth.

(b)Theweightlossisselfinducedbyavoidanceof
“fatteningfoods”.Oneormoreofthefollowingmayalso
bepresent:selfinducedvomiting,selfinducedpurging,
excessiveexercise,useofappetitesuppressantsand/ordi
uretics.

(c)Thereisbodyimagedistortionintheformofaspe
cificpsychopathologywherebyadreadoffatnesspersists
asanintrusive,overvaluedideaandthepatientimposesa
lowweightthresholdonhimselforherself.

(d)Awidespreadendocrinedisorderinvolvingthehy
pothalamicpituitarygonadalaxisismanifestinwomen
asamenorrheaandinmenasalossofsexualinterestand
potency.Theremayalsobeelevatedlevelsofgrowthhor
mone,raisedlevelsofcortisol,changesintheperipheral
metabolismofthethyroidhormone,andabnormalitiesof
insulinsecretion.

(e)Ifonsetisprepubertal,thesequenceofpubertal
eventsisdelayedorevenarrested.Withrecovery,puberty
isoftencompletednormally,butthemenarcheislate.

Atypical anorexia nervosa

Thistermshouldbeusedforthoseindividualsinwhom
oneormoreofthekeyfeaturesofAN,suchasamenor
rheaorsignificantweightloss,isabsent,butwhoother
wisepresentafairlytypicalclinicalpicture.Suchpeople
areusuallyencounteredinpsychiatricliaisonservicesin
generalhospitalsorinprimarycare.Patientswhohaveall
thekeysymptomsbuttoonlyamilddegreemayalsobe
bestdescribedbythisterm.Thistermshouldnotbeused
foreatingdisordersthatresembleANbutthataredueto
knownphysicalillness.

BULIMIA NERvOSA

Bulimianervosa(BN)isasyndromecharacterizedbyre
peatedboutsofovereatingandanexcessivepreoccupation
withthecontrolofbodyweight,leadingthepatientto
adoptextrememeasuressoastomitigatethe“fattening”
effectsofingestedfood.Theageandsexdistributionis
similartothatofAN,buttheageofpresentationtendsto
beslightlylater.Thedisordermaybeviewedasasequel
topersistentAN,althoughthereversesequencemayalso

occur.Apreviouslyanorexicpatientmayfirstappearto
improveasaresultofweightgainandpossiblyareturnof
menstruation,butaperniciouspatternofovereatingand
vomitingthenbecomesestablished.Repeatedvomiting
islikelytogiverisetodisturbancesofbodyelectrolytes,
physicalcomplications(tetany,epilepticseizures,cardiac
arrhythmias,muscularweakness),andfurthersevereloss
ofweight.

DiagnosticcriteriaforBNaccordingtotheICD10:
(a)Thereisapersistentpreoccupationwitheating,and

anirresistiblecravingforfood;thepatientsuccumbsto
episodesofovereatinginwhichlargeamountsoffoodare
consumedinshortperiodsoftime.

(b)Thepatientattemptstocounteractthe“fattening”
effectsoffoodbyoneormoreofthefollowing:selfinduced
vomiting,purgativeabuse,alternatingperiodsofstarva
tion,useofdrugssuchasappetitesuppressants,thyroid
preparationsordiuretics.WhenBNoccursindiabeticpa
tientstheymaychoosetoneglecttheirinsulintreatment.

(c)Thereisamorbiddreadoffatnessandthepatient
setsherselforhimselfasharplydefinedweightthreshold,
wellbelowthepremorbidweightthatconstitutestheop
timumorhealthyweightintheopinionofthephysician.
Thereisoften,butnotalways,ahistoryofanearlierepi
sodeofAN,theintervalbetweenthetwodisordersrang
ingfromafewmonthstoseveralyears.Thisearlierepi
sodemayhavebeenfullyexpressed,ormayhaveassumed
aminorcrypticformwithamoderatelossofweightand/
oratransientphaseofamenorrhea.

Atypical bulimia nervosa

Thistermshouldbeusedforthoseindividualsinwhom
oneormoreofthekeyfeatureslistedforBNisabsent,
butwhootherwisepresentafairlytypicalclinicalpicture.
Mostcommonlythisappliestopeoplewithnormaloreven
excessiveweightbutwithtypicalperiodsofovereatingfol
lowedbyvomitingorpurging.Partialsyndromestogether
withdepressivesymptomsarealsonotuncommon,butif
thedepressivesymptomsjustifyaseparatediagnosisofa
depressivedisordertwoseparatediagnosesshouldbemade.

OvEREATING ASSOCIATED WITH OTHER 
PSyCHOLOGICAL DISTURBANCES

Bereavements,accidents,surgicaloperations,andemo
tionallydistressingeventsmaybefollowedbya“reactive
obesity”,especiallyinindividualspredisposedtoweight
gain.Obesitymaycausetheindividualtofeelsensitive
abouthisorherappearanceandgiverisetoalackofcon
fidenceinpersonalrelationships;thesubjectiveappraisal
ofbodysizemaybeexaggerated.Obesitymaybethemoti
vationfordieting,whichinturnresultsinminoraffective
symptoms(anxiety,restlessness,weakness,andirritability)
or,morerarely,severedepressivesymptoms(“dietingde
pression”).Overeatingthathasledtoobesityasareaction
todistressingeventsshouldbecodedasovereating.
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vOMITING ASSOCIATED WITH OTHER 
PSyCHOLOGICAL DISTURBANCES

ApartfromtheselfinducedvomitingofBN,repeated
vomitingmayoccurindissociativedisordersorinhypo
chondriacaldisorderwhenvomitingmaybeoneofseveral
bodilysymptoms[2].

Alsovomitinganddecreaseorincreaseinbodyweight,
bloatingand/orinabilitytoadequatelydigestfood,canbe
foundinmanyotherpathologicalconditions,whichshould
beaccuratelyexaminedbeforemakingafinaldiagnosisof
eatingdisorder.Clinicalstudiesofeatingdisordersarehigh
lyspecific,giventhenumerousotherassociateddiseasesand
symptomsthatoftenmakeitdifficulttosetthecorrectfinal
diagnosis[3].Ontheotherhand,thesepatientsoftenhide
therealsituationanddonotwanttotalkaboutthesymp
tomatologyrelatedtothedisease,whichgreatlycomplicates
bothtreatmentandresearchofthesediseases[4].

HISTORICAL ASPECTS OF EATING DISORDERS

RichardMortonisbestknowntodayastheauthorofthefirst
medicalaccountofAN,aconditionthathereferredtoas“ner
vousconsumption”causedby“sadnessandanxiouscares”.His
book“Phthisiologia”(1694)waswidelyread,translatedinto
otherlanguages,andusedformanyyears.IronicallyAN,to
whichhedevotedascantthreepages,hasnotonlyconfound
edphysiciansfor300years,buthasalsoreachedepidemic
proportions[5].TheclinicaldescriptionbyLaseguein1873
andGullin1874weredetailedinmanyrespects.Theystated
thatitwasamorbidmentalstate,whichledtothewantof
appetite,andtheyfirstusedthetermhystericalanorexia[6].

Peoplefromdifferentnationsaroundtheworldthrough
outtimehavepracticedstrangeeatinghabits.Egyptians
believedandengagedinmonthlypurgesinattemptstore
mainhealthy.TheRomanscreatedaplacedcalleda“vomi
torium”wheremenwouldemptytheirstomachssothey
couldcontinuetoeat,stuffingthemselves.Duringancient
GreekandRomantimes,bulimia,whichwasthetermfor
“oxhunger”,waswidelypracticedamongpeople[7,8,9].

HOW COMMON ARE EATING DISORDERS?

Itisestimatedthat3%ofwomenwillbeaffectedbyeating
disordersintheirlifetime.Approximately0.5%to4%of
womenwilldevelopANduringtheirlifetimeandabout1
to4%willdevelopBN.ANandBNpredominantlyaffect
youngwomen.Mostvulnerableperiodfortheoccurrence
ofthesediseasesispubertyandadolescence[1,10].

WHO IS AFFECTED By EATING DISORDERS?

IndividualswithANandBNmayrecoverafterasingle
episodeofthedisorder.Othersmayhaveafluctuatingpat
ternofweightgainandrelapse.Stillotherswillcontinue
tohaveissueswithfoodandweightthroughouttheirlives.

Alifetimehistoryofsubstanceusedisorders,drugoralco
holproblemsatthetimeofdiagnosisandlongerduration
ofsymptomsbeforediagnosisareassociatedwithpoorer
longtermoutcomes.IndividualswithANandBNmay
developseriousphysicalproblemssuchasheartcondi
tions,electrolyteimbalanceandkidneyfailurethatcan
leadtodeath.Eatingdisordersmaycauselongtermpsy
chological,socialandhealthproblemsevenaftertheacute
episodehasbeenresolved.Anorexicindividualsaremore
susceptibletomajordepression,alcoholdependenceand
anxietydisorders,eitheratthetimeoftheirillnessorlater
inlife.Suicideisalsoapossibleoutcome.

Aneatingdisordercausesyoungpeopletomissschool,
workandmanyrecreationalactivities.Thephysicalweak
nessassociatedwiththeillnessalsoseriouslyaffectstheir
socialinteractionwithfriendsandtheirinvolvementin
lifeingeneral.Friendsalsohavedifficultyknowinghow
toreactandhowtohelp.Familiesofindividualswitheat
ingdisordersalsoliveundergreatstress.Theymayblame
themselves,feelanxious,andfacethestigmaassociated
withhavingachildwithamentalillness.Parentsespecially
experiencethetensionbetweentheirnaturalprotective
instincttoforcehealthybehaviorsonthechildandthe
child’sneedtotakecontroloverhis/herillnessandhealth.

ANandBNdonothavethesamepublicmanifestation
asothermentalillnesses.Theseillnessesareaprivatefam
ilyaffair.Thestigmatizationusuallyisolatesbothparents
andchildrenfromtheirpeersandotherfamilymembers.
Individualswithothereatingdisorders,suchasovereat
ing,whoareobese,mustcontendwithnegativesocietal
attitudestowardobesity.Theseattitudesisolatethem,and
thelossofselfesteemexacerbatestheillness[1,2,3].

DIFFERENTIAL DIAGNOSIS

Severaldisorders,psychologicalandmedical,mayboth
causeand/orexplaineatingdisorderlikesymptoms,espe
ciallyweightloss.Itishelpfultobeawareofthesepotential
problemsandtobeabletorulethemout.Possiblepsycho
logicalcausesare:obsessivecompulsivedisorder,affective
disorders,somatizationdisorders,andschizophrenia.Pos
siblemedicalcausesare:braintumors,malignancy,mal
absorptionsyndromes,hyperthyroidism,andinfection.

BNmustbedifferentiatedfromuppergastrointestinal
disordersleadingtorepeatedvomiting,amoregeneral
abnormalityofpersonality(theeatingdisordermayco
existwithalcoholdependenceandpettyoffensessuchas
shoplifting)ordepressivedisorder(bulimicpatientsoften
experiencedepressivesymptoms)[2].

COMPLICATIONS OF ANORExIA NERvOSA

ThemostseriouscomplicationsofANderivefrommalnu
trition.Patientspresentwithmusclewasting,weakness,vi
talsignchangessuchaslowheartrate,lowbloodpressure
andlowbodytemperature;theirextremitiesmaybecold
andblueandtheirskinyelloworpale.Lossofscalphairis
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notunusual.Somepatientsdeveloplanugo,soft,finehair
ontheirtrunksandarms.Otherscomplainofbloatingor
constipation[1,2].Ofprimaryconcernareelectrolyteab
normalitiesandcardiacarrhythmias.Dehydrationmaybe
observedalongwithabnormallevelsofserumsodium,po
tassium,chloride,carbondioxide.Anorecticswhovomitor
overuselaxativesordiureticsaremorepronetoelectrolyte
problemsthanthosewhodonotengageinthesebehaviors.
Patientswhodrinkverylargevolumesofwatersometimes
develophyponatremia.Thecombinationofhyponatremia
andwaterintoxicationlowersthethresholdforseizures
andcomaandcanprovefatal.Serumphosphoruslevelsare
typicallynormalwhenfirsttestedbutmayfallwhennutri
tionalrestorationbegins;infact,hypophosphatemiamay
contributeto”reefedingsyndrome“whichischaracterized
bycardiacarrhythmias,neurologicalchangesandunantici
pateddeath.Patientstypicallyhaveslowrestingpulsesand
hypotensionandsomeexperiencedizzinessorfainting.An
ECGshowingaprolongedQTcintervalcanbeaforerunner
ofventriculararrhythmiaandunforeseendeath.Bonemar
rowsuppression,lowredbloodcell,whitebloodcell,and
plateletcounts,oftenaccompaniesAN.Leukopeniacan
increasethetimerequiredforinfectionstoheal.Withnu
tritionalrestoration,redcell,whitecellandplateletcounts
generallyreturntonormal.Slowedgrowthandshortstat
urecanoccurwhenyoungpeopledevelopANbeforethey
havereachedtheirfullheightpotential.Throughnutrition
alreplenishment,itispossibleforrecoveringadolescents
tomakeupsomeoftheirlostgrowth;nevertheless,they
mayneverachievetheirfullgrowthpotential.Thiscanbe
oneofthepermanentsideeffects.Amenorrhea,oneofthe
definingfeaturesofAN,resultsfrompoornutrition,over
exercise,lowweight,reducedbodyfat,andpsychological
stress.Themostseriousconsequenceofamenorrheaand
lowestrogenisosteopenia,whichcandevelopsoonafter
theonsetofAN.

COMPLICATIONS OF PURGING

Purgingthroughselfinducedvomitinghasbeenacom
monmeansofeliminatingcaloriesinBNandAN/purging
type.Moreoften,individualswhopurge,alternatebetween
periodsoffoodrestricting,bingeingandpurging.Unlike
extremefoodrestrictors,individualswhobingeandpurge
donottypicallyisolatethemselvesfromsocialgatherings.
Theycanpresentthemselvesasnormaleatersinsocial
settingswhiletheirweighttypicallyremainsinanormal
range.Becausethereisnoobviousextremeweightloss
andthereisanappearanceofhealthyeating,thesecret
bingeingcontinues.Thepurgeoftenbeginswithabinge,
whichcanbetriggeredthroughstress[1,2,3].

Abingeisdefinedaseatingabnormallylargeamounts
offoodinashortamountoftime,withintwohoursand
usuallyinprivate.Thebingeitselfisoftennotonlyseenas
pleasurableandcomforting,butcanalsobetheoutletfor
emotionalexpressionthatwasabsentinthefamilyunitor
usedasamethodofavoidingemotionslikepainandanger.
Thebingecontinuesuntilabdominalpainoccurs,thein

dividualfallsasleep,iscaught,orselfinducesvomiting.In
timesofstressandloneliness,thepurgecanprovideasense
ofcomfort.Forsome,purgingcontinueswithoutthebinge
forthepurposeofrelaxationanddecreasinganxiety.Purg
ingafterabingenotonlyprovidesphysicalrelief,bloating
anddiscomfort,butalsoisviewedasriddingthebodyof
caloriesandguiltassociatedwiththeingestionofthefood.

Commonlaboratoryfindingsrelatedtoselfinduced
vomitingincludeshypokalemia,mildSTchangesandmet
abolicacidosisoralkalosis.Oralproblemsaremostcom
monlyassociatedwiththispurgingbehavior.Chronicregur
gitationofgastriccontentscanleadtosmoothenamelero
sionoftheteeth,perimylolysisthatcanbeobservableafter
abouttwoyearsofbingeingandpurging;parotidswelling
oftheglands,softpalateinjury,dryskinfromdehydration
orlossofwater,electrolyteimbalance,edema,stomachand
intestinalproblems,andirregularmenstrualcycle.Similar
toselfinducedvomiting,laxativeusecanbecomeanaddic
tivecycleduetoitsfalseimpressionofimmediateweight
loss.Formany,theuseoflaxativesisviewedas“cleansing”
thatsuggestsasenseofstartingover,andwhich,likeself
inducedvomiting,relievesthebodyofthebloatingandab
dominalpainassociatedwithbingeeating[11].

Excessiveexercisehasbeennotedtoplayaroleinthe
developmentand/ormaintenanceofeatingdisorders.
Highlevelsofexercisereducecalories,suppressappetite
andincreasephysicalperformanceinsports.Theinitial
weightlossassociatedwithexerciseprovidessocialrein
forcement,leadingtoincreasedawarenessofone’sphysi
calappearance.Thisheightenedawarenessthenleadsto
anarcissisticpreoccupationwiththebody.Asthebody
reducesinweight,physicalexerciseisincreased.Likewise,
hyperactivityhasbeennotedtobeacharacteristicofap
proximatelyonethirdoftheanorecticpopulation.Exercise
outofcontrolexhibitsapatternsimilartothatofachronic
dieter.Thecompulsiveexerciserarrangeshisorherlifeto
ensurethatritualsandroutinesarenotdisturbed.When
theroutineisdisturbed,depression,guiltandanxietycan
result.Severalotherindicatorsthatexercisebehaviormight
beoutofcontrolinclude:avoidingsocialcontacts,preoccu
pationofthoughtsregardingwhen,whereandhowmuch
toexercise,avoidanceofworkandsocialresponsibilities,
exercisingwheninjured,andaninabilitytoexercisefor
enjoymentorrelaxation.Thereisadecreaseinselfesteem
andanincreaseinrigidityandcompulsiveness,hormone
levelsarealtered,increasedstressfractures,anincreasein
tornmuscles,ligaments,tendonsandcartilage,amenor
rhea,increasedsusceptibilitytoinfectiousdiseases,mood
disturbances,fatigue,dehydration,upperrespiratoryinfec
tions,andmanyother[1,2,3].

COURSE OF THE DISORDER

ProgressofANovertimevariesgreatly.Someanorexics
recoverfullyafteroneepisodeoftheillness,othersreturn
intermittentlytoanormalweightandthenrelapse,but
somedisplayachroniccourseofsymptomsthatwors
enoverthespanofmanyyears,oftenendingindeath.
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FemaleswithANaretwelvetimesmorelikelytodiethan
femalesthesameagewhohavenothadAN.Deathmost
frequentlyresultsfromthephysicalcomplicationsof
starvation,electrolyteimbalance,orsuicide.Notmuch
isknownaboutthecourseofuntreatedBN.Someindi
vidualsmayhaveperiodsofspontaneousimprovement
andthenrelapse.Othersfollowamorechroniccourse,in
whichthesymptomsworsenovertime[1,3].

TREATMENT OF EATING DISORDERS

Thefirstthingistosettheexactdiagnosis,differentialdi
agnosisandconsiderallotherdiseasesthatoccuraspart
ofaneatingdisorderorarefollowedbythesameorsimilar
symptoms[12].Atpresent,therehavebeenfewcontrolled
trialstoguidetreatment,butnumerousobservationalstud
iessuggestthatinitialtreatmentshouldfocusonprompt
weightrestoration.Inthecareofyoungchildrenandado
lescents,engagingthefamilyisanecessarypartoftreat
ment.Initialoutpatienttreatmentofteninvolvesaprimary
carephysician,apsychiatristorpsychologistfamiliarwith
AN,andaregistereddietitian.Educatingthepatientand
familyiscriticalwithregardtothenatureoftheillness,
serioushealthrisks,effectivetreatments,andtheneedfor
followup.Patientsshouldbeseenregularly,usuallyweekly,
tomonitorweightandotherphysicalandlaboratoryindi
cators,suchascardiovascularvaluesandelectrolytelevels,
dependingontheindividualpatient’scourse[1,13,14,15].

Acaloricintakeofapproximately1200to1500kcalis
usuallyrecommendedinitially,withweeklyincreasesof
500kcalperdayamongoutpatientsforaweightrestora
tionof0.5to0.9kgperweek.Indicationsforhospitaliza
tiondependonthephysiologicalandpsychiatricstatusof
thepatient,thepatient’sandthefamily’smotivation,the
feasibilityofoutpatientweightrestorationandtheavail
abilityoflocalresources.

Earlyinterventioncanreducetheriskofarrhythmia
andpreventthedisorderfrombecomingchronic.Brisk
improvementinnutritionalstatuswithfewcomplica
tionsresultingfromrefeedingoccurswheninpatientsare
startedwith1200to1500kcalperdayandtheintakeis
increasedby500kcaleveryfourdaystoabout3500kcal
(forfemalepatients)to4000kcal(formalepatients)per
day.Refeedingusuallyreducesapathy,lethargy,andfood
relatedobsessions,althoughitdoesnotgenerallyeliminate
them.Totalparenteralalimentationisrarelyappropriate.

Closemonitoringisneededduringstarvationandrefeed
ing,includingmonitoringofvitalsignsandattentionto
peripheraledemaandcardiopulmonaryfunction.

Arefeedingsyndrome,reportedinabout6%ofhos
pitalizedadolescents,mayincludeminorabnormalities
(e.g.,transientpedaledema)orseriouscomplications
thatrequireurgentintervention(e.g.,aprolongedQT
intervalorhypophosphatemiawithassociatedweakness,
confusion,andprogressiveneuromusculardysfunction).
Thissyndromeismostcommonamongpatientsweigh
inglessthan70percentoftheiridealbodyweightandin
thosereceivingparenteralorenteralnutrition,althoughit

canalsooccurinthosereceivingvigorousoralrefeeding.
Slowerrefeedingminimizestheriskofseriouscomplica
tions.Phosphorus,magnesium,andelectrolytelevelsand
renalfunctionshouldbefollowedclosely,andsupplements

shouldbeadministeredasneeded.Clinicalchangesand
laboratoryvaluesrequiringimmediateattentioninclude
alteredconsciousness,tachycardia,congestiveheartfail
ure,atypicalabdominalpain,aprolongedQTinterval,se
rumpotassiumlevelsbelow3.0mmolperliter,andserum
phosphoruslevelsbelow0.8mmolperliter.Peripheral
edemaistreatedwithlegelevationandwithholdingadded
saltfromthediet,diureticsmayexacerbatetheedema,and
theiruseshouldbeavoided.Gastrointestinalsymptomsare
commonduringrefeedingandoftenpersist[1,2,3,1216].

Psychotherapy,includingpsychoanalytictherapy,cogni
tivebehavioraltherapyemphasizingthecorrectionofdis
tortedthoughtsandselfdefeatingbehavior,orcognitive

analytictherapyresultinimprovedrestorationofweight,
returnofmensesamongfemalepatients,andimproved
psychosocialfunctioning,ascomparedwithroutinetreat
ment,whichgenerallyinvolveseducationandemotional

support[1,12,13,14,17,18,19].

PREvENTION OF EATING DISORDERS

Thepreventionofeatingdisordersisarelativelyyoung
field.Thegrowinginterestinpreventionrelatestothe
increasedincidenceofindividualssufferingfromeating
disordersandseverecomplicationsassociatedwiththese
disorders.Moreover,eatingdifficultiesandextremepre
occupationwithweightandshape,whichdonotfitthe
completediagnosticcriteriaforANorBN,occurineven
largernumbers.

Primarypreventionfocusesoneliminatingthecauses
ofpredisposingfactors,whilesecondarypreventionad
dressesreducingthecausesandtheperpetuatingfactors
ofeatingproblems.Thegoalofprimarypreventionisto
reducetheincidenceofalleatingdisorders.Anumber
ofstrategiescanbedevelopedtominimizetheimpactof
socialpressures,especiallypressuresonwomen,tobethin.

Secondarypreventionfocusesonreducingtheduration
ofeatingdisorder.Forthisreason,earlydetectionandin
terventionareimportantaspectsofsecondaryprevention,
althoughitisusuallydifficulttoimplementstrategiesfor
earlydetection,becauseindividualswitheatingproblems
oftenattempttoconcealtheirbehavior.

Parents,peersandsiblingsareinagoodpositiontode
tectchangingattitudesregardingfood,weight,andshape.
However,thenatureoftheirrelationshipwiththeindi
vidualatriskorfrequencyofcontactmaypreventthem
fromperceivingtheproblemuntilithasdevelopedinto
a“fullblown”eatingdisorder.Often,teachersareinan
excellentpositiontodetectdevelopingeatingproblems.
Notonlydoteachersspendalotoftimewithadolescents
andyoungadults,theyhaveamoreobjectivepictureof
studentbehaviorandattitudechanges.

Doctors,dentists,andotherhealthcareworkersareof
tenthefirsttodetectanevolvingeatingdisorder.Doctors
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shouldpaycarefulattentiontothesymptomsofweightloss
andamenorrheaamongtheiradolescentandyoungadult
patients.Also,anybowelproblemsordigestivecomplaints
shouldbeanalyzedmorecloselyforthepossibleexistence
ofdevelopingeatingproblems.Dentistsshouldknowthat
severeerosionoftheteethandsalivaryglandenlargement
areoftenindicatorsofbingeingandpurgingbehavior[1,2].

CONCLUSION

Eatingdisordersareagrowinghealthproblem,eveninthis
partoftheworld.Preventionstrategiesshouldbebased
onevidence.Wehavetoplanwiselyandworkcollabora
tivelyacrosssectorstocurbthispotentialepidemicofthe
century.
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КРАТАК САДРЖАЈ
По ре ме ћа ји ис хра не се сма тра ју хро нич ним бо ле сти ма 
ци ви ли за ци је. До да нас нај по зна ти ји и нај ви ше про у ча ва-
ни по ре ме ћа ји ис хра не су ано рек си ја и бу ли ми ја нер во за. 
Ано рек си ја нер во за се сма тра јед ним од нај че шћих пси хи-
ја триј ских про бле ма де во ја ка у пу бер те ту и адо ле сцен ци ји. 
Ви со ка сто па мор та ли те та и мор би ди те та, као и све ве ћа 
екс пан зи ја ових по ре ме ћа ја, об ја шња ва ју по ве ћан број 
ис тра жи ва ња нa ову те му. Глав на од ли ка ових по ре ме ћа-
ја је сте из ме ње но по на ша ње у ис хра ни, би ло као на мер на 
ре стрик ци ја хра не, тј. гла до ва ње, или узи ма ње пре ве ли ке 
ко ли чи не хра не, тј. пре је да ње. Гла до ва ње, „пре ска ка ње“ 
обро ка, на мер но иза зва но по вра ћа ње, пре те ра но ве жба-

ње и зло у по тре ба лак са ти ва и ди у ре ти ка ра ди одр жа ва ња 
или сма ње ња те ле сне те жи не чи не ком пен за тор не об ли ке 
по на ша ња, ти пич не за ове по ре ме ћа је. Нај бо љи ток ле че ња 
се од ре ђу је на осно ву про це не бо ле сни ко вог здрав стве ног 
ста ња, удру же ног с по на ша њем и на ви ка ма у ис хра ни, до-
жи вља јем соп стве ног те ла, ка рак тер ним осо би на ма лич но-
сти, као и са мим раз во јем и на чи ном функ ци о ни са ња по је-
дин ца. Ко на чан план ле че ња је ин ди ви ду а лан. По ре ме ћа ји 
ис хра не су све че шћи здрав стве ни про блем и у овом де лу 
све та. Пре вен ци ја се мо ра пла ни ра ти у са рад њи раз ли чи-
тих сек то ра, ка ко би се за у ста ви ла епи де ми ја ових бо ле сти.
Кључ не ре чи: по ре ме ћа ји ис хра не; ано рек си ја нер во за; 
бу ли ми ја нер во за; ком пен за тор ни об ли ци по на ша ња
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