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ABSTRACT

Objective: To review evidence of the
validity and clinical utility of Purging Dis-
order and examine options for the Diag-
nostic and Statistical Manual of Mental
Disorders fifth edition (DSM-V).

Method: Articles were identified by
computerized and manual searches and
reviewed to address five questions about
Purging Disorder: Is there “ample” litera-
ture? Is the syndrome clearly defined?
Can it be measured and diagnosed reli-
ably? Can it be differentiated from other
eating disorders? Is there evidence of
syndrome validity?

Results: Although empirical classifica-
tion and concurrent validity studies
provide emerging support for the distinc-
tiveness of Purging Disorder, questions

remain about definition, diagnostic reli-
ability in clinical settings, and clinical
utility (i.e., prognostic validity).

Discussion: We discuss strengths and
weaknesses  associated with  various
options for the status of Purging Disorder
in the DSM-V ranging from making no
changes from DSM-IV to designating Purg-
ing Disorder a diagnosis on equal footing
with Anorexia Nervosa and Bulimia Nerv-
osa. © 2009 American Psychiatric Association.

Keywords: purging disorder; classi-
fication; eating disorder not otherwise
specified (EDNOS); Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM)
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Introduction

At present, any clinically significant eating disturb-
ance that is neither Anorexia Nervosa (AN) nor
Bulimia Nervosa (BN) is diagnosed as Eating Disor-
der Not Otherwise Specified (EDNOS). Although
“NOS” is intended as a residual category, in prac-
tice EDNOS captures a large proportion of patients
presenting for treatment of a clinically significant
eating disorder."* Similarly, community-based epi-
demiological studies have shown that most individ-
uals with a clinical eating disturbance do not meet
full criteria for AN or BN.>® Because research
largely has been directed at studying the eating dis-
orders specifically recognized in DSM-1V, scientific
knowledge about the prevalence, clinical correlates,
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risk factors for and treatment of EDNOS is limited.
From a clinical perspective, the least is known
about and the fewest treatment resources are avail-
able for the largest segment of patients seeking
help for their eating problems.

The problem with the current nosology goes well
beyond the fact that a large number of individuals
cannot be given a specific diagnosis. A significant
concern is that EDNOS includes a heterogeneous
set of eating problems. The fourth edition of the
Diagnostic and Statistical Manual for Mental Disor-
ders (DSM-IV) provides six examples of clinical
presentations that warrant a diagnosis of EDNOS;
of these, Example 4 is the focus of our review: “the
regular use of inappropriate compensatory behav-
ior by an individual of normal body weight after
eating small amounts of food”®; p. 594. Since the
publication of the DSM-IV,” the term “Purging
Disorder”® was introduced to give a name to and
facilitate more systematic study of this particular
EDNOS condition. We note that consistent with the
term “compensatory” behavior, for the purposes of
our review, purging is considered a symptom of
Purging Disorder only when it is done for the pur-
pose of weight or shape control. Therefore, our
review does not consider studies of purging as a
symptom associated with stress or anxiety, as a
behavior expressing a religious practice (such
as ritual cleansing using laxatives), or for other
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reasons unrelated to weight or shape (e.g., illness,
extreme intoxication, withdrawal symptoms etc.).

Our review will focus on the overarching ques-
tion of whether Purging Disorder should be intro-
duced in the DSM-V (a) as a specific eating disorder
(i.e., similar in “standing” to AN or BN), (b) within
an expanded definition of AN or BN (which may or
may not entail subtype status for Purging Disor-
der), (c) as a disorder in need of further study (i.e.,
placed in the appendix of DSM-V similar to how
Binge Eating Disorder, BED, was introduced in the
DSM-1V), or (d) whether no change should be
made to how Purging Disorder is currently handled
within the DSM-IV (i.e., it should remain an un-
named example within the list of possible EDNOS).

Whether to introduce a new disorder in the DSM-
V depends in large part on the “clinical utility” of
the diagnosis.”'® Can clinicians recognize and reli-
ably diagnose Purging Disorder and does this diag-
nosis usefully inform course, outcome, and treat-
ment decisions in ways that a diagnosis of EDNOS
would not? Since DSM-III, concerns have been
voiced about a proliferation of diagnoses and, as
Blashfield et al.'! have cautioned, once added, diag-
nostic categories are difficult to remove. Blashfield
et al.'* proposed five criteria to be considered when
deciding whether to introduce a disorder in the
DSM which include attention to clinical utility. One,
there should be ample literature about the proposed
syndrome. Two, the diagnostic criteria should be
articulated clearly and assessment instruments
should exist that may be used for determining
whether an individual does or does not meet the
criteria. Three, the proposed syndrome should be
diagnosable with a high degree of reliability by inde-
pendent assessors (clinicians). Four, evidence
should be available that the proposed syndrome can
be differentiated from other (similar) syndromes.
And five, evidence should be provided regarding the
coherence and validity of the syndrome, whereby
validity is measured in part by clinically important
variables such as differential treatment response,
course, or outcome. Of note, these are not the only
articulated set of criteria set forth for evaluating the
validity or utility of including a diagnosis in nosolog-
ical schemes. Thus, these criteria are not used to
draw a final conclusion regarding what the fate of
Purging Disorder should be in the DSM-V. Instead,
they are used to provide a common framework for
reviewing the different forms of evidence available
for evaluating how Purging Disorder might be
addressed in the DSM-V.

In this review, we explore the status of Purging
Disorder according to Blashfield et al.s'' criteria.
We also briefly describe gender, developmental,
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and cultural considerations concerning this syn-
drome. We conclude with options for consideration
by the DSM-V Eating Disorders Work Group.

Method

Building upon a previous review article by Keel,'? journal
articles were identified by searching PubMed and Psy-
cINFO for articles published (in print or electronically) as
of Feb. 2009 (using the following search terms “Purging
Disorder; Eating Disorder not Otherwise Specified; sub-
threshold or partial bulimia nervosa; purging), by search-
ing ISI Web of Science for articles that had cited papers
by Keel et al.,? Binford and le Grange,'® or Wade et al.,**
and by reviewing the reference lists of relevant journal
articles for additional papers. Our search identified 30
articles available for an examination of definitions for
Purging Disorder, and each article was coded for symp-
toms used for definition, name given to the syndrome, as
well as diagnostic reliability, and mean purging fre-
quency. Seven additional independent studies were
found that described results of latent class or profile
analysis for empirically classifying eating disorders.
These articles were coded for resulting latent groups and
the features associated with purging groups. Finally,
studies comparing individuals with Purging Disorder to
individuals with no eating disorder or with BN were
coded in terms of the sample sizes and differences (or
lack thereof) on a broad range of external validators.

Results

Criterion 1. Is There Ample Literature on
Purging Disorder?

Blashfield et al.'' recommended a minimum
threshold of 50 journal articles, including at least
25 empirical articles, published about a proposed
category in the 10 years leading up to its inclusion
in the DSM. Although obtaining an accurate publi-
cation count is difficult because of the myriad of
names used for Purging Disorder, the threshold
number for empirical papers has been surpassed,
as reflected in tables summarizing key findings of
our review. We are aware of ~48 total journal
articles that include the topic of Purging Disorder
that have been published or are in press. We con-
clude that the “ample literature criterion” has been
met for the number of empirical papers and may
soon be met for the total number of published
articles on this newly proposed syndrome. This lit-
erature provides a base for evaluating the merit of
Purging Disorder as a diagnostic category in light
of the remaining, more substantive, criteria.
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Criterion 2. Is There a Common Set of
Diagnostic Criteria for Purging Disorder and
Are There Assessment Tools Available for
Measuring the Syndrome?

A review published in 2007'? found that no uni-
form set of criteria had been used across studies.
However, there has been increasing consistency in
terminology and definitions in more recent publi-
cations.”>™'® Table S1 has been updated from this
previous review'? and is available as Supporting In-
formation Material. As described below, certain fea-
tures have been used in a majority of studies, sug-
gesting some uniformity in the conceptualization
of the syndrome.

Recurrent purging to influence weight or shape
has been included in most (26/30; 87%) articles in
contrast to the use of compensatory behaviors—a
broader feature that includes both purging (vom-
iting, laxatives, diuretics) and nonpurging (fasting,
excessive exercise) behaviors. Among the 26 studies
that included recurrent purging as a central feature,
different methods of purging (i.e., self-induced
vomiting or laxative abuse) have been included in
at least 20 (77%). In five studies, purging was not
explicitly defined, and one study reported on the
presence of recurrent self-induced vomiting among
women without binge eating.'?

A recent article compared varying definitions
of Purging Disorder in terms of resulting point
prevalence estimates and evidence of syndrome
validity using external validators.?® Although a
narrow definition which required purging
through the use of self-induced vomiting, laxative
or diuretic abuse to influence weight or shape
resulted in the lowest point prevalence (and
smallest sample size for analyses), this narrowly
defined group demonstrated statistically signifi-
cant differences from a non-eating disorder
group on psychosocial adjustment. Moreover,
large effect sizes were found for comparisons of
this narrowly defined group and non-eating dis-
order controls across several external validators.
In contrast, a broader definition of Purging Disor-
der that included those who engaged in any com-
pensatory behaviors resulted in nonsignificant
differences between the broad category and non-
eating disordered individuals that were associ-
ated with small effect sizes. These results suggest
that expanding the definition of Purging Disorder
to include fasting or excessive exercise results in
a more heterogeneous group that shows less dis-
tinct differences from normality.

Minimum frequency and duration of purging has
varied considerably across studies. The highest fre-
quency requirement has been a minimum of twice
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per week (in 15/30 articles; 50%), for a duration
ranging from 4 weeks to 3 months. A handful of
articles have used a minimum frequency of once
per week, ranging in duration from 4 weeks to
6 months. The lowest frequency used has been a
minimum of once per month with a duration rang-
ing from one month to 3 months. Thus, wide dis-
crepancies exist in the minimum frequency and
duration used to define Purging Disorder in the
extant literature.

In a study of EDNOS in 281 adolescent referrals
from an eating disorders treatment program, Eddy
et al.?! found that 32 had purging episodes at least
twice weekly for three months and 14 had purging
at least once per month (but less than twice per
week) for three months. Comparisons of these two
purging groups revealed no significant differences.
However, the number of subthreshold purgers was
small, and it is unclear what proportion fell closer
to the twice weekly requirement (i.e., purged once
per week) vs. fell toward the lowest required thresh-
old. Mirroring results of Eddy et al.,, Haedt and
Keel®® found that adjusting the frequency criterion
for a diagnosis of Purging Disorder from twice per
week to once per week increased the observed
point prevalence of the syndrome in a college-
based sample by ~50%, from 0.6% to 0.9% in
women. In addition, both definitions of Purging
Disorder resulted in groups that differed signifi-
cantly from those without eating disorders on psy-
chosocial adjustment, with nearly equivalent effect
sizes.? Thus, reducing the minimum purging fre-
quency to once per week did not reduce the homo-
geneity or clinical significance of the syndrome and
allowed more individuals to move from the rela-
tively heterogeneous and uninformative diagnosis
of EDNOS to a homogeneous Purging Disorder
group.

Spoor et al.“ examined evidence of psychoso-
cial impairment and health care utilization at dif-
ferent symptom frequency thresholds for a
broader category of those with recurrent compen-
satory behaviors in the absence of binge eating.
Results indicated that females who reported the
use of compensatory behaviors one to seven
times/month did not differ significantly from
those who reported compensatory behaviors eight
or more times/month but that both groups
reported significantly greater psychosocial impair-
ment and mental health care utilization compared
with females with no eating disorder symptoms.
In contrast, health care utilization differed signifi-
cantly only between those using compensatory
behaviors eight or more times/month and symp-
tom-free individuals. This suggests that even rela-

1.22
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tively low frequency levels of compensatory
behaviors are “clinically significant”.

In examining the reported mean frequency of
purging episodes across study samples (see Sup-
porting Information Table S1), it appears that
higher mean frequencies are found in samples
ascertained through clinical settings compared to
those recruited from the community. Indeed, in
looking at two clinic-based samples, 32 of 46
EDNOS-P patients (70%) in one study*' and 106 of
145 EDNOS-P patients (73%) in another study2
(personal communication with Rockert 4/3/08)
reported purging at least twice per week.

Absence of binge-eating episodes as defined
within the DSM has been included in most (25/30;
83%) articles. In three studies,”'®* individuals
with binge-eating episodes at subthreshold fre-
quencies were included in the definition. However,
the maximum frequency of objective binge epi-
sodes ranged from being less than twice per week
to less than once per month across studies, and, in
one of these studies,'® none of the individuals with
Purging Disorder reported objectively large binge
episodes. In a fourth study,®* it is unclear whether
individuals with subthreshold frequencies of objec-
tive binge episodes were excluded although this
seems likely because a separate group of individu-
als with subthreshold BN (i.e., all symptoms of
BN present but at subthreshold frequency) was
defined. Too little information is provided in a fifth
study” to evaluate whether binge-eating episodes
were present among their “purging type” EDNOS
cases.

Beyond requiring the absence of objectively large
binge episodes, two studies*>*® have explicitly
required the presence of subjective binge episodes
(defined as consuming amounts of food that are
not “objectively large” and experiencing loss of
control over those episodes). To our knowledge, no
study has compared individuals with Purging Dis-
order who have subjective binge episodes to those
who do not. However, recent studies that have
excluded individuals with any binge eating (subjec-
tive or objective) in their definitions of Purging Dis-
order'>'"?° suggest that Purging Disorder without
subjective binge episodes occurs in 0.6 to 0.8% of
women. Thus, requiring subjective binge episodes
for a diagnosis of Purging Disorder may leave many
individuals who regularly purge for the purpose of
weight or shape control in the EDNOS category.

A second problem with requiring subjective
binge episodes is poor reliability for assessing these
eating episodes.”’ Specifically, Peterson et al.*’
reported that agreement between originally
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reported and recalled subjective binge episodes
was r = 0.405 for 3 month and r = 0.272 for
12 month recall. Level of agreement was signifi-
cantly higher for recall of objective binge episodes,
suggesting that episodes marked by intake of large
amounts of food may be more distinctively
recalled. Within the first author’s experience assess-
ing and treating Purging Disorder, there is consid-
erable variability in the description of eating epi-
sodes that precede purging. Sometimes these epi-
sodes are described as involving a loss of control
and called “binges”; however, at other times, the
same episode is not described as involving any loss
of control. Moreover, many individuals with Purg-
ing Disorder are aware that they are not eating ex-
cessive amounts of food and express ambivalence
about whether or not they have lost control over
their eating. These findings call into question the
ability to reliably determine diagnoses of Purging
Disorder if recurrent subjective binge episodes
were a required feature. Notably, the two stud-
ies*>?® that required subjective binge episodes for
Purging Disorder did not provide estimates of inter-
rater reliability to directly address this concern.

In the absence of objective binge episodes and
problems with reliably identifying the presence of
subjective binge episodes, one might question if
there is any reliable way to characterize eating epi-
sodes that precede purging in Purging Disorder.
Individuals with Purging Disorder report high levels
of dietary restraint and often endorse specific die-
tary rules. Thus, purging may be precipitated by a
perceived violation of dietary rules. To our knowl-
edge, no study has employed this feature to define
Purging Disorder. Instead, the purpose of purging
to control weight or shape has been utilized to dis-
tinguishing purging that is related to an eating dis-
order from purging that may be related to other
conditions.

Body image disturbance has been included in a
minority of articles’ (11/30; 37%) definitions of
Purging Disorder. The primary form of body image
disturbance used has been the undue influence of
weight and shape on self-evaluation. In several
instances, it seems likely that body image disturb-
ance was included in diagnostic algorithms but not
described in study methods because it did not
uniquely identify those with Purging Disorder in
relation to those given other eating disorder diag-
noses. This impression is reinforced by the fact that
the requirement of body image disturbance must
be inferred in some studies (e.g.,25) from state-
ments that participants would have met full criteria
for BN except for the absence of binge-eating
episodes.
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Not currently meeting full criteria for AN or BN is
implied in all articles because the diagnosis of
EDNOS is made only when the full criteria for these
syndromes are not met. In some, but not all
studies, lifetime history of AN or BN is an exclusion
criterion.

In summary, certain definitional features are com-
mon across studies that serve to distinguish Purging
Disorder from not having an eating disorder and
from the syndromes of AN, BN, and BED. Histori-
cally, the pathway to a uniform set of diagnostic cri-
teria for eating disorder syndromes has come
through inclusion of a syndrome in a set of research
criteria (e.g., Feighner et al.?® criteria for AN) or
inclusion of a syndrome in the DSM-III or later edi-
tions (e.g., inclusion of bulimia in the DSM-III and
inclusion of BED in the appendix of the DSM-IV).
Toward the end of this article, we present suggested
diagnostic criteria for Purging Disorder that reflect
the commonalities among the clearly articulated
sets of criteria used in previous studies.

Assessment Tools

As currently defined across articles, each symp-
tom used for a diagnosis of Purging Disorder also
may occur as part of other eating disorders. There-
fore, the above symptoms and others listed in Sup-
porting Information Table S1 can be measured with
existing instruments of proven reliability and valid-
ity for the comprehensive assessment of eating dis-
orders. Several studies examining Purging Disor-
der®®1317.26.2932 have utilized the Eating Disorders
Examination (EDE)*® or the EDE-Questionnaire®*
because these measures do not employ skip rules.
This makes it possible to evaluate the presence of
purging when individuals do not have low weight
or objectively large binge episodes. Both instru-
ments explicitly require that purging behaviors are
intended, at least in part, to control weight or
shape. This ensures that purging behaviors fit
within the larger category of eating disorders rather
being related to other disorder categories (e.g., anx-
iety disorders, substance use disorders, or somato-
form disorders). A particular advantage of the EDE
is its distinction between objective and subjective
binge episodes. Measures that do not examine the
amount of food consumed during self-reported
binge episodes are likely to include individuals who
have Purging Disorder among those who have BN-
purging type. A disadvantage is that the EDE is
designed to capture diagnostic features over the
past 12 weeks and requires modification to evalu-
ate lifetime history of eating disorders. Although
used less frequently, the Structured Interview for
Anorexic and Bulimic Disorders (SIAB)3® also dis-
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criminates between objective and subjective binge
episodes and does not employ skip rules. Thus, like
the EDE, the SIAB can be used without modifica-
tion to diagnose individuals with Purging Disorder.
Finally, Module H of the Structured Clinical Inter-
view for DSM-1IV Axis I Disorders can be modified
to identify individuals with Purging Disorder. The
main modification is to ignore skip rules and
enquire about purging when individuals deny
objectively large binge episodes. Previous studies
have reported high interrater reliability for EDE
assessments of BN and Purging Disorder for
current diagnosis®*® or lifetime diagnosis'* (see
Criterion 3 section). Similar data have yet to be pre-
sented for the SIAB and SCID.

At this stage, we conclude that the criterion of a
consistent definition has been partially met. It is
possible to articulate a clear criteria set based on
the existing consensus of certain key features used
to define Purging Disorder in the literature. The
related criterion of the availability of reliable
assessment tools has been met. Regarding the
definition, there is near unanimous agreement that
purging to influence weight or shape encompasses
vomiting and use of laxatives or diuretics but not
excessive exercise or fasting. There also is agree-
ment that purging occurs in the absence of objec-
tively large binge episodes. Most definitions do not
require the presence or absence of subjective binge
episodes, and this may reflect difficulties in reliably
assessing this feature. At this time, it is unclear
whether or how eating episodes that precede purg-
ing should be defined. Less agreement is found for
the additional criterion of body image disturbance,
though this may reflect incomplete reporting of
methods rather than true inconsistencies in how
Purging Disorder has been defined across studies.

Criterion 3. Is There Diagnostic Reliability?

Most articles (21/30; 70%) have not reported on
reliability of diagnostic assessments. In addition,
with the exception of Fink et al.'® who reported
excellent interrater reliability (0.91) for Purging
Disorder, studies that have reported diagnostic reli-
ability provide estimates in aggregate for eating dis-
order diagnoses. Thus, it is possible that the reli-
ability of Purging Disorder diagnoses is either
higher or lower than depicted due to the impact of
the reliability of other eating disorder diagnoses on
overall estimates. Among the few studies providing
estimates, interrater reliability appears to be excel-
lent, with kappas ranging from 0.86 to 1.00. In addi-
tion, one study reported kappa = 0.96 for test-
retest reliability for eating disorder diagnoses that
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included Purging Disorder.'® Of note, none of the
studies reporting interrater reliability have required
subjective binge episodes in their definitions of the
syndrome. On the basis of data from Peterson
et al.?’ discussed above, interrater reliability might
be considerably lower if subjective binge episodes
were among the disorder’s diagnostic criteria.

For the key features that define Purging Disorder,
data from Peterson et al.*’ regarding accuracy of
symptom recall in eating disorders may be useful.
Results from this study indicate high agreement
between vomiting episodes reported at initial
assessment and recall of vomiting episodes at 6
and 12-month follow-up, supporting the test-retest
reliability of at least one form of purging. Similarly,
results indicated high agreement between objective
binge episodes at baseline and at 6 and 12-month
follow-up as well as reasonably good agreement
between objective binge days over a 3 month
period and recall of these symptoms at 6 and
12-month follow-up. Evidence of test-retest reli-
ability for the assessment of objective binge
episodes would be important for requiring their
absence in a diagnosis of Purging Disorder. Finally,
adequate recall of importance of weight and shape
(items assessing undue influence of weight and
shape on self-evaluation) was found for 6 and
12-month follow-up, although recall was superior
at 6-month follow-up. Overall, results from this
study suggest that the key features that may be
used to diagnose Purging Disorder should demon-
strate good test-retest reliability.

It is important to note that studies have not eval-
uated whether clinicians can reliably recognize and
diagnose Purging Disorder in patients presenting in
their practice. In light of the aforementioned stud-
ies, we would conjecture that clinicians would be
able to recognize and diagnose purging behaviors;

VALIDITY AND CLINICAL UTILITY OF PURGING DISORDER

however, this would have to be examined empiri-
cally. We conclude that Purging Disorder can be
reliably diagnosed by two or more assessors but
note that there is insufficient evidence that the reli-
ability criterion has been met in clinical settings.

Criterion 4. Can Purging Disorder be
Differentiated from Other Eating Disorders
(and Normality)?

This question is particularly relevant for evaluat-
ing the validity of categorical distinctions between
Purging Disorder and normality and between
Purging Disorder and other eating disorders. If dis-
tinctiveness is not demonstrated, then Purging
Disorder potentially resides on a continuum with
other eating disorders and may be better captured
by expanding criteria for existing syndromes.
According to Kendell,*® statistical approaches such
as latent class analyses and discriminant function
analyses are well-suited to address this issue. More
recently, Wonderlich et al.’” have articulated the
value of taxometric approaches to this issue. Both
discriminant function and taxometric analyses
require the a priori identification of proposed syn-
dromes. Although both analytic techniques have
been used to examine eating disorders, their appli-
cations have been limited to comparisons of syn-
dromes already included in the DSM-IV. As a con-
sequence, our review is limited to studies that have
used latent class or latent profile analyses.

Table 1 provides a summary of results from pub-
lished studies using latent class and latent profile
analyses. At least nine studies have examined the
empirical typology of eating disorder syndromes
using these approaches. Among these, seven have
come from independent samples. Findings from
these seven studies are mixed because of various
methodological differences in samples and indica-

TABLE 1. Summary of latent class and latent profile analysis studies of eating disorders
Study LC# Healthy BN BED ANr PD Other/Mixed
sullivan et al > 4 BN BED [ PD BED (SBEs)
Keel et al.* 4 BN ] ANF ABNmp, ANr low BID
Striegel-Moore et al.*? 3 BN BED PD
Wade et al.' 5 Healthy Obese BED/PD/BN No ED/ANF Purging Overweight
Duncan et al.*! 5 Healthy Low wt, Dieters, BID, ED
Pinheiro et al.*? 4 Healthy BN BED [ ] PD
Eddy et al.? 5 BN BED BNmp, High BID
ANr low BID

Gray-shaded cells indicate that a study was not able to find a particular latent group due to restriction in participant inclusion criteria.

BN, bulimia nervosa; BED, binge eating disorder; ANr, anorexia nervosa restricting subtype; ED, eating disorder; PD, Purging Disorder; BID, body image
disturbance; SBE, subjective binge episodes; ABNmp, anorexia bulimia nervosa multiple purging; mp, multiple purging.

aBulik et al.* conducted a latent class analysis on data from the Virginia Twin Registry used in Sullivan et al.3® However, assessments in this study only
queried purging if objectively large binge episodes were present. Thus, this article would not be able to detect Purging Disorder. To avoid inclusion of non-
independent findings, only the Sullivan et al.*® article is included.

P Mitchell et al.*> conducted a latent profile analysis on a subset of participants included in a latent profile analysis conducted by Eddy et al.** To avoid
inclusion of nonindependent findings, only the larger Eddy et al.** paper is included.
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tors included in analyses. For example, approxi-
mately half of the studies (3/7; 43%) have produced
a latent group with no eating disorders; however,
this is entirely a reflection of whether or not indi-
viduals without eating disorder features were
included in analyses. Every study that has included
individuals without eating disorder symptoms has
produced a latent group that is relatively healthy,
supporting a boundary or point of rarity between
the presence and absence of eating disorders. Fur-
thermore, no individuals with Purging Disorder
have emerged within this healthy group, support-
ing a distinction between normality and Purging
Disorder.

Among the seven independent latent structure
studies, four (57%) have identified a class domi-
nated by purging behavior, including three papers
using latent class analyses (LCA)**°** and one
article using latent profile analyses (LPA).3! Results
from LCA studies have provided more consistent
support for a Purging Disorder class that is distinct
from classes that resemble BN and BED. In contrast,
results from LPA studies suggest greater overlap
among syndromes characterized by purging, includ-
ing Purging Disorder, AN-binge purge subtype, and
BN purging subtype within a single latent group.

Table 2 summarizes the correspondence
between features that may be used to diagnose
Purging Disorder (i.e., recurrent purging to influ-
ence weight or shape, absence of objectively large
binge episodes, body image disturbance, and ab-
sence of AN or BN) and the features of latent
groups resulting from latent structure analyses.
Overall, there is good correspondence between the
requirement of recurrent purging to influence
weight or shape and the presence of this feature in
the majority of latent group members for at least
four of the five studies. The exception to this is a
study by Pinheiro et al.** in which excessive exer-
cise appeared to be the dominant behavioral

TABLE 2.

feature. We note, however, that not all studies in
Table 2 included excessive exercise in classification
analysis, making it impossible to determine
whether this symptom might have emerged with
greater prominence in other studies. Inconsistent
results have emerged with regard to minimum
purging frequency and duration, with one study
finding that most members can be characterized by
purging episodes occurring at least twice a week
over a 3-month period®! and one study suggesting
that this frequency would be rare.*® Most studies
support the absence of objectively large binge epi-
sodes in a majority of latent class members. When
body image disturbance has been included in
latent structure analyses, it has been found in a
majority of purging class members. In other stud-
ies, validation analyses have supported elevated
body image disturbance in purging class members
compared with healthy comparison groups. Finally,
all studies providing lifetime history estimates of
AN and BN found that the recurrent purging behav-
ior occurred in the absence of AN or BN for a ma-
jority of class members.

Latent structure studies have presented various
sets of validation analyses for comparing their
groups. Comparisons between a purging group and
a healthy group have revealed several significant
differences including lifetime Axis I disorders®®*°
various personality variables,*"*® and suicidality.*!
Fewer differences have been reported between
latent purging groups and groups that resemble BN
or BED. In the Sullivan et al.*® study, the purging
group had significantly higher mastery compared
with the BED group and significantly higher self-
esteem and optimism compared with the BN and
BED groups. In the Striegel-Moore et al.*’ study,
the purging class differed in ethnicity from the BED
class, with a higher proportion of white and lower
proportion of black participants in the Purging Dis-
order group.

Description of groups characterized by purging behaviors resulting from latent structure analyses

Proposed PD Features

Latent Structure Studies

Sullivan et al.*® Striegel-Moore et al.* Pinheiro et al.*? Wade et al *'

Latent Class 1 Latent Class 1 Latent Class 3 Latent Profile 4

(n = 30) (n=116) (n=72 (n=87)
Recurrent Purging to influence 100% vomit 100% vomit 38% vomit 67% vomit

weight or shape 10% lax or diuretics
9% diuretics

7% > twice/wk

0% > 4 months

80%

58%

Minimum frequency
Minimum duration
Absence of OBEs
Body Image Disturbance

71%

Not concurrent with AN
Not concurrent with BN

>90%
100%

>97%
>89%

16% laxatives

Not included

Elevated EDI Drive for Thinness
and Body Dissatisfaction

54% laxatives

13% diuretics

67% vomit >

twice/wk for 3 months

63%

Elevated EDE Weight
and Shape Concern

>83%

>71%

17% laxatives
21% diuretics
Not included

86%

Elevated EDE-Q Weight
and Shape Concern

Not included

Not included
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Taken together, there is support for boundaries
or points of rarity between purging syndrome(s)
and normality. In addition, there is some support
for boundaries or points of rarity between purging
syndrome(s) and both BN and BED.***%*? Features
used to define Purging Disorder have received rea-
sonably good support among a majority of studies
that have identified a latent purging group. Two
studies®"** have found that individuals with Purg-
ing Disorder fall into a latent class with individuals
with AN-binge purge subtype and, to a lesser
extent, BN-purge subtype. On balance, there are
enough studies to recommend against lumping
Purging Disorder in with related eating disorders
but too few to confidently conclude that it repre-
sents a categorically distinct entity.

Criterion 5. Is There Syndrome Validity?

Syndrome validity is related to results from
several different kinds of studies, including evi-
dence of boundaries or points of rarity (see Cri-
terion 4 section), specific etiology, and distinctive
course or outcome, and distinctive treatment
response. Evidence of distinct etiological proc-
esses can support the validity of a syndrome by
demonstrating that a syndrome “breeds true” in
family studies or has unique genetic contribu-
tions in twin studies or by demonstrating associ-
ations between a syndrome and “some more
fundamental abnormality—histological, psycho-
logical, biochemical or molecular” (36, p. 47).
Notably, different indicators of syndrome validity
do not always agree.*® Given the intended use of
the DSM-V as a tool to facilitate clinical care of
patients, there is an emphasis for establishing
the predictive validity of syndromes with regard
to course, outcome, and treatment response'’—
validators that address clinical utility. However,
methodologically rigorous studies that address
these forms of validity take considerable time
and resources to complete.

At this point, most studies have examined evi-
dence of concurrent validity of Purging Disorder
as a syndrome. Table 3 provides a brief summary
of reported distinctions between Purging Disorder
and no eating disorder and between Purging Dis-
order and BN, focusing on variables that are not
diagnostic features’® (i.e., external validators).
Studies indicate that individuals with Purging Dis-
order differ from non-ED individuals on a num-
ber of indicators (leptin concentrations, levels of
depression, anxiety, lifetime mood, substance use,
and anxiety disorders, suicidality, impairment,
and health services utilization). Of note, even
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though self-induced vomiting has been associated
with electrolyte imbalances*’ and increased risk
of chronic esophageal inflammation,*® we could
not find a study examining this or other potential
physical complications associated with Purging
Disorder.

Fewer significant differences have been found in
comparisons of Purging Disorder and BN. Purging
Disorder and BN have been found to demonstrate
significantly different CCK responses to a test meal
and to have different serum amylase concentra-
tions. In addition, some studies have reported dif-
ferences on levels of depression, anxiety, current
mood disorder diagnoses, and suicidality. Although
these results appear to be offset by studies finding
no significant differences on psychological indica-
tors or psychosocial impairment, results suggest
that when differences are found they reveal greater
impairment among those with BN.

Finally, only one study has examined Purging
Disorder in relation to AN or BED,'® but its small
sample renders findings difficult to interpret. The
relative lack of attention in the extant literature to
comparisons of Purging Disorder and AN or BED
likely reflects the extent to which AN has been
demonstrated to differ from BN in course, out-
come, treatment response, and mortality even
when both are characterized by binge-purge symp-
toms and the lack of symptom overlap between
Purging Disorder and BED. In light of findings
based on LPA suggesting that Purging Disorder falls
into the same class as AN, comparisons with AN
would be especially important. Formal compari-
sons should be made to more fully address the va-
lidity of Purging Disorder when compared with all
existing eating disorders.

An important caveat for interpreting results from
studies reviewed above is that it is unclear whether
psychological and biological correlates of Purging
Disorder represent a “fundamental abnormality”
because cross-sectional designs cannot speak to
causation. However, these results form the neces-
sary foundation for undertaking more time and
resource-intensive longitudinal designs.

Does Purging Disorder Display a Distinctive
Course or Outcome in Follow-Up Studies?

Methodologically rigorous studies that address
this form of predictive validity and clinical utility
take considerable time to complete. To our knowl-
edge, only two studies have provided prospective
follow-up data for PD.2'® In addition, three stud-
ies®*?°® have provided retrospective data on illness
course and outcome.
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TABLE 3.

Studies examining differences between Purging Disorder and no eating disorder or Bulimia Nervosa

Compared with No Eating Disorder

Compared with Bulimia Nervosa

Significant Difference NS Significant Difference NS
Variable # Studies Mean N # Studies Mean N # Studies Mean N # Studies Mean N

Biological Indicators

CCK response 1 42 1(-) 53

Serum Amylase 1 53 1(-) 57

Serum Leptin 1 53 1 57
Psychological Indicators

Suicidality 1 737 1(-) 75

Symptom Checklist (SCL)-90 1 215

Beck Depression Inventory 2 67 1 267 2(=)1(+) 79, 531 3 124

Rosenberg Self-Esteem Scale 2 502 3 237

Beck Anxiety Inventory 1 267 1(-) 12

State-Trait Anxiety Inventory-State 2 64 1(-) 81 2 65

State-Trait Anxiety Inventory-Trait 2 67 2(—) 79 1 54
Current Axis | Disorders

Mood 1 72 1 62 2(—) 79 1 56

Substance Use 1 72 1 62 3 71

Anxiety 2 67 1(+) 81 2 66

Impulse 1 72 1 76

Michigan Alcoholism Screening Test 1 54

Drug Abuse Screening Test 1 54
Lifetime Axis | Disorders

Mood 3 290 1(=) 81 2 76

Substance Use 2 67 2 79

Anxiety 2 67 2 79

Impulse 1 72 1 62 2 79
Axis Il Disorders/Personality

Cluster A 2 67 2 79

Cluster B 2 67 2 79

Cluster C 2 67 2 79

Any Personality Disorder 1 72 1 62 2 79

Borderline Syndrome Index 1 215

MPS Concern Over Mistakes 1 737 1 75

EDI Perfectionism 1 267 1 12

Barratt Impulsiveness Scale-11 2 67 1 737 1(-) 54 3 77

Impulsive Behavior Scale 1 267 1(-) 12
Psychosocial Impairment 4 1420 3 122
Treatment History

Psychiatric Hospitalization 1(+) 267 1 81

Psychological Treatment 2 730 1(-) 54 2 133

Any Health Care Treatment 1 823 1 952 2 132
Totals for Each Type of Finding® 32 20 18,15 (=), 3 (+) 50

Because of overlap in two studies’ samples'?!

results on the BDI and RSE are reported only for the larger sample.?’ Thus, only unique comparisons are

included in the table. (4+) denotes a significant differences in which Purging Disorder was associated with greater impairment compared to BN; (—)
denotes a significant difference in which Purging Disorder was associated with less impairment compared to BN. All significant differences between Purg-
ing Disorder and no eating disorder reflected greater impairment in Purging Disorder. “Totals include multiple results from individual studies.

Remission, Relapse, Recovery. On the basis of a short
prospective follow-up period of ~8 months in a
sample of 25 women with BN purging and 23
women with Purging Disorder at baseline,? no sig-
nificant differences were found for rates of partial
or full remission. There was inadequate duration of
follow-up to assess relapse. In an 8-year longitudi-
nal assessment of girls,'® average episode duration
for Purging Disorder was 4.7 months, compared
with 3.6 months for BN and 3.9 months for thresh-
old and subthreshold BED, and 2-year remission
rates were 100% for all diagnostic groups, reflecting
no significant differences in remission between
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Purging Disorder and BN or BED. Relapse rates for
PD (5%) appeared to be lower than those observed
for threshold/subthreshold BN (41%) and thresh-
old/subthreshold BED (33%). However, this may
reflect the later age of onset for PD compared to
BN and BED coinciding with the end of the longitu-
dinal study.'®

In one retrospective report of Purging Disorder
outcome, rates of remission 6 months into preg-
nancy were significantly higher for those with ret-
rospective diagnoses of Purging Disorder compared
with those with retrospective diagnoses of BN and
BED.*® Further, continuation of Purging Disorder
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was significantly lower than continuation of
BED.”® In contrast, other retrospective reports of
Purging Disorder*'**° have indicated no signifi-
cant differences in duration of illness or remission
in comparison to AN, BN, or partial/subthreshold
BN or BED.

Diagnostic Crossover. On the basis of a short prospec-
tive follow-up period of 8 months in a sample of 25
women with BNp and 23 women with Purging Dis-
order at baseline,® cross-over rates were low. No
women met criteria for AN at follow-up in either
group. Two women with BN at baseline (8%) met
criteria for Purging Disorder at follow-up, and this
was significantly less likely than continuing to have
BN (p < 0.001). Similarly, one woman with Purging
Disorder at baseline (4%) met criteria for BN at fol-
low-up, and this was a significantly less likely out-
come than continuing to have Purging Disorder (p =
0.001). In an 8-year longitudinal study of girls,'® no
cases (0%) of Purging Disorder (n = 22) crossed-over
to AN, one case (5%) crossed over to BN, and two
cases (9%) crossed over to BED. Further, no cases
(0%) of BN and one case of BED (1%) crossed-over
to Purging Disorder. These rates of diagnostic cross-
over were substantially lower than observed between
BN and BED which ranged from 19% to 42%.

On the basis of retrospective reports, 0-30% of
women with Purging Disorder have reported his-
tories of AN.*#3%%% Viewed as a proportion of those
with lifetime diagnoses of AN, 0-12% of women
with AN also had Purging Disorder at another time
in their lives. Favaro et al.*® reported that three
individuals with lifetime diagnoses of BN (7%) later
developed Purging Disorder.

In summary, there are very limited data on
course and outcome for Purging Disorder. Overall,
course may not differ dramatically between Purg-
ing Disorder and BN, with the exception that Purg-
ing Disorder appears to have a later age of onset.'®
However, preliminary findings support reasonable
longitudinal stability of Purging Disorder as a diag-
nosis with several studies demonstrating that a
majority of individuals with lifetime diagnoses of
Purging Disorder do not have histories of any other
full-threshold eating disorder.

Does Purging Disorder display a distinctive treat-
ment response? We were unable to locate any treat-
ment studies for individuals with Purging Disorder.
As noted in the introduction, this likely reflects the
extent to which controlled treatment studies have
focused on formally defined syndromes. In light of
the emphasis in the DSM on clinical utility, the lack
of such data clearly impedes evidence based rec-
ommendations.
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Who Most likely presents with Purging
Disorder?

The public health significance of a disorder
derives from its prevalence (i.e., higher prevalence
disorders create greater burden) and its clinical sig-
nificance (the more pervasive the impairment the
greater the burden). At present, few data exist on
what proportion of individuals seeking treatment
has Purging Disorder and, as such, it is unclear how
often clinicians in routine practice would encoun-
ter this syndrome. Prevalence estimates based on
consecutive case series of patients presenting at
tertiary treatment centers range from a low of 3% at
an inpatient facility’ to a high of 18%® or 24% in
outpatient clinics."”® The few epidemiological stud-
ies that have reported prevalence estimates for
Purging Disorder suggest comparable percentages
to those reported for DSM IV AN or BN. Current
(“point”) prevalence estimates in adult female
samples have been quite similar across studies
conducted in Australia (0.5%),> Canada (0.6%)'”
and in US college samples (0.6% and 0.8%).'>%°
Life-time prevalence estimates have been more
variable, ranging from 1.1% in an Italian sample*’
to 5.3% in an Australian sample.*

Developmental Considerations. With few exceptions,
studies on Purging Disorder have comprised older
adolescents and young adults and have reported av-
erage ages of onset of around 20 years.”>** In a
sample of 1,336 school children, aged 9-13 years at
baseline, Sancho et al.>" found one case of Purging
Disorder, representing a point prevalence estimate
of 0.14% in girls and 0% in boys. At two-year follow-
up, when the children were between the ages of 13-
15 years, no cases of Purging Disorder were found.>!
In a recent 8-year longitudinal study of adolescent
girls, Stice et al.'"® reported that peak age of onset
was 17 years for BN versus 20 years for Purging Dis-
order, providing support for results from retrospec-
tive studies’ estimates.

Gender Considerations. The point prevalence of
Purging Disorder was higher in women (0.6%—
0.9%) than in men (0.1%) in one college-based
sample® and appeared to be higher in girls (0.14%)
compared to boys (0%) ages 9-13 years.”' However,
these estimates are based on relatively small sam-
ples and lack the stability associated with estimates
from larger population-based samples.

Ethnic and Racial Minorities. Studies to date lack
adequate power to detect significant differences in
ethnic composition. Bearing in mind the caveat
that symptom prevalence cannot be used to extrap-
olate full syndrome estimates, we note that in epi-
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demiological studies of adolescent samples, ethnic
differences for purging behavior were found to be
either nonsignificant®® or significant only when
comparing black girls with Hispanic girls (the latter
reporting higher rates).”® Overall, studies indicate
that Purging Disorder is not restricted to any par-
ticular racial or ethnic subgroup. However, larger
epidemiological studies are required to examine
whether some groups are over or underrepresented
among those with Purging Disorder.

Cultural Considerations. Becker®® provided a very
useful examination of attempts to understand
whether eating disorders identified within one cul-
tural context exist in other cultural contexts. Stud-
ies reviewed above indicate that Purging Disorder
has been identified in the United States, Canada,
England, Australia, Portugal, Italy, and Tanzania.
Thus, with the exception of the study of East Afri-
can women and girls by Eddy et al,'? reports of
Purging Disorder have emerged from Western cul-
tures. Of note, the cases of Purging Disorder identi-
fied among Tanzanian women and girls occurred
predominantly in students, reflecting a high level
of education compared with the full sample,'®
which may increase exposure to Western ideals.
Becker et al.>® found an increase in the use of self-
induced vomiting to control weight among adoles-
cent Fijian girls following the widespread introduc-
tion of television and Western programs to girls’
households. In addition to these recognizable fea-
tures as potential consequences of globalization,
Becker et al. recently found that 35% of Fijian
school girls ages 15 to 20 years endorsed traditional
herbal purgative use.”® Follow-up analyses indi-
cated that traditional herbal purgative use was
associated with significantly elevated impairment
and distress in these girls,”” supporting the value of
culture-specific assessments to enhance detection
of eating disorder symptoms in non-Western con-
texts.”® However, Becker’® cautioned that syn-
dromes identified within a Western context may
not be represented in a comparable indigenous ill-
ness category. In particular, although Fijian girls
endorse using herbal purgatives to compensate for
feasts that do not involve consumption of more
food than most people eat in that context, this
behavior is not always associated with distress and
has not been identified as an “emic” (from within
the local group) disorder.>* Thus, care is required to
ensure that definitions created in a Western context
do not inadvertently pathologize local practices
that may be normative and culturally sanctioned
within non-Western settings.’®
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Discussion

We conclude by reviewing possible options regard-
ing the status of Purging Disorder in the DSM-V.
Our examination of strengths and weaknesses asso-
ciated with each option reflects, in part, limitations
of the extant literature on Purging Disorder. How-
ever, some of these limitations may be addressed in
the near future given that research on Purging Dis-
order has increased rapidly over recent years.
Indeed, in revising Supporting Information Table S1
from a previous review published in a 2007, we
found that the number of empirical papers on
Purging Disorder has more than doubled. Thus,
rather than concluding with what option is supe-
rior based on current evidence, we acknowledge
that new articles may be published with findings
that impact which option is best supported for the
DSM-V.

Option A: Introduce Purging Disorder as a
Distinct Eating Disorder

There are several reasons why Purging Disorder
might be recognized as a specific Eating Disorder
in the DSM-V. The literature on Purging Disorder is
significant and growing, a reasonably consistent set
of diagnostic criteria has been developed, the disor-
der can be recognized reliably, is distinct from nor-
mality, and is associated with distress and impair-
ment. A major gap in the existing literature, how-
ever, is the relative absence of information on
whether Purging Disorder demonstrates a distinc-
tive course, outcome, or treatment response com-
pared with existing eating disorders. Given the im-
portance of ensuring that diagnoses in the DSM
have clinical utility, it may therefore be premature
to include Purging Disorder as a specific eating dis-
order in the DSM-V.

Option B: Redefine Diagnostic Criteria for
Major Eating Disorders (AN or BN) to
Accommodate Purging Disorder

A second possibility would be to group Purging
Disorder either with AN or BN. Individuals with
Purging Disorder do not meet Criterion A of the
DSM-1V criteria for AN. However, individuals with
Purging Disorder might be included within a
broadened category of AN binge-purging subtype if
this criterion were relaxed. There is some support
for this option from two studies finding that Purg-
ing Disorder was grouped with AN-binge purge
subtype in LPA.*"** The proportion of Purging Dis-
order cases absorbed into an expanded AN defini-
tion would depend on how far the low weight crite-
rion was adjusted as individuals with Purging Dis-
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order can be normal weight or overweight. Given
the clinical utility of distinguishing between indi-
viduals with binge-purge behaviors on the basis of
low weight (e.g., differential treatment response to
selective serotonin reuptake inhibitors, differential
course, and outcome with notably high rates of
premature death in low weight individuals but not
in normal weight individuals with binge-purge
behaviors), it is likely that only a modest relaxa-
tion of the low weight criterion would be appro-
priate before an unacceptable loss of information
would occur. If only a modest extension of the low
weight criterion occurs, then a relatively small
proportion of individuals with Purging Disorder
could be accommodated within a revised defini-
tion of AN.

Another option would be to alter the criteria for
what constitutes a binge in the diagnostic criteria
for BN. If a binge eating episode were defined
solely by a sense of loss of control over eating irre-
spective of the size of the eating episode (see® for a
detailed discussion of studies examining the defini-
tions of binge eating), some individuals with Purg-
ing Disorder would meet criteria for BN. However,
as noted earlier, this may have deleterious effects
on the extent to which BN can be reliably diag-
nosed given problems with assessing subjective
binge episodes.27 In addition, it remains to be
explored how many individuals with Purging Disor-
der would be reclassified as suffering from BN with
this revision. Approximately 0.6% of college women
report purging at least twice per week to control
weight or shape, endorse distress and psychosocial
impairment but do not endorse loss of control over
their eating and would be excluded in this
approach.?® In addition, our review suggests that
Purging Disorder appears to be distinct from BN on
several biological and psychological features, which
may contribute to differences in course and treat-
ment response. These findings speak against
absorbing Purging Disorder into a broader category
with BN until studies have been completed to
examine whether or not Purging Disorder and
BN demonstrate distinct course and treatment
response.

Another related option would be to articulate a
broader diagnostic category for bulimic syndromes
which would include a subtype of individuals who
meet current, DSM-1V criteria for BN and a subtype
for individuals who meet criteria for Purging Disor-
der. One problem with this option is that, at pres-
ent, it is unclear whether Purging Disorder would
be best situated as a subtype of a broad category
related to BN or a broad category related to AN or
neither.
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TABLE 4. Proposed criteria for Purging Disorder

A Recurrent purging in order to influence weight or shape, such as
self-induced vomiting, misuse of laxatives, diuretics, or enemas.
B Purging occurs, on average, at least once a week for 3 months.
C  Self-evaluation is unduly influenced by body shape or weight
or there is an intense fear of gaining weight or becoming fat.
D  The purging is not associated with objectively large binge episodes.
The purging does not occur exclusively during the course of anorexia
nervosa or bulimia nervosa.

m

Option C: Introduce Purging Disorder as a
Provisional Diagnosis in Need of Further Study

A third option is to continue to include Purging
Disorder in EDNOS but provide explicit criteria for
Purging Disorder as a provisional diagnosis in need
of further study. This option, which was employed
for BED in the DSM-IV, has the advantage of
naming and defining a syndrome in order to pro-
mote needed research without the disadvantages
incurred by the other options discussed above.

In Table 4, we present possible criteria for defin-
ing this provisional syndrome. The suggested crite-
ria reflect commonalities among definitions pre-
sented in Supporting Information Table S1 such
that results from most studies would remain rele-
vant for understanding Purging Disorder if the pro-
posed definition were included in the DSM-V. How-
ever, future research is needed to examine whether
this working definition provides the best fit for the
presentation of Purging Disorder. Specific areas of
inquiry include (1) the minimum frequency and
duration of purging that distinguishes a clinically
significant disorder of eating from a brief bout of
disordered eating behavior, (2) the necessity of
defining the nature of eating episodes that precede
purging, and (3) the nature of body image disturb-
ance that best characterizes individuals with Purg-
ing Disorder (e.g., undue influence of weight or
shape on self-evaluation, intense fear of gaining
weight or becoming fat, extreme need to control
weight or shape). A poor definition of a valid syn-
drome will undermine efforts to evaluate syndrome
validity. Thus, although it is useful for the field to
adopt a working definition of Purging Disorder that
definition should not become sacrosanct, and there
should be mechanisms in place to allow improve-
ments to how we define Purging Disorder as more
data are collected. Thus, the suggested criteria in
Table 4 represent a potential starting place to begin
addressing several questions necessary to evaluate
syndrome validity and essential to help individuals
with this clinical presentation.

Option D: Make no Revision

Given the limited empirical literature on clinical
utility of Purging Disorder as a diagnostic entity,
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another option is to make no change to the current
DSM-1IV approach, and for Purging Disorder to
remain a briefly characterized example of EDNOS
with no name. This option would eliminate the risk
of prematurely introducing a disorder that may
lack extensive documentation of clinical utility and
would not require the uncertainties entailed in sig-
nificantly expanding existing category definitions.
However, this approach carries the highest oppor-
tunity cost because it constrains collection of the
kinds of information required to understand
whether Purging Disorder has clinical utility. Data
from Haedt and Keel?® suggest that Purging Disor-
der has existed for at least 28 years, and yet a main
reason for uncertainty surrounding its possible
inclusion as a “new” disorder is the absence of
studies that might establish evidence-based treat-
ments, course, or outcome for Purging Disorder.
This lack of knowledge is a direct reflection of the
adage that “we study what we define.”*®

Future Directions

The extant literature suggests that Purging Disor-
der is associated with several indicators of clinical
significance and distinctiveness and, as such, may
warrant an increased level of recognition within
DSM-V. Future studies are needed to address the
definition, diagnostic reliability in clinical settings,
and clinical utility (i.e., prognostic validity) of Purg-
ing Disorder. Greater understanding of the course,
outcome, and treatment of Purging Disorder would
facilitate decisions on the status of Purging Disor-
der within the DSM and would help individuals
who suffer from this condition.
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