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behavioural change rather than vice versa. In other words, once the
patient began to get her bingeing and vomiting under control she
felt better, her self esteem increased, and her distorted view of
herself and her relationship to food began to alter.

It may be that more intensive approaches such as those suggested
by Fairburn, whose patients were seen two or three times a week for
the first three weeks,8 and Lacey, whose patients were seen for half a
day a week,9 have an advantage. Such intensive treatment, however,
is not often possible in an NHS setting and from our results it may
not be cost effective. Most of our patients (71; 77%) were neither
bingeing nor vomiting at the end of treatment, a success rate
comparable with those reported by Fairburn (81%) and Lacey
(80%). Possibly our dropout rate would have been less had we seen
people more intensively in the initial stages of treatment.
From the therapists' point of view groups therapy was the least

satisfactory. The dropout rate was highest (37%) and there was a
tendency for the overall improvement to be less. Patients expressed
more dissatisfaction with this treatment. Nevertheless, it still
proved remarkably effective for those who continued with it, and
clearly it is the most cost effective approach to the disorder.
The other main treatment of bulimia nervosa has been with

antidepressants. Imipramine, phenelzine, and desipramine have all
been found superior to placebo in double blind controlled trials.20-22
There have also been several open studies on newer antidepressants.
All these studies have been short term without follow up, and many
have not controlled for patients with severe depressive disorder who
have bulimia as a symptom. It is not clear from these drug trials
whether antidepressants are having a primarily antibulimic, anti-
depressant, or antianxiety role. What is clear is that the magnitude
ofchange that occurs with drugs is smaller than with psychotherapy.
Patients may show a 50-70% reduction in their bulimic behaviour at
the end of treatment, but this means that many are still bingeing and
vomiting at quite high rates. What little evidence there is therefore
suggests that psychotherapy for bulimia produces greater magnitude
of change, a wider range of changes across target behaviours, and
more stability in terms of maintenance of any change that occurs.
Our patients showed much lower rates of other impulse related

behaviours than some reported studies. Only a small proportion had
engaged in shoplifting, street drug use, selfmutilating behaviour, or
attempted suicide. Their mean weekly alcohol consumption was
exactly as reported in other surveys of Scottish women.23 The
reasons are not clear but may be due to differences in referral
patterns among centres. We are the only clearly defined treatment
centre in the south east of Scotland, and most of our patients were
first or direct referrals. The higher rates reported elsewhere may be
due to an overrepresentation of such multi-impulsive patients being
referred to specialist units.
The study highlights one or two other methodological issues. It is

essential to define patients in terms of all the available diagnostic
criteria for bulimia and bulimia nervosa. The looseness of DSM-III
criteria means that it is no longer tenable simply to state that patients
meet these criteria. It is also important in such studies to ensure that
all patients who are randomised are included in the analysis. Nearly
all other studies of both psychotherapy and drug treatment have
excluded dropouts from their analyses, which clearly biases results
in favour of finding a definite treatment effect.
We conclude that bulimia nervosa is amenable to treatment by

structured once weekly psychotherapy in either individual or group
form. With such treatments, provided that patients complete the
course roughly three quarters will be symptom free at the end of 15
weeks.
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ONE HUNDRED YEARS AGO

Admiral Inglefield, reporting on the Lady Strangford Hospital, which has
now been in working order for some months, and has been of great service to
many sufferers landed from steamers passing through the Suez Canal, points
out that, judging from the number already received, more than 200 patients
may be expected in a year; and of these, many are likely to be serious cases,
chiefly sailors. Last month, 60-8 per cent. ofthe beds were filled. There have
been seven deaths, and fifty-three patients have been discharged cured. Not
only from the ordinary steamers, but also from Her Majesty's Indian
troopships and other vessels of the Royal Navy, have sick been sent to the
hospital. The committee have still to make up a deficiency of £1,700, and
£500 more will be needed to build a separate ward for isolated cases. So many
persons are interested, directly or indirectly, in those who pass through the
Canal, or many have friends in India, China, or Australia and New Zealand,
and not a few are concerned in Egypt, the Canal, or in ships that pass
through, that the committee do not hesitate to make this appeal, in hopes
that the £2,200 still required for the building fund will be supplied speedily
and willingly.

(British MedicalJ7ournal 1888;i:9)

Correction

Antigen detection in primary HIV infection

We regret that two editorial errors occurred in this paper by DrM von Sydow and
others (23 January, p 238). The heading for table II should have read, "Time
course of appearance of different serological markers of infection with HIV in a
patient with primary symptomatic infection." Also, in the third paragraph of the
discussion Mathiesen was twice incorrectly spelt Mathieson.
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