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CASE REPORT

Diabulimia in a 23-Year-Old Woman With Multiple 
Comorbid Conditions

Stephen Poos, B.A., and Kaitlin McGowan, B.A.

Diabulimia is the behavior of withhold-
ing insulin injections in the presence of 
type 1 diabetes for the purpose of weight 
loss (1). Review of the literature suggests 
that diabulimia is a significant yet under-
reported problem among female patients 
with diabetes. In a U.S. study of females 
ages 13–60 with type 1 diabetes, 31% re-
ported intentionally omitting insulin 
over their disease course, with nearly 
9% reporting frequent occurrences of 
this behavior. Among those omitting in-
sulin, half stated that weight control was 
the primary motivation (2). Consequent 
suboptimal glycemic control was associ-
ated with increased rates of complica-
tions, including neuropathy, retinopathy, 
and hospitalization (2). However, many 
individuals with diabulimia often per-
sist with the behavior despite full aware-
ness of the potential detrimental conse-
quences (3).

There is a need for both greater 
awareness of the condition among phy-
sicians and recognition of the condition 
as a legitimate diagnosis. These patients 
require greater access to specialized care 
and more options for treatment. Diabuli-
mia remains underrecognized in the pa-
tient population and can be adequately 
addressed only with a multidisciplinary 
response from health care professionals 
educated about this condition.

A case of diabulimia in a 23-year-
old woman with multiple psychiatric 
comorbid conditions is presented here. 
This case is unique because of both its 
severity and its multifactorial etiology. 
The goal of this case report is to add 
to the growing body of literature sur-
rounding this topic, raise awareness of 
the condition, and provide clinicians 
with an overview of screening and 
treatment.

CASE PRESENTATION

A 23-year-old Caucasian female was hos-
pitalized for diabetic ketoacidosis (DKA). 
Medical history included diagnosed as 
having type 1 diabetes at age 6 with mul-
tiple admissions for DKA and complex 
regional pain syndrome type 1. Psychi-
atric history included anorexia nervosa, 
posttraumatic stress disorder (PTSD), 
and major depressive disorder, with one 
prior medication overdose and three life-
time psychiatric hospitalizations.

In the 6 months prior to the present 
hospitalization, she had six hospitaliza-
tions for recurrent DKA. During one 
prior hospitalization, she was prescribed 
sertraline, propranolol, and prazosin 
upon discharge but subsequently had is-
sues with medication compliance. The 
patient admitted that she had been skip-
ping insulin with the intention of losing 
weight, which was a behavior she had 
learned in childhood from other girls 
with diabetes. She also reported that she 
usually ate only one meal a day. The lon-
gest she had ever gone was 4 days with-
out food and 1 week without insulin. Dur-
ing this time, the patient had been seeing 
a therapist, who discontinued therapy 
after the patient was given a diagnosis of 
anorexia, because the therapist felt that 
more specialized care was needed.

The patient had experienced 4 days 
of DKA symptoms, including subjec-
tive fevers, chills, nausea, and vomiting, 
which led to the present hospitalization. 
In the hospital, she received intravenous 
insulin, thiamine, magnesium, phospho-
rus, and fluids. Her psychiatric medica-
tion regimen was restarted.

The patient was then enrolled in a 
partial inpatient eating disorder pro-
gram and was discharged after a month. 

Two weeks after her discharge, she was 
admitted to a different hospital for DKA. 
During this admission, she stated that 
while the program helped her improve, 
she felt unprepared for discharge. After 
stabilization, the psychiatry team rec-
ommended discharge to home with out-
patient follow-up with primary care, 
endocrinology, and psychiatry for medi-
cation management and psychotherapy. 
The day after discharge she was read-
mitted for DKA; the patient stated that 
she felt she was sent home too soon. 
Following this second readmission, she 
was enrolled in an intensive outpatient 
program, which she preferred over inpa-
tient placement, as well as a home care 
program and a virtual eating disorder 
support group.

DISCUSSION

Exogenous insulin is a mainstay of treat-
ment for patients with type 1 diabetes; 
however, weight gain is a known side 
effect. In one study, patients with type 
1 diabetes treated over the course of 1 
year with an intensive intervention for 
blood glucose control increased their 
weight on average to 9% above ideal 
healthy weight. The weight gain oc-
curred despite no reported changes in 
caloric intake or physical activity (4). 
Such weight gain can be a significant 
barrier to compliance with insulin. The 
term “diabulimia” was thus coined to de-
scribe patients who deliberately admin-
ister inadequate insulin for the purpose 
of weight loss (1).

Our case is remarkable for the num-
ber of comorbid conditions and the fail-
ure to provide adequate treatment. First, 
the patient had a diagnosis of PTSD, 
which is known to be associated with the 
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development of eating disorders later in 
life (5). Past trauma has also been identi-
fied as a common theme among patients 
with diabulimia (3). Second, the patient 
initially learned purposeful insulin re-
striction for weight loss from other fe-
male patients with diabetes. Third, her 
psychologist was unable to manage her 
eating disorder and discharged her from 
care with instruction to find a provider 
who could better manage her condi-
tion. The patient’s inability to do so led 
to a lapse in her mental health care and 
likely contributed to the string of hos-
pitalizations and life-threatening DKA 
episodes. Compounding these factors 
was dysfunction in the patient’s fam-
ily, another known contributor to eating 
disorders (6). Finally, the patient’s low 
level of baseline function played a role 
in dictating the treatment setting. Typi-
cally, a patient with chronic intentional 
insulin omission would be enrolled in an 
inpatient treatment program (7). How-
ever, the patient’s preference for inten-
sive outpatient therapy was honored, 
given her prior negative experience with 
inpatient therapy. The patient’s physical 
deconditioning from poor caloric intake 
and comorbid physical conditions ne-
cessitated reacclimating to functioning 
within her home environment and thus 
enrolling in a home health care program.

A few other cases of patients with di-
abulimia have been reported in the liter-
ature. Patients given a diagnosis of type 
1 diabetes during adolescence or young 
adulthood may be especially at risk be-
cause of body appearance and social ac-
ceptance issues (8). In a somewhat simi-
lar case involving a 15-year-old girl with 
diabulimia, the patient initially learned 
of the relationship between insulin and 
weight control in the diabetes education 
she had received when she was initially 
diagnosed as having type 1 diabetes (8). 
In addition to being associated with di-
abulimia, type 1 diabetes has been asso-
ciated with a variety of other disordered 
eating behaviors. In contrast to diabuli-
mia, in which patients intentionally in-
duce hyperglycemia, some patients with 
type 1 diabetes intentionally induce hy-
poglycemia to control binging (9). In 
one such case describing a 28-year-old 
woman with a diagnosis of type 1 diabe-
tes and bulimia, the patient reported a 

subjective sensation of needing to binge 
when her blood glucose levels were el-
evated to 10–14 mmol/L. The patient 
subsequently overdosed her insulin, re-
sulting in a state of hypoglycemia, as a 
strategy to defeat the cravings that led 
to her binges (9). Additional disordered 
eating behaviors associated with type 
1 diabetes include binge eating, self-in-
duced vomiting, and dieting (10). Highly 
disordered eating habits among patients 
with type 1 diabetes are of utmost con-
cern because of the association between 
these behaviors and worsening glycemic 
control that can lead to permanent mi-
crovascular complications (10).

Over the course of this disease, our pa-
tient encountered emergency room staff, 
intensivists, and primary care and men-
tal health care providers, each of whom 
were unable to recognize the signs of 
diabulimia and worked separately from 
each other. This is why we advocate for 
wider screening and a multidisciplinary 
approach to treatment. For uninsured 
patients, primary care providers, clinic 
workers, and emergency department 
providers can all play important roles in 
providing life-saving diagnoses for this 
condition. Providers should be famil-
iar with diabulimia risk factors, includ-
ing female gender, high body mass index 
prior to type 1 diabetes diagnosis, being 
given a type 1 diabetes diagnosis between 
ages 7 and 18, dissatisfaction with bodily 
appearance, low self-esteem, history of 
depression, and a family history of eating 
disorders (11). Given the underdiagnosed 
nature of the condition, it may be appro-
priate to screen for diabulimia in all pa-
tients with eating disorders and type 1 
diabetes—especially patients presenting 
with DKA, given the potential lethal con-
sequences of this condition. Screening is 
recommended among adolescent female 
patients with type 1 diabetes and either 

increased HbA1c levels, history of recur-
rent ketoacidosis or frequent hospitaliza-
tions, or significant weight loss (8).

The modified Eating Disorder Inven-
tory, Diabetes Eating Problem Survey, or 
the modified SCOFF questionnaire can 
be used for such screening (11). Treat-
ment should be promptly initiated by a 
multidisciplinary group consisting of a 
diabetes management team, dietician 
team, and mental health team. A diabe-
tes care team member (either a primary 
care provider or an endocrinologist) may 
alter the insulin regimen for patients re-
stricting their food intake (11) and grad-
ually increase the amount of insulin in 
conjunction with changes in calorie in-
take. Providers may consider prescribing 
an insulin pump instead of insulin injec-
tions, because this has been associated 
with better HbA1c control (11). Overall, 
providers should encourage “good” gly-
cemic control over “optimal” (7). Al-
though diabetes care providers may be 
reluctant to relax their treatment regi-
mens, having patients spend less time 
on their diabetes management is a key 
part of the recovery process (7, 11). For 
the dietician team, goals should include 
reestablishing a regular meal pattern, es-
tablishing intuitive approaches to meal 
planning, and relaxing carbohydrate 
counting (11). Providers should avoid 
providing positive reinforcement for 
any weight loss achieved during recov-
ery, because this can sabotage recovery 
(7). The mental health team should con-
duct cognitive-behavioral therapy and 
assess and address the effects of type 1 
diabetes and eating disorders on aspects 
of daily living (11). The mental health 
team should also screen for depression 
and consider whether family therapy is 
needed, because poor family dynamics 
can exacerbate a patient’s condition (7). 
Providers should be vigilant for patients 

KEY POINTS/CLINICAL PEARLS

• Diabulimia risk factors include female gender, body dissatisfaction, low self-
esteem, depression, and family history of eating disorders.

• Screening for diabulimia is recommended for young patients with type 1 dia-
betes who are noncompliant with their diabetes care regimen.

• Multidisciplinary diabulimia management includes a diabetes management 
team, dietician team, and mental health team.
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intentionally misusing their insulin, 
which may signal a need for more family 
involvement in their care (7).

Diabulimia patients also report over-
whelming negative experiences with the 
health care system (3), and much work is 
needed to rectify this issue. First, diabu-
limia must be recognized as a legitimate 
medical and psychological diagnosis. It 
does not appear in the DSM-5, and thus 
it is usually recorded in the patient re-
cord as either anorexia nervosa or buli-
mia nervosa (https://www.nationaleating-
disorders.org/diabulimia-5). The lack of 
a specific diagnosis in medical records 
creates difficulty in studying key epide-
miological factors, such as prevalence, 
risk factors, or comorbid conditions, thus 
contributing to the paucity of literature 
on this condition. Alternatively, diabuli-
mia could be viewed as a compensatory 
behavior within the already established 
DSM-5 eating disorder diagnoses. How-
ever, we advocate for diabulimia as a dis-
tinct diagnostic code, because it appears 
to be a unique psychological disorder in 
its own right. Because of the interspe-
cialty overlap inherent in diabulimia, 
health care professionals in all disci-
plines must become comfortable screen-
ing for, diagnosing, and treating diabuli-
mia, as well as other eating disorders. 
Providers would benefit from increased 
outreach programs from patient advo-

cacy groups, potentially through social 
media campaigns promoted by empow-
ered and recovered patients. As more 
health care professionals become famil-
iar with the condition and as visibility 
spreads, diabulimia patients will have 
more avenues for recovery.

CONCLUSIONS

Diabulimia is gaining recognition within 
the medical community. As awareness of 
the condition spreads, more work must 
be done to improve patient outcomes. 
There is a clear need for provider educa-
tion, recognition of diabulimia as a legit-
imate diagnosis, a multidisciplinary re-
sponse to this condition, and a push for 
increased access to mental health care 
for eating disorders.
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