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Introduction
Anorexia Nervosa (AN) is a serious eating disorder and mental health condition. It is characterised by restricted food intake, an intense fear of gaining weight, and a disturbed body image. Individuals may also engage in behaviours such as excessive exercise or purging. The condition can affect people of all ages and backgrounds, although it is more common in young women (NHS, 2024; NHS Inform, 2024). However, many individuals do not recognise the severity of their condition, which can delay help-seeking and access to treatment.
“Eating disorders are an increasing public health concern. In the United Kingdom, around 1.25 million people are affected, and up to 6.4% of adults experience symptoms. Around 25% of individuals affected are male, although these conditions are often associated with females. Disordered eating behaviours are also common, particularly among young people. These disorders place significant pressure on health services, with hospital admissions increasing by 84% between 2015 and 2021, especially among children and young people. Nearly half of the patients were aged 25 or under. Anorexia nervosa affects up to 3% of young women and has the highest mortality rate among mental health disorders, with around 5% dying within four years of diagnosis” (Priory Group, 2019).
The International Classification of Diseases, 11th Revision (ICD-11), developed by the World Health Organisation, classifies AN under “Feeding or eating disorders.” This report examines the classification, diagnosis, treatment, and rehabilitation of AN. It also explores current debates, including the role of neurodivergence and the use of Body Mass Index (BMI), and provides recommendations for improving clinical practice and policy.
Classification in ICD-11
Anorexia Nervosa is classified in ICD-11 under “Feeding or eating disorders” in the chapter about mental and behavioural disorders. It is described as a long-term restriction of food intake that leads to low body weight, a strong fear of gaining weight, and a distorted view of body shape or weight. The term “disorder” indicates that it is a serious condition affecting daily life (Bryant et al., 2026).
ICD-11 describes two main types of Anorexia Nervosa. The first is the restrictive type, where people mainly limit their food intake, follow a strict diet, or exercise too much. The second is the binge-eating/purging type, where people may eat large amounts of food and then try to get rid of it by vomiting or using laxatives (Bailey-Straebler & Sproch, 2025). Both types share the same core features but may need different treatments.
The ICD-11 system was created to make diagnoses clearer and more useful compared to ICD-10. It considers not only low body weight but also psychological symptoms, showing that anorexia is not just a physical condition (Dalle Grave, 2023). This helps doctors identify the disorder in different cultures and age groups.
However, some experts argue that relying too heavily on body mass index (BMI) can be problematic. Some people may have serious symptoms but do not meet the weight criteria, which can delay treatment.
ICD-11 also includes severity levels (mild, moderate, severe). These help doctors plan treatment based on symptoms, weight, and the extent to which the condition affects daily life (Dalle Grave, 2023). Even so, there is still debate about weight limits, cultural differences, and how new research should be included.
Diagnosis and Assessment Process
The diagnosis of Anorexia Nervosa (AN) is based on clinical assessment and follows the ICD-11 criteria. Clinicians look at three main factors: a strong fear of weight gain, very low body weight, and a disturbed body image.
The assessment usually starts with a medical check. This includes vital signs, body mass index (BMI), and laboratory tests. These tests help identify problems such as anaemia, electrolyte imbalances, or hormonal changes. Research shows that about 0.9% of women and 0.3% of men are affected by AN at some point in their lives (Shena et al., 2024).
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Figure 1 shows how malnutrition in people with anorexia can affect dental health. It includes problems such as enamel erosion, gum sensitivity, and dental caries (Mdpi, 2023).
Psychological assessment is also important. It includes interviews and questionnaires, such as the Eating Disorder Inventory (EDI) and the Eating Disorder Examination (EDE) (Dziwa et al., 2023). These tools help clinicians understand body image problems, restrictive eating, and behaviours such as purging or excessive exercise.
The ICD-11 also highlights the importance of looking at how AN affects daily life. This includes academic, social, and work life.
However, there are some problems with diagnosis. One main issue is the use of BMI, which may exclude people who have serious psychological symptoms but are not underweight (Barik, 2025). Cultural differences in body image and eating habits can also make diagnosis more difficult because ideas of a “healthy weight” vary around the world. For this reason, early detection is important to prevent health problems and long-term illness.
In addition, a multidisciplinary team is recommended. This may include dietitians, psychologists, psychiatrists, and general doctors (Matheson et al., 2024). Working together helps to consider both physical and psychological aspects, leading to a more accurate diagnosis and better treatment planning. In addition, according to NICE (2019), anorexia nervosa is diagnosed based on a combination of physical, behavioural, and psychological features. The main criteria include restricted food intake leading to low body weight, an intense fear of weight gain, and behaviours that prevent weight gain, such as excessive exercise or purging. Individuals often have a distorted view of their body and place too much importance on weight and shape when evaluating themselves. In many cases, they may also deny the seriousness of their low weight.
The diagnostic process involves a full clinical assessment. Clinicians consider signs such as low body mass index (BMI), rapid weight loss, and physical symptoms like fatigue, dizziness, or hormonal changes. Psychological and behavioural signs are also important, including anxiety, depression, social withdrawal, and changes in eating habits, such as avoiding meals or becoming very restrictive with food. NICE (2019) also highlights that, when possible, clinicians should gather information from family members or carers, as this can support a more accurate diagnosis.
Treatments
Treatment for anorexia nervosa (AN) takes time, and recovery is different for each person (NHS, 2024). It usually involves a multidisciplinary approach, which includes psychological, nutritional, and medical support. First-line treatments often include talking therapies such as Cognitive Behavioural Therapy (CBT-E) and Family-Based Therapy (FBT) (Broersma et al., 2026). CBT-E helps patients change negative thoughts about body image, weight, and eating, while FBT involves the family in supporting recovery and monitoring symptoms.
Medical treatment is important for managing physical problems, such as heart issues, electrolyte imbalances, and low bone density. Nutritional support also plays a key role by helping patients gain weight safely and adhere to structured meal plans, thereby reducing the risk of refeeding syndrome (Oudijn et al., 2022). In some cases, medication such as SSRIs may be used to treat anxiety or depression, but they are not very effective for anorexia itself.
However, treatment outcomes vary. Research shows that after one year of therapy, around 50–60% of patients achieve partial or full recovery, while 20–30% may relapse or continue to have long-term symptoms (Wentz, 2023). This shows that, although treatment is helpful, some people still face challenges.
There are also limitations in current treatment, such as high relapse rates, limited access to specialist services, and differences in individual response depending on age, illness duration, and other conditions (Rashid et al., 2025). Because of this, treatment should be personalised. A holistic, patient-centred approach that combines therapy, medical care, and nutritional support is important for improving long-term recovery and reducing relapse (Rydberg Dobrescu, 2025).

Rehabilitation and Long-Term Management
Rehabilitation for Anorexia Nervosa (AN) concentrated on preventing relapse, maintaining the earlier recovery, and supporting the social and occupational functioning. After early treatment, the patient often needs consistent support through outpatient services, community-based care, and day programs (McNaught et al., 2024). On the other hand, multidisciplinary teams, involving key professionals such as psychiatrists, dietitians, psychologists, occupational therapists, and social workers, play an important role in long-term management.
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(Figure 2, Continental Hospitals, 2024).
Figure 2 highlights the estimated symptoms of Anorexia Nervosa (AN). In this regard, the long-term recovery is an issue, but the studies also estimate that relapse occurs in 31–50% of patients within the first year after discharge from the intensive treatment, with the highest risk at the time of the first six months (Sternheim et al. 2022). This also revealed the importance of the tailored follow-up and early interventions when symptoms re-emerge. Meanwhile, the rehabilitation programs, such as skill-building, psychoeducation, and social reintegration, support patients in improving mitigation strategies, developing body image, and maintaining healthy eating habits.
On the other hand, the community supports the peer groups in developing their engagement style and also ensures motivation for further recovery. Family involvement remains important, particularly for adolescents, as evidence suggests that family support reduces relapse risk and improves functional outcomes (World Health Organisation, 2024). Furthermore, rehabilitation increasingly incorporates the consideration of neurodivergence, addressing that patients with autistic traits or other neurodevelopmental situations might require a tailored approach to reduce anxiety and develop adherence.
Instead of this attempt, there are some limitations. Therefore, entrance to rehabilitation services is often challenging, and some patients experience chronic symptoms or incomplete recovery (Andrade and Galvão, 2025). An important long-term management approach required a holistic approach that included developing medical monitoring, psychological therapy, social support, and personalised interventions to enhance sustained recovery and quality of life, and to satisfy the patient.


Current Debates and Emerging Issues
Anorexia Nervosa (AN) is still the most debated concern in the field of mental health, particularly regarding classification, treatment, and neurodivergence considerations. One ongoing debate approaches the use of body mass index (BMI) as a diagnostic criterion. While ICD-11 uses BMI thresholds to indicate severity, critics argue this might exclude individuals with significant psychological symptoms but “normal” weight, delaying diagnosis and treatment (McNaught et al. 2024). On the other hand, the research recommended that up to 20% of individuals with atypical AN, who satisfy all criteria except low BMI, experience the same levels of medical and psychological impairment as those with classic AN.
Thus, neurodivergence is another field of debate, especially autistic traits, in AN. Therefore, the proof suggests that up to 23% of females with AN exhibit clinically significant autistic traits, which can impact the substances in eating habits, social communication, and responsiveness to standard therapies (Rydberg Dobrescu, 2025). This has led to discussions about whether the major interventions required to shape neurodiverse patients' treatment engagement and outcomes are being shaped.
The importance of current treatments is also debated, while Cognitive Behavioural Therapy (CBT) and Family-Based Therapy (FBT) are globally used and support high relapse rates persist, with 20–30% of patients remaining chronically ill instead of evidence-based interventions (Oudijn et al. 2022). Critics argue that the strong focus on weight restoration may have overlooked underlying cognitive and emotional processes, and recommend developing therapies that address emotion regulation, psychological flexibility, and identity development.
Gender and culture are other challenges that complicate classification and treatment. Traditional diagnostic models were primarily enhanced for the Western female populations, active older adults, non-Western groups and underdiagnosed males (Broersma et al. 2026). This also promoted calls for culturally sensitive diagnostic tools and broader awareness among clinicians.


Recommendations
According to (Psychiatry.org, 2026), early screening should be improved to detect eating disorders as soon as possible. Healthcare professionals should be better trained to ask the right questions and recognise symptoms early. More equal access to care is needed, as diagnosis can vary by sex, race, and ethnicity. Public awareness should be increased so more people seek help. Better resources and support systems should be developed to enable earlier and more accurate diagnosis.
On the other hand, based on current research, clinical debates, and the above discussion, it has been estimated that different recommendations can inform the classification, diagnosis, treatment, and rehabilitation of Anorexia Nervosa (AN). Here are some major recommendations, including
Personalised Treatment Approaches: Treatment should be guided by the neurodivergence considerations, including autistic traits, which affect adherence to therapy. Therefore, tailored interventions, including advanced CBT and sensory-sensitive meal plans, can improve outcomes and increase patient engagement (Matheson et al. 2024).
Holistic Rehabilitation: Rehabilitation programs should combine psychological therapy, medical monitoring, nutritional guidance, and social support. Designed follow-up and peer support groups can decrease the relapse rates, which effectively occur in 31–50% of patients within the first year (Barik, 2025). Vocational and educational support can also develop long-term social functioning.
Review Diagnostic Criteria: ICD-11 must reflect a reduced emphasis on BMI thresholds and the incorporation of more psychological markers. This change would support individuals with atypical AN who experience importance despite a normal weight. Earlier detection can reduce the complications and improve the recovery rates (Shena et al. 2024).
Research and Policy Development: Future research should analyse the long-term outcomes of the designed interventions and develop evidence-based guidelines for the provision of psychological, medical, and social care.
Conclusion
In conclusion, Anorexia Nervosa (AN) is a serious mental disorder that affects the body, the mind, and daily life. This report explained diagnosis, treatment, and classification using ICD-11. Treating anorexia nervosa works best when different professionals help the patient. This includes therapy, food support, and medical care. Early diagnosis and support are very important. Treatment should be personalised and take into account each person’s needs. To achieve better outcomes, long-term support is needed for better recovery.
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