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Feeding and Eating Disorders in ICD-11: A Critical Examination
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1. Introduction
Feeding and Eating Disorders (FEDs) represent a heterogeneous group of psychiatric conditions characterised by abnormal eating behaviours, disturbances in attitudes towards food, and in many cases, preoccupations with body weight and shape. The World Health Organisations International Classification of Diseases, 11th Revision (ICD-11) situates FEDs within Chapter 6: Mental, Behavioural and Neurodevelopment Disorders, acknowledging their complex aetiology and significant psychosocial and medical burden (WHO, 2019). These disorders are increasingly prevalent worldwide, with marked variations across regions, genders, and cultural contexts, and they contribute to elevated morbidity and mortality rates (Smink, van Hoken & Hoek, 2019).
The ICD-11 framework marks a substantial departure from ICD-10, as it broadens diagnostic thresholds and shifts towards a dimensional understanding of mental health disorders. In the case of FEDs, this change reflects an attempt to increase clinical utility and to better capture atypical or subthreshold presentations. However, it has also raised debates concerning risks of over diagnosis, cultural applicability, and the medicalisation of behaviours that may be developmentally normative or culturally sanctioned (Aitchison et al., 2020).
[bookmark: _Int_JEKAEOiE]This assessment critically examines FEDs within ICD-11, focusing on their classification, diagnosis, treatment, and rehabilitation. It also considers contemporary debates surrounding these disorders, including questions of neurodivergence, cultural relativity, and evolving treatment frameworks. Finally, recommendations will be presented for refining classification systems and improving treatment outcomes, grounded in evidence from recent scholarship.
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2.1 ICD-11 Classification
[bookmark: _Int_88c52acH]Feeding and Eating Disorders are defined in ICD-11 as “abnormal eating or feeding behaviours that are not explained by another health condition and are not developmentally appropriate or culturally sanctioned” (WHO, 2019, p. 6B80). The diagnostic grouping encompasses a spectrum of disorders including Anorexia Nervosa, Bulimia Nervosa, Binge Eating Disorder, Avoidant/Restrictive Food Intake Disorder (ARFID), Pica, Rumination Disorder, and Other Specified Feeding or eating disorders (OSFED). Unlike ICD-10, ICD-11 no longer emphasises rigid weight thresholds, particularly for Anorexia Nervosa, instead prioritising behavioural and cognitive features such as persistent restriction of food intake, body image disturbance, and fear of weight gain (Fairburn, 2020).

This shift signals an important conceptual move towards recognising eating disorders as multidimensional conditions, rather than disorders defined solely by physical manifestations such as body mass index (BMI). It aligns ICD-11 more closely with contemporary evidence, which suggests that psychological and behavioural patterns are better indicators of pathology and prognosis than weight criteria alone (Treasure, Duarte & Schmidt, 2020). However, the continued use of the term “disorder” underscores the dominance of the medical model, which has been criticised for pathologizing distress and reinforcing stigma (Eddy et al., 2020).

2.2 Diagnostic Requirements
ICD-11 requires that abnormal eating behaviours:
1. Are not developmentally (e.g., precise eating in toddlers would not qualify).
2. [bookmark: _Int_hUIC7u4j]Are not culturally sanctioned (e.g., fasting practices within religious contexts are excluded).
3. [bookmark: _Int_rDv6ds9k]Cannot be better explained by another medical or psychiatric condition.

The diagnosis must also consider the extent of functional impairment, distress, or physical health risk posed by the behaviours. This focus on functional impact aligns with ICD-11’s overarching framework for mental disorders, which prioritises clinical utility and cultural flexibility (WHO, 2019).

[bookmark: _Int_zdOr4yn5][bookmark: _Int_rm7Z8eUR][bookmark: _Int_LkZc9qHu]For example, Anorexia Nervosa in ICD-11 no longer requires a BMI below 17.5, a criterion retained in ICD-10, but instead emphasises “significant underweight” compared to age, sex, and developmental trajectory, combined with behaviours indicative of body image disturbance and restrictive eating (Ahrberg et.al.,2011). Similarly, Bulimia Nervosa and Binge Eating Disorder are distinguished by the presence or absence of compensatory behaviours, while ARFID is recognised as a condition independent of body image concerns, highlighting the expanding diversity of presentations captured by ICD-11.

2.3 Cultural and Gender Considerations

[bookmark: _Int_Gtgv1VPM][bookmark: _Int_Yntq7ffY]ICD-11 explicitly acknowledges cultural variations in eating and body image concerns. For instance, while thinness is often idealised in Western societies, muscularity may be the dominant concern in men or in non-Western settings (Murray et al., 2019). The ICD framework attempts to balance universality with cultural sensitivity, but challenges remain. For example, certain culturally normative practices such as prolonged fasting may mimic pathological behaviours, complicating diagnosis.

[bookmark: _Int_tmkJQPz5][bookmark: _Int_RBjIxZmC]Gender bias also persists in diagnosis. Despite evidence that eating disorders affect men at substantial rates, male cases are frequently under-recognised or misclassified, partly due to diagnostic systems historically being designed around female presentations (Murray et al., 2019). ICD-11’s broader criteria aim to counteract this limitation, but clinical practice continues to lag.


2.4 Critical Issues in Diagnosis
While the ICD-11 classification enhances inclusivity, it risks over diagnosis by expanding diagnostic thresholds to include subclinical cases (Mitchison et al., 2020). Furthermore, the residual category “Other Specified Feeding or eating disorders” (OSFED) has been criticised as a “catch-all” that lacks specificity and risks undermining diagnostic clarity (Eddy et al., 2020).
Another central debate concerns transdiagnostic models of FEDs, which argue that common mechanisms (e.g., perfectionism, cognitive rigidity, emotional dysregulation) underlie multiple disorders, making strict categorical divisions less meaningful (Fairburn, 2020). ICD-11’s categorical approach may therefore fall short of fully capturing the spectrum and fluidity of these conditions.
3. Treatment and Rehabilitation
3.1 Standard Treatment Approaches
Treatment for Feeding and Eating Disorders (FEDs) is multidisciplinary, typically involving psychological therapies, nutritional rehabilitation, medical monitoring, and sometimes pharmacological intervention. The choice of treatment depends on the disorder subtype, severity, and age of the patient.
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[bookmark: _Int_y88pJtWd][bookmark: _Int_ddkXk2yc][bookmark: _Int_n09WoMM2][bookmark: _Int_PF2uOKJM]Cognitive Behavioural Therapy (CBT), particularly the enhanced form (CBT-E), is widely considered the most evidence-based approach for bulimia nervosa and binge eating disorder, and increasingly for anorexia nervosa (Linardon et al., 2019). CBT-E focuses on addressing dysfunctional cognitions related to food, weight, and shape, alongside modifying maladaptive behaviours such as binge eating or purging. Randomised controlled trials demonstrate moderate-to-large effect sizes, though long-term remission rates remain modest, with relapse a persistent challenge (Linardon et al., 2019).

[bookmark: _Int_Xm2IBAsR]Family-Based Therapy (FBT), also known as the Maudsley Method, has become the treatment of choice for adolescents with anorexia nervosa. It empowers families to take an active role in restoring the child’s weight and normalising eating patterns (Herpertz-Dahlmann, 2019). Evidence suggests that FBT produces superior outcomes compared with individual therapy in younger populations, with lower relapse rates (Ahrberg et. Al., 2011). However, its applicability is more limited in adults, who often require greater emphasis on autonomy and self-directed recovery.

Pharmacological Approaches.
[bookmark: _Int_DWz69UH4][bookmark: _Int_ZyVxave5][bookmark: _Int_XdZ6YaFB][bookmark: _Int_PJu0dy4i]Medication has a modest role in the treatment of FEDs. Selective Serotonin Reuptake Inhibitors (SSRIs) such as fluoxetine may reduce binge–purge symptoms in bulimia nervosa, though their effects are less robust than psychotherapy (Ahrberg et.al., 2011). Similarly, lisdexamfetamine has been approved in some countries for binge eating disorder, showing efficacy in reducing binge frequency, but concerns remain regarding long-term safety and potential for misuse. Importantly, no medication is currently approved specifically for anorexia nervosa, underscoring the difficulty of pharmacological management in this group (Treasure, Duarte & Schmidt, 2020).
Nutritional Rehabilitation and Medical Care.
Nutritional support and medical monitoring are essential components of treatment, particularly in anorexia nervosa, where malnutrition and electrolyte imbalances pose life-threatening risks (Katzman, 2019). Nutritional rehabilitation aims not only to restore healthy weight but also to normalise eating patterns and reduce food-related anxiety. Medical monitoring is critical in preventing complications such as refeeding syndrome, osteoporosis, and cardiovascular problems.
3.2 Rehabilitation in ICD-11 and in Practice
ICD-11 emphasises that feeding and eating disorders result in “significant risk or damage to health, significant distress, or significant impairment in personal, family, social, educational, or occupational functioning” (WHO, 2019). Rehabilitation is therefore conceptualised as a multidimensional process extending beyond symptom reduction. It incorporates medical, psychological, and social recovery, highlighting the importance of functional outcomes.

In practice, rehabilitation may include:
· Structured refeeding programmes (inpatient or outpatient).
· Psychosocial interventions to address comorbidities (e.g., depression, anxiety, obsessive-compulsive symptoms).
· Occupational and educational reintegration.
· Peer-support and community-based recovery models.
The ICD-11 framework supports the view that long-term recovery should focus on restoring quality of life and social functioning, not merely the cessation of disordered eating behaviours.

3.3 Effectiveness and Limitations
[bookmark: _Int_Ja07rBdW]Despite progress in treatment, significant limitations are still. Anorexia nervosa has one of the highest mortality rates among psychiatric disorders, with relapse rates reported as high as 50% (Berends, Boonstra & van Elburg, 2018). Even in cases where weight restoration is achieved, many patients continue to experience enduring psychological distress and impaired functioning.

[bookmark: _Int_ssw7XbIm]A further limitation lies in the accessibility of evidence-based treatments. Many health systems face shortages of specialist services, leading to delays in treatment initiation, which are associated with poorer outcomes (Treasure et al., 2020). Moreover, existing interventions are often designed for Western populations, raising concerns about cultural applicability in diverse global contexts (Murray et al., 2019).

Another challenge is the issue of compulsory treatment. In cases of severe anorexia nervosa where capacity is impaired, involuntary hospitalisation and feeding may be employed. While sometimes lifesaving, these interventions raise profound ethical questions about autonomy, dignity, and long-term therapeutic relationships (Tan, Stewart & Fitzpatrick, 2020).

[bookmark: _Int_jHn4be7X]Digital health interventions, including tele therapy and mobile applications, have recently appeared as promising adjuncts. They offer cost-effective, scalable solutions and may reduce barriers to access, particularly in underserved regions (Linardon et al., 2019). However, the evidence base for their effectiveness remains in its infancy, and concerns about quality assurance persist.

3.4 Critical Appraisal
[bookmark: _Int_ifdgOTGz]Overall, treatment and rehabilitation approaches for FEDs have advanced significantly in recent decades, particularly with the development of CBT-E and FBT. Yet outcomes stay suboptimal, especially in anorexia nervosa, where mortality and relapse rates underscore the urgent need for novel therapeutic strategies. The ICD-11’s emphasis on functional impairment and distress stands for progress, aligning diagnostic and rehabilitative practices with real-world outcomes. Nevertheless, substantial challenges persist in ensuring equitable access, culturally sensitive interventions, and ethically sound treatment frameworks.

4. Current Debates and Emerging Issues
4.1 Classification Debates

One of the central debates concerns the ICD-11’s departure from rigid diagnostic thresholds in favour of more flexible, behavioural-based criteria. Advocates argue that this increases clinical utility and allows earlier intervention (Fairburn, 2020). Critics, however, warn of potential over diagnosis, particularly in populations where dieting and body image concerns are normative (Mitchison et al., 2020).

[bookmark: _Int_2bGzMLZa]The residual category “Other Specified Feeding or eating disorders” (OSFED) has been especially contentious. While it ensures that atypical or subthreshold presentations are not overlooked, it risks becoming a vague “catch-all” that diminishes diagnostic precision and may complicate research (Eddy et al., 2020).

[bookmark: _Int_FxlMNXEK]Another debate involves the transdiagnostic model, which posits that common mechanisms such as perfectionism, emotional dysregulation, and cognitive rigidity underpin a wide range of FEDs. If accurate, this model challenges the categorical distinctions upheld by ICD-11, suggesting that a dimensional framework might better reflect the clinical reality (Fairburn, 2020).

4.2 Neurodivergence and Reclassification
[bookmark: _Int_sdNBt9em][bookmark: _Int_HM3LRpiU]Emerging research suggests significant overlap between FEDs and neurodevelopment conditions, particularly autism spectrum disorder (ASD). For example, Avoidant/Restrictive Food Intake Disorder (ARFID) often presents in individuals with sensory sensitivities and rigid routines, traits frequently observed in ASD Bourne et. al. (2022). This has prompted debate over whether some FEDs might be better conceptualised within the spectrum of neurodivergence rather than strictly as psychiatric disorders.

Neurobiological findings also support re-examining classification frameworks. Studies implicate disruptions in reward processing, interception, and neural circuitry involved in self-regulation as potential underlying mechanisms (Monteleone et. al., 2018). These findings challenge purely psychosocial models and suggest that ICD-11’s categorical framework may not fully capture the complex interplay of biological, psychological, and environmental factors.

4.3 Sociocultural Influences
[bookmark: _Int_CAinDPrP]Sociocultural factors remain central to the aetiology and maintenance of FEDs. Globalisation of Western body ideals has contributed to rising prevalence of eating disorders in non-Western contexts, with thinness and muscularity increasingly promoted through mass media and social networking platforms (Holland & Tiggemann, 2017). At the same time, the global obesity epidemic has intensified weight stigma and dieting behaviours, which may act as risk factors for FEDs (Treasure et al., 2020).

[bookmark: _Int_RLoS7jDN]Gender differences add another layer of complexity. While women remain disproportionately affected, emerging evidence highlights increasing prevalence among men, who often present with concerns about muscularity rather than thinness (Brown and Keel, 2023). This underscores the need for diagnostic systems and treatment protocols that reflect diverse gendered experiences of body image disturbance.

4.4 Policy and Practice Implications
The debates surrounding classification and treatment of FEDs have direct implications for health policy and clinical practice. Broader ICD-11 criteria may expand access to services but also risk straining already limited resources. Conversely, more restrictive criteria could exclude individuals in need of care.

There is also a growing call for public health approaches that emphasise early intervention and prevention, including school-based education, media literacy programmes, and policies addressing weight stigma (Treasure et al., 2020). The recognition of FEDs as conditions that extend beyond psychiatric symptoms to encompass social and functional impairments aligns with holistic, community-based models of care.
5. Recommendations
[bookmark: _Int_FzWkDpx1]Based on the critical analysis presented, several recommendations can be proposed:
1. Refinement of Classification. ICD-11 could enhance specificity by reducing reliance on residual categories such as OSFED and by integrating dimensional assessments alongside categorical diagnoses.
2. [bookmark: _Int_aPeCQwxW]Cultural Adaptation of Diagnostic Tools. Greater emphasis should be placed on ensuring that diagnostic frameworks are culturally sensitive, particularly in non-Western contexts where normative eating and body ideals differ.
3. Improved Gender-Inclusive Practices. Training for clinicians should focus on recognising and addressing male presentations of FEDs, as well as those that centre on muscularity rather than thinness.
4. [bookmark: _Int_AxC6XURX]Expansion of Treatment Access. Investment is needed to expand specialist services and to integrate digital health interventions, which may offer scalable solutions to resource limitations.
5. [bookmark: _Int_Q44G7TpS]Ethically Grounded Rehabilitation. Policies should ensure that compulsory treatment is used only as a last resort, with safeguards to preserve patient dignity and autonomy.
6. Integration of Neurodivergence Research. Ongoing research into the overlap between FEDs and neurodevelopment conditions should inform future revisions of classification systems, potentially reframing some disorders within a broader neurodivergence framework.








6. Conclusion
[bookmark: _Int_8lgn1nLq]Feeding and Eating Disorders, as classified in ICD-11, represent a complex and evolving field within mental health. The revision has broadened diagnostic thresholds, enhanced inclusivity, and prioritised functional impairment as a key marker of disorder. These changes align with contemporary clinical realities but have also sparked debates regarding over diagnosis, cultural sensitivity, and the appropriateness of categorical models.

[bookmark: _Int_aHKBW1KG]Treatment and rehabilitation have advanced with the development of CBT-E, FBT, and integrated care models, yet outcomes remain suboptimal, particularly in anorexia nervosa. Persistent challenges include high relapse rates, ethical dilemmas around compulsory treatment, and limited global access to specialist care. Emerging debates surrounding neurodivergence and sociocultural influences highlight the need for flexible, multidimensional frameworks that better capture the lived experience of individuals with FEDs.

[bookmark: _Int_Upt1GyhR]Future progress will depend on refining diagnostic systems, expanding culturally sensitive and gender-inclusive treatment approaches, and investing in early intervention and rehabilitation services. By addressing these challenges, health systems can move closer to providing comprehensive, equitable, and effective care for individuals living with feeding and eating disorders.
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