[image: UWTSD logo | Discover Dylan Thomas]



BMHP6029-Psychopathological Classifications and Provisions



Component 2: Written Assignment (Report) 
Student name: Petra Stankova
Student number: 2216986








                          Anorexia Nervosa

Content: 
Classification and Diagnosis
Treatment and Rehabilitation
Current Debates and Emerging Issues
Recommendation
Conclusion


Classification and Diagnosis:
 In ICD-11, anorexia nervosa is classified as a feeding and eating disorder and is given the code 6B80. It is placed in the section on mental, behavioural and neurodevelopmental disorders, which shows that it is understood as a mental health disorder that affects eating behaviour, thoughts about weight and shape, and physical health (World Health Organization, 2019). ICD-11 also includes two sub-types: the restricting type, where the person mainly limits food intake, and the binge-purging type, where the person also engages in behaviours such as vomiting or misuse of laxatives (Claudino et al., 2019).
The ICD-11 diagnostic criteria focus on several key areas.                                                               First, the person must have a significantly low body weight for their age, sex and stage of development. ICD-11 does not require a specific number such as a BMI but instead asks clinicians to use their judgement based on the person’s growth pattern, health risks and clinical presentation (World Health Organization, 2019).                                                          Second, there must be ongoing behaviours that prevent weight gain. These behaviours can include severe dieting, avoiding food, exercising excessively, or using methods to get rid of food such as vomiting. These actions continue even when the person is already underweight.                                                                                                                                                      Third, the person must show a strong fear of gaining weight or a distorted view of their body size or shape. This means they may see themselves as larger than they really are or may not recognise how seriously underweight they are. A key point in ICD-11 is that this disturbance in self-perception plays a major role in keeping the condition going (Claudino et al., 2019).
Although anorexia nervosa often causes physical problems—such as low blood pressure, slow heart rate, or loss of menstrual periods—ICD-11 does not require these symptoms to be present to make a diagnosis. This is to make sure that people who show the main psychological and behavioural signs are not excluded from receiving help (World Health Organization, 2019).
The diagnostic process usually involves several steps. A clinician will take a detailed history of eating habits, weight changes, thoughts about body image, and any compensatory behaviours. A physical examination and relevant medical tests help rule out other causes of weight loss and check for medical risks. Information from family members can be helpful, especially for children and teenagers. The clinician will also consider other possible diagnoses such as ARFID, depression-related appetite loss, or medical illnesses (MRCPsych, 2022).
In terms of language, ICD-11 mainly uses the word “disorder” when referring to anorexia nervosa. This fits with its broader category of “feeding and eating disorders”. Sometimes ICD-11 uses the word “condition”, but “disorder” is the formal and consistent term used throughout the classification system (World Health Organization, 2019).

Treatment and Rehabilitation of Anorexia Nervosa
Treatment for anorexia nervosa is often difficult because the condition affects a person’s body, thoughts, emotions, and behaviours at the same time. Standard treatment usually includes psychological therapy, medical care, and nutritional rehabilitation. ICD-11 recognises anorexia nervosa as a serious eating disorder and recommends a broad, team-based treatment approach that focuses on physical recovery and psychological change (World Health Organization, 2019).
Psychological therapy is the main treatment of Anorexia Nervosa. One of the most common methods for adults is Cognitive Behavioural Therapy – Enhanced (CBT-E). This therapy helps people understand the thoughts and feelings that keep the disorder going, such as fear of weight gain or negative body image. Studies show that CBT-E can help adults gain weight and reduce eating-disorder symptoms (Claudino et al., 2019). Strength of CBT-E is that it focuses directly on changing behaviours and beliefs, limitation is that it works best when the person is medically stable and willing to participate.
For children and teenagers, the standard approach is Family-Based Therapy (FBT). In FBT, parents take the lead in helping their child eat regular meals and regain weight. Research suggests FBT is one of the most effective treatments for young people with anorexia nervosa (Lock & Le Grange, 2020). Good on this approach is that is uses family support, which can improve motivation. But it is less effective if family relationships are not good or if parents cannot be fully involved.
Medical treatment is essential because anorexia nervosa can cause serious health problems, such as low heart rate, dehydration, and vitamin deficiencies. Regular check-ups help monitor the person’s physical safety (MRCPsych, 2022). Nutritional rehabilitation aims to restore healthy weight through structured meal plans and support from dietitians. Medical and nutritional care reduce dangerous health risks.
Limitation: Weight gain alone does not solve the emotional and psychological parts of the disorder, so relapse is common without therapy.
In very severe cases, hospital admission or specialist inpatient treatment is needed. This may involve supervised meals, therapy sessions, and 24-hour medical care.

Rehabilitation in ICD-11 and in Practice
ICD-11 does not give strict treatment rules, but it explains that rehabilitation should include restoring weight, normalising eating behaviour, and treating the underlying psychological issues (World Health Organization, 2019).
In practice, rehabilitation programmes often include: education about health and nutrition, support for building coping skills, relapse-prevention planning, group therapy or skills workshops, support with returning to school, work, or social activities. These steps help the person rebuild daily functioning, not just weight.

Effectiveness and Limitations
Treatment can be effective, especially when started early. Many young people recover well when they receive FBT. Adults often improve with CBT-E and medical support. However, there are important limitations:                                                                                                                                                  Relapse rates are high; reviews estimate relapse around 30–50% depending on follow-up and definitions (Berends et al., 2018; Sala et al., 2023).                                                                 Many people deny illness, making therapy engagement difficult, they are not motivated improve their health.                                                                                                                                      A minority develop long-term, hard-to-treat anorexia.                                                                                                  Specialist services and early intervention are unevenly available, producing long waits and delayed treatment (NICE, 2017).                                                                                                            Standard therapies may not suit autistic or otherwise neurodivergent people without adaptation (Westwood & Tchanturia, 2017).
Overall, treatment and rehabilitation for anorexia nervosa can help many people recover, but challenges remain, especially around relapse, motivation, and access to proper care.

Current Debates and Emerging Issues
Is anorexia primarily psychological, biological, or both?
There is an ongoing debate about whether anorexia nervosa should be seen mainly as a psychological disorder or as a condition with strong biological roots. Recent research points to genetic risk, brain differences, and metabolic changes that may make some people more likely to develop anorexia (Treasure, Duarte & Schmidt, 2020). This suggests a mixed model: psychological factors interact with biological vulnerability. Some experts say ICD and treatment systems should reflect this complexity, not just focus on behaviour and thinking.
Weight-based diagnosis and atypical cases
Another debate concerns the emphasis on low body weight. Some people have severe eating-disorder thoughts and dangerous behaviours but are not underweight; these cases may be labelled “atypical anorexia nervosa” or fall under other categories. Critics argue that strict focus on weight can delay diagnosis and care for these people (Harrop et al., 2021). ICD-11’s flexible approach helps, but practice still often prioritises low BMI for access to services.
Neurodivergence and reclassification issues
Interest is rising in the link between anorexia nervosa and neurodivergence, especially autism spectrum traits. Studies find higher rates of autistic traits among people with anorexia, including rigid thinking, sensory sensitivity, and social-communication differences (Westwood & Tchanturia, 2017). Clinicians and researchers debate how this should affect diagnosis and treatment. Some argue that neurodivergent people need adapted therapies (for example, clear structure, sensory adjustments, and different approaches to motivation). Others worry that splitting diagnoses could reduce access to eating-disorder services or lead to inconsistent care (Treasure et al., 2020). Overall, there is a clear call for treatments to be neurodiversity-informed, not necessarily for wholesale reclassification.

Impact of Debates on Practice and Policy
Debates about biological causes, weight-focused diagnosis, and neurodivergence are changing practice slowly. Policy bodies (like NICE) recommend early detection and family involvement; clinicians are increasingly asked to screen for autistic traits and adapt care. However, systems struggle to fund specialist services or to change access rules that rely on BMI thresholds. Clearer guidance is needed to ensure people with atypical presentations or neurodivergent needs get timely, appropriate care (NICE, 2017; Treasure et al., 2020).

Recommendations: 
To improve outcomes for people with anorexia nervosa, several changes should be done. Classification systems should reduce their reliance on weight alone and place more emphasis on psychological distress and functional impairment, so that people who are seriously unwell but not underweight can be diagnosed and treated earlier (Harrop et al., 2021). Diagnostic pathways should also support early detection, especially for atypical presentations of the disorder where dangerous eating behaviours and thoughts are present without very low body weight (WHO, 2019). Treatment services should adopt neurodiversity-informed approaches by offering sensory-friendly environments, clear structure, and therapies adapted to individual cognitive and sensory needs, particularly for autistic individuals or others with neurodivergent traits (Westwood & Tchanturia, 2017; Treasure et al., 2020). Policy makers should invest in early intervention services and reduce waiting times so that people can access specialist care before illness becomes chronic (NICE, 2017). Finally, more research is needed into the biological factors that contribute to anorexia nervosa, into factors that support long-term recovery, and into ways to deliver personalised treatment approaches that meet the needs of diverse individuals (Treasure, Duarte & Schmidt, 2020).

Conclusion
Anorexia nervosa is a serious and complex eating disorder that affects a person’s physical health, mental wellbeing, and daily functioning. In ICD-11, it is classified as a feeding and eating disorder, with diagnostic criteria that allow clinicians to consider developmental stage, behaviours, and psychological features rather than relying only on strict weight cut-offs (World Health Organization, 2019). This flexible approach reflects a better understanding of the disorder, but challenges remain in how diagnosis and treatment are applied in practice.
Current debates show that an over-focus on low body weight can delay diagnosis and treatment, particularly for people with atypical anorexia nervosa who experience severe distress without being underweight (Harrop et al., 2021). There is also increasing evidence that neurodivergent traits, especially autism, are more common in people with anorexia nervosa. Standard treatment models may not fully meet the needs of these individuals, highlighting the importance of neurodiversity-informed care (Westwood and Tchanturia, 2017).
Evidence-based treatments such as Family-Based Therapy for adolescents and Cognitive Behavioural Therapy-Enhanced for adults are effective for many people, especially when treatment starts early (NICE, 2017; Fairburn, 2008). However, high relapse rates, limited motivation, and unequal access to specialist services remain significant barriers to long-term recovery (Berends et al., 2018). Rehabilitation that focuses only on weight restoration is often not enough without continued psychological support and relapse-prevention planning.
In conclusion, improving outcomes for anorexia nervosa requires changes in classification, diagnosis, treatment, and policy. Greater emphasis on psychological distress, early intervention, neurodiversity-informed care, and long-term support is essential. Continued research into biological factors and personalised treatment approaches will further strengthen care and improve recovery outcomes for individuals affected by this disorder (Treasure et al., 2020).
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