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Introduction 
Anorexia nervosa (AN) is a severe mental illness Identified by an intense fear of gaining weight, persistent restriction of caloric intake, and significant distortions in self-perceived weight or shape. The condition carries considerable psychological, physiological, and social consequences and is associated with one of the highest mortality rates among mental disorders. According to the ICD-11 classification system, AN is Identified by under code 6B80 as a complex disorder influenced by biological, psychological, and social factors (World Health Organization, 2019). Unlike ICD-10, ICD-11 removes amenorrhea as a diagnostic criterion and focuses on clinical judgement over rigid body mass index thresholds, aligning more closely with DSM-5 recommendations. This flexibility promotes inclusivity across genders, developmental stages, and neurodivergent populations but has prompted debate regarding reliability and comparability in research and clinical practice.
Beyond diagnostic considerations, AN presents substantial challenges in clinical management. Individuals often struggle with cognitive rigidity, emotional dysregulation, and entrenched behavioral patterns, which can limit the effectiveness of conventional interventions. Families, carers, and wider support systems are similarly affected, facing significant emotional and practical demands Cogodi et al., (2024). Disparities in timely access to treatment, lengthy waiting lists, and regional variations further complicate care (Ayton et al., 2022). This report critically examines AN within the ICD-11 framework, compares it to DSM-5, evaluates treatment and rehabilitation approaches, and explores emerging debates, including neurodivergence and reclassification, to inform evidence-based clinical practice.
 
 







Overview of ICD-11 Classification and Diagnosis
According to the ICD-11, anorexia nervosa (AN) is Identified by persistent behaviors that significantly restrict weight gain, an intense fear of gaining weight or becoming fat, and an extremely low body weight relative to an individual’s age, developmental trajectory, and prior weight history (World Health Organisation, 2019). Importantly, amenorrhea is no longer required as a diagnostic criterion, which represents a departure from ICD-10 definitions and aligns the ICD-11 more closely with DSM-5 recommendations (American Psychiatric Association, 2013). This change facilitates the diagnosis of individuals across different genders and developmental stages, thereby promoting inclusivity in clinical practice.
The ICD-11 Highlights clinical judgement over strict reliance on numerical thresholds such as body mass index (BMI). Practitioners are encouraged to consider weight in the context of age, height, and previous growth patterns, rather than applying rigid cut-offs (Bulik et al., 2019). This flexible approach aims to accommodate individual variations in physical development and provide a more Patient-centered assessment of health risk and severity of symptoms.
Nevertheless, this flexibility has generated debate within the clinical and research communities. Critics argue that the absence of strict diagnostic thresholds may lead to inter-rater variability, potentially reducing reliability in clinical practice and complicating epidemiological research. This could impact service provision, treatment planning, and the comparability of prevalence data across different countries and cultures (Department of Health and Social Care, 2015). Overall, while the ICD-11 offers a more nuanced and inclusive framework for diagnosing AN, it requires careful clinical judgement to balance flexibility with diagnostic accuracy, ensuring consistent and effective patient care.








Current Debates: Classification, Neurodivergence, and Reclassification
A comprehensive assessment of anorexia nervosa (AN) requires evaluation of behavioral, psychological, and physical criteria. According to ICD-11, AN is classified as a “mental disorder” in Chapter 6B, with core diagnostic features including persistent restriction of energy intake, intense fear of gaining weight, and disturbance in self-perceived weight or shape, and severity coded as mild, moderate, or severe depending on health impact and functional impairment (World Health Organisation, 2019). Clinicians assess behavioral indicators such as restrictive eating, excessive physical activity, low body weight, and distorted self-perception. Medical evaluation is crucial due to physiological complications, including hormonal imbalances, electrolyte disturbances, bone density loss, and cardiovascular abnormalities, which often require urgent attention prior to psychiatric interventions (Baena’s et al., 2024).
Epidemiological research indicates that AN carry a high mortality risk despite being relatively uncommon compared to other eating disorders. Males and minority populations are frequently underdiagnosed, which may distort prevalence data and hinder equitable service provision (Micali, et al,. 2013). Current debates increasingly focus on AN’s classification and its intersection with neurodiversity. Individuals with AN often display cognitive rigidity, impaired social cognition, and heightened attention to detail—traits observed in neurodevelopmental conditions such as autism spectrum disorder (ASD) (Westwood and Chanteria, 2022). Identifying these neurodivergent characteristics has significant implications for diagnosis and treatment, necessitating adaptations in assessment protocols, sensory-sensitive interventions, and tailored therapeutic approaches. Integrating ICD-11’s severity coding alongside neurodiversity-informed care can guide patient-centered treatment, improve clinical outcomes, and inform policy development to enhance equitable access to services for all individuals affected by AN.

 
 




Treatment and Rehabilitation Approaches
Debates continue regarding the ICD-11’s flexible, culturally sensitive diagnostic criteria compared to the more standardised DSM-5 framework. While ICD-11 allows Patient-centered diagnosis, this flexibility may result in variability in clinical assessment and research reporting. Hybrid diagnostic models have been proposed to preserve inclusivity while maintaining reliability and comparability, as classification frameworks influence funding, service eligibility, and access to focused care (Bulik et al., 2023).
According to Spiliadis (2025) Treatment of anorexia nervosa (AN) requires a multifaceted approach, encompassing psychological, nutritional, and pharmacological interventions. Family-based therapy (FBT) is considered the most effective first-line treatment for adolescents, demonstrating improvements in family functioning, reductions in eating disorder psychopathology, and support for weight restoration (Boudinot et al., 2024). In adults, psychological interventions such as the Maudsley Model of Anorexia Nervosa Treatment for Adults (MANTRA), Cognitive Behavioral Therapy for Eating Disorders (CBT-E), and Specialist Supportive Clinical Management (SSCM) are commonly employed. However, outcomes remain variable, with relapse rates reported in up to 50% of adults and incomplete recovery common (Monteleone et al., 2022). Pharmacological treatments, including olanzapine, may facilitate modest weight gain but do not target core behavioral or cognitive symptoms (Nagy, 2022).
Nutritional therapy is central to AN management, requiring structured refeeding, medical supervision, and gradual weight restoration (Cass, 2020). Intensive interventions, including day services and inpatient care, are recommended for severe or treatment-resistant cases, though availability is often regionally inconsistent (Knight et al., 2025). Long-term rehabilitation should Focus on psychosocial support, vocational reintegration, and peer-led interventions, which enhance engagement, adherence, and functional outcomes (Baenas et al., 2024).
Current debates Highlights the need to accommodate diverse cognitive and social profiles, identifying neurodivergent traits, and implementing tailored, sensory-sensitive interventions alongside enhanced staff training (Westwood and Chanteria  2022). Discrepancies between ICD-11 and DSM-5 continue to challenge international research, service provision, and policy Coordination Despite NHS initiatives, gaps in adult services persist, highlighting the need for equitable access and consistent, multidisciplinary delivery of evidence-based interventions that address the complex clinical, psychological, and social dimensions of AN (Knight et al., 2025).

Current Debates and Emerging Issues
The ICD-11 diagnostic framework focuses on psychological characteristics over rigid weight thresholds, generating ongoing discussion regarding the diagnosis and management of anorexia nervosa (AN). This reclassification has prompted debate over whether AN should be Identified by solely as a feeding and eating disorder or whether neurodevelopmental characteristics such as cognitive rigidity, heightened attention to detail, and differences in social cognition suggest overlap with neurodevelopmental conditions, including autism spectrum disorder (Westwood & Chanteria, 2022). Identifying these traits is essential, as failure to account for neurodivergence may reduce the effectiveness of standardised interventions and necessitate tailored treatment strategies.
Changes in diagnostic criteria directly influence healthcare delivery, affecting eligibility for care under NHS guidelines, NICE (2020) recommendations, and access to focused services. ICD-11’s flexible thresholds allow for patient-centered assessment, accommodating diverse developmental trajectories and neurodivergent populations. However, critics argue that this flexibility may reduce diagnostic reliability, complicate international comparisons of prevalence, and hinder consistency in research and service planning.
Societal, cultural, and political factors further shape perceptions of AN and the allocation of resources. Legislative frameworks such as the Equality Act (2010) ensure equitable treatment, while the Mental Health Act (1983) and Mental Capacity Act (2005) guide ethical decision-making regarding compulsory treatment. Disparities in service availability, long waiting lists, and limited specialist provision exacerbate clinical outcomes and contribute to inequities in care (Ayton et al., 2022).
Recent UK research Highlights the importance of neurodiversity-informed, culturally sensitive approaches that integrate biological, psychological, and social considerations. Incorporating enhanced staff training, sensory-sensitive interventions, and assessment methods that capture cognitive and Action-based diversity improves patient engagement, adherence, and long-term recovery outcomes. Embedding these principles into policy and service design supports equitable, consistent access to care across regions and reduces the risk of social isolation of neurodivergent or minority populations (Department of Health and Social Care, 2015).



Recommendations
Early intervention and community-based services should be expanded to ensure timely access to care and continuity across developmental stages, addressing regional disparities, long waiting lists, and limited Focused provision (Ayton et al., 2022). Recovery frameworks should move beyond reliance on body mass index (BMI), incorporating psychological, social, and functional outcomes, including autonomy, quality of life, and social reintegration (Baena’s et al., 2024). Interdisciplinary collaboration between medical, psychological, and social services is essential, ensuring integrated, person-centered care. Semi-structured assessment methods could improve ICD-11 diagnostic reliability and consistency, supporting accurate identification across diverse populations and clinical settings (Bulik et al., 2023). Greater investment in long-term rehabilitation and relapse-prevention Services is particularly necessary for adults, given variable recovery outcomes.

Clinical practice should integrate neurodiversity-informed approaches, identifying cognitive rigidity, sensory differences, and autistic traits to prevent the pathologisation of neurodivergent individuals and support Patient-centered care (Kerr-Gaffney et al., 2020). Rehabilitation Initiatives should Focus on social and occupational reintegration, peer support, and community engagement, enhancing functional recovery and promoting sustainable, equitable outcomes for individuals with anorexia nervosa.
Finally, research should adopt Regulated diagnostic measures, longitudinal designs, and large, diverse samples to strengthen the evidence base, improve international comparability, and guide policy and clinical practice. By combining these strategies, healthcare services can deliver more inclusive, evidence-based, and person-centered care, addressing both clinical and social dimensions of recovery and supporting long-term wellbeing for those affected by anorexia nervosa (Baena’s et al., 2024).
 
 


 

Conclusion
Anorexia nervosa (AN) is a complex and multifaceted disorder with profound psychological, physiological, and social consequences. The ICD-11’s flexible diagnostic framework allows for culturally sensitive, Patient-centered assessment, representing an advance over rigid, threshold-based models. However, this flexibility may introduce variability in clinical practice and research reporting, Highlights the need for careful clinical judgement and semi-structured assessment methods to improve diagnostic reliability and consistency (Bulik et al., 2023).
Effective treatment and rehabilitation require a multidisciplinary approach, including psychological therapies, nutritional support, pharmacological interventions, and family-based strategies. Evidence highlights the efficacy of family-based therapy for adolescents and tailored Services such as the Maudsley Model of AN Treatment for Adults (MANTRA), Cognitive Behavioral Therapy for Eating Disorders (CBT-E), and Specialist Supportive Clinical Management (SSCM) for adults, although adult outcomes remain variable Gorrell et al., (2019). 
Emerging research Highlights the importance of neurodiversity-informed care, identifying that cognitive rigidity, sensory sensitivities, and autistic traits can influence the onset, presentation, and persistence of AN. Inclusive, Patient-centered interventions, alongside enhanced staff training and sensory-sensitive strategies, improve patient engagement and long-term recovery (Westwood & Chanteria, 2022). Despite NHS initiatives, disparities in service provision and access persist, underscoring the need for equitable, evidence-based care Integrating holistic recovery frameworks, interdisciplinary collaboration, and policies that support neurodiversity, and social reintegration is essential to Improve outcomes, reduce relapse, and provide sustainable, person-centered care for all individuals affected by anorexia nervosa (Baena’s et al., 2024).
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