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a) Anorexia Nervosa: Classification, Diagnosis, Treatment and Rehabilitation
Introduction

Anorexia nervosa (AN) is a serious feeding and eating disorder involving persistent restriction of energy intake, significantly low body weight, intense fear of gaining weight and disturbances in the experience or evaluation of body weight or shape. It is particularly important during adolescence because nutritional deprivation can affect physical growth, puberty, bone health, cognition, education and social development. AN is also associated with psychological distress, medical complications, relapse and increased mortality. This report analyses how AN is classified in the International Classification of Diseases, Eleventh Revision (ICD-11), examines diagnostic criteria and assessment processes, and critically evaluates current treatment and rehabilitation. The discussion emphasises early, multidisciplinary and person-centred care, while recognising that recovery cannot be reduced to weight restoration alone.

a) Classification and diagnosis

The World Health Organization (WHO) classifies AN in ICD-11 under Chapter 06, Mental, Behavioural or Neurodevelopmental Disorders, within Feeding or Eating Disorders. The diagnostic category is 6B80, Anorexia nervosa. ICD-11 therefore uses the language of a mental and behavioural disorder rather than describing AN as a lifestyle choice or temporary problem. This classification is clinically important because it recognises AN as a condition requiring professional assessment and treatment. However, diagnostic terminology should be used sensitively because labelling can contribute to stigma. Person-centred communication should distinguish the individual from the diagnosis and recognise the person's identity, strengths and recovery goals (WHO, 2024a).

ICD-11 describes AN as a disorder characterised by significantly low body weight for the person's age, developmental stage and physical health status. The low weight results from persistent restriction of energy intake or other behaviours that prevent weight gain. A central feature is an intense fear of gaining weight or persistent behaviour that interferes with weight gain. The individual may also experience excessive influence of body weight or shape on self-evaluation, or persistent behaviours such as dietary restriction, excessive exercise, self-induced vomiting or misuse of laxatives. Importantly, the individual may perceive themselves as having a normal or high weight despite being significantly underweight (WHO, 2024a).

A strength of ICD-11 is that it provides clinically meaningful specifications of weight status and behavioural pattern. AN may be specified according to significantly low or dangerously low body weight, or recovery with normal body weight. It can also be identified according to restricting or binge-purge patterns. This improves clinical communication and allows greater recognition of severity and recovery status than a single undifferentiated diagnosis. It also challenges the misconception that an individual must appear extremely thin to have a serious eating disorder. Nevertheless, weight-based classifications should never replace clinical judgement. Physical risk, psychological symptoms and rapid weight loss may be clinically significant even when an individual's weight does not appear extremely low.

Diagnosis is a clinical process rather than a laboratory test. Assessment should explore eating patterns, restriction, fear of weight gain, body image, exercise, binge eating and compensatory behaviours. It should also examine physical health, mental health, developmental history, family and social circumstances, medication and safeguarding concerns. NICE (2020) advises that screening tools such as SCOFF should not be used as the sole basis for diagnosis. A comprehensive assessment is essential because AN can coexist with depression, anxiety, obsessive-compulsive symptoms, self-harm and suicidal risk.

Early identification is particularly important during adolescence. Professionals in primary care, education, social care and acute healthcare should recognise changes in eating, weight, exercise, menstruation and other indicators of malnutrition. However, diagnosis should avoid over-reliance on appearance or body mass index alone. A young person may be seriously unwell despite not appearing extremely underweight. Assessment should therefore combine ICD-11 diagnostic requirements with physical monitoring, psychological formulation and consideration of developmental needs. Multidisciplinary assessment is a strength because different professionals can evaluate physical, psychological and social needs. However, delayed referral and unequal access to specialist services remain significant barriers to early intervention.

Assessment should also be culturally responsive and inclusive. Eating disorders can affect people across genders, ethnicities, socioeconomic groups and body sizes, yet stereotypes may delay recognition when a person does not fit the traditional image of AN. Clinicians should ask directly about eating, weight-control behaviours and body image rather than relying on assumptions. Poverty, food insecurity, social media pressures, discrimination, trauma and family stress may influence presentation and recovery. Recognising these factors strengthens person-centred care because treatment engagement is shaped by social circumstances as well as symptoms. It can also support earlier referral and more equitable access to specialist services.

b) Treatment and rehabilitation

Treatment for AN must address immediate physical risk and the psychological processes maintaining the disorder. Nutritional rehabilitation and weight restoration are central because starvation can worsen concentration, emotional regulation, rigid thinking and obsessive concerns about food and weight. NICE (2020) identifies achieving a healthy body weight as a key treatment goal because nutritional improvement can support psychological, physical and quality-of-life outcomes. However, a narrow focus on weight restoration is insufficient because weight gain alone does not guarantee psychological recovery. Effective rehabilitation should therefore combine nutrition, psychological therapy, medical monitoring and social recovery.

For children and adolescents, family-based treatment (FBT), or anorexia-nervosa-focused family therapy, is an important evidence-based approach. Parents or carers are supported to take an active role in helping the young person eat and interrupt eating-disorder behaviours. This is appropriate because families can provide daily support outside clinical appointments and adolescence remains an important developmental period for family relationships. NICE (2020) recommends family therapy for children and young people. However, FBT should not be interpreted as blaming families. Therapeutic relationships, family involvement and attention to the young person's wider emotional and social development may support change, whereas rigid adherence to a treatment script or excessive focus on food and weight may hinder recovery (Cripps, Serpell and Pugh, 2024).

The evidence for family approaches is encouraging but should be interpreted critically. A Cochrane review found some evidence that family therapy may improve remission compared with treatment as usual, but the quality of evidence was limited and several studies had methodological weaknesses, including unclear risk of bias and selective reporting (Fisher et al., 2019). Therefore, FBT should be considered an important first-line approach for many adolescents, but not a universally effective intervention. Treatment should be adapted when family therapy is unacceptable, contraindicated or ineffective, while ensuring that the young person's voice and developmental autonomy are respected.

C) Current Debates and Emerging Issues
Classification and Treatment Debates

For adults, NICE recommends three principal psychological options: eating-disorder-focused cognitive behavioural therapy (CBT-ED), Maudsley Anorexia Nervosa Treatment for Adults (MANTRA), and specialist supportive clinical management (SSCM). CBT-ED targets eating behaviours, cognitive distortions, body image, mood regulation, self-esteem and relapse prevention. Its strength is its structured and formulation-based approach, although engagement can be difficult when starvation strengthens rigid beliefs and ambivalence about recovery. MANTRA focuses on cognitive style, emotional regulation, interpersonal relationships and the function of the eating disorder. Evidence indicates improvements in BMI, eating symptoms and emotional state, but methodological limitations mean that its superiority over alternative treatments remains uncertain (Murray et al., 2024). SSCM provides supportive care, psychoeducation and medical monitoring and may be appropriate for people who prefer a less intensive psychological approach.

Overall, evidence does not demonstrate one universally superior psychological therapy. A network meta-analysis found no clear superiority of a specific psychotherapy, although treatment response differed between adolescents and adults and between service levels (Zeeck et al., 2018). This supports shared decision-making and personalised treatment rather than a one-size-fits-all model. Treatment should consider age, developmental stage, illness severity, comorbidity, motivation, family circumstances and patient preference.

Medical management is essential because AN can cause cardiovascular, endocrine, gastrointestinal, neurological and skeletal complications. Physical monitoring should include appropriate assessment of vital signs, hydration, nutritional status and relevant investigations. In severe cases, inpatient or day-patient care may be required. Refeeding must be managed by appropriately trained professionals because medically unstable patients require close observation. Medication should not be offered as the sole treatment for AN, although medication may be considered for coexisting mental health conditions when clinically appropriate (NICE, 2020).

Rehabilitation extends beyond symptom reduction. It includes restoring nutritional health, rebuilding relationships, returning to education or employment, developing coping skills, improving body image and preventing relapse. Relapse prevention should identify early warning signs, stressful situations, changes in eating or exercise and strategies for obtaining help. Continuity between specialist services, primary care, education and family support is particularly important during transitions. Recovery should also be evaluated using outcomes beyond weight, including quality of life, psychological wellbeing, social functioning and the individual's own goals.

Ethical and legal considerations are especially important when AN causes serious physical deterioration and the person refuses treatment. Compulsory treatment may sometimes be necessary to prevent death or serious harm, but it creates tension between autonomy, capacity, beneficence and least restrictive practice. NICE (2020) recommends that compulsory treatment is considered within the relevant legal framework and delivered by competent multidisciplinary teams. Coercive intervention may preserve life but can also damage trust and increase distress. Consequently, professionals should use collaborative engagement wherever possible, communicate transparently and review compulsory measures regularly.

d) Conclusion and recommendations

AN is classified by ICD-11 as a mental and behavioural disorder within Feeding or Eating Disorders, with diagnostic specifications recognising different levels of low weight, behavioural patterns and recovery status. Diagnosis requires comprehensive clinical assessment rather than reliance on appearance, BMI or screening tools alone. Current treatment supports nutritional rehabilitation, physical monitoring and psychological intervention. Family-based approaches are particularly important for adolescents, while CBT-ED, MANTRA and SSCM provide evidence-based options for adults. However, research does not establish one universally superior therapy, and evidence quality remains variable.

The strongest recommendation is therefore for early, multidisciplinary and individualised intervention. Services should provide rapid access to specialist assessment, involve families and carers appropriately, protect the young person's voice, monitor physical and psychological health, and provide coordinated transition and relapse-prevention support. Future research should use larger and more diverse samples, longer follow-up and outcomes reflecting patient-defined recovery as well as weight and symptom change. Ultimately, effective rehabilitation should aim not merely to increase weight, but to restore physical health, psychological flexibility, relationships, education, independence and meaningful quality of life.
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