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Introduction
Anorexia nervosa is a severe psychiatric disorder characterised by persistent restriction of energy intake, an intense fear of gaining weight, and a distorted perception of body shape and size. Classified within the eating disorders in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), it is associated with significant physical, psychological, and social morbidity. The condition most commonly emerges during adolescence and disproportionately affects females, though prevalence among males and diverse populations is increasingly recognised.
Clinically, anorexia nervosa manifests through behaviours such as restrictive dieting, compulsive exercise, and, in some cases, purging practices. These behaviours result in markedly low body weight and a range of medical complications, including cardiovascular instability, endocrine dysfunction, and osteoporosis. Importantly, anorexia nervosa has one of the highest mortality rates of any psychiatric illness, attributable both to the physiological consequences of starvation and elevated risk of suicide.
From a psychosocial perspective, anorexia nervosa is often maintained by cultural ideals of thinness, perfectionism, and difficulties in emotional regulation. Treatment typically requires a multidisciplinary approach, integrating medical stabilisation, nutritional rehabilitation, and psychological interventions such as cognitive-behavioural therapy or family-based therapy. Despite advances in evidence-based care, recovery trajectories remain heterogeneous, with many individuals experiencing relapses or chronic illness.
As such, anorexia nervosa represents not only a pressing clinical challenge but also a broader societal concern, demanding ongoing research into its aetiology, prevention, and treatment. Its complexity underscores the need for integrated models that address biological vulnerability, psychological processes, and sociocultural influences.



Classification and Diagnosis: 
 Provide a detailed analysis of how the chosen condition is classified in ICD-11
In ICD‑11, anorexia nervosa is classified as a feeding and eating disorder, defined by significantly low body weight, persistent restriction of energy intake, and intense fear of weight gain, with diagnostic thresholds and specifiers that reflect developmental and cultural contexts. Chapter: Feeding and Eating Disorders Code: 6B80 (Findacode.com, 2016)– Anorexia Nervosa ICD-11 merges feeding and eating disorders into a single category, emphasising the continuum of psychopathology across childhood, adolescence, and adulthood. (BEAT eating disorders, 2019)

. 
 Discuss the diagnostic criteria and processes associated with the condition. 
[bookmark: _Hlk214862929]) Restriction of energy intake relative to requirements, leading to significantly low body weight for age, sex, and developmental stage. Intense fear of gaining weight or becoming fat, or persistent behaviours interfering with weight gain despite being underweight. Disturbance in body image, undue influence of weight/shape on self‑evaluation, or denial of the seriousness of low body weight. Subtypes (Psychology Tools, 2018).	Significantly low body weight (BMI < 18.5 in adults; < 5th percentile in children/adolescents) or rapid weight loss (≥20% within 6 months). Failure to gain expected weight in children/adolescents. Persistent behaviours prevent weight gain, even when underweight. Psychological features: intense fear of weight gain, distorted body image, or undue influence of weight/shape on self‑evaluation. Specifiers: restricting type vs. binge‑eating/purging type; course specifiers (first episode, remission, multiple episodes).  (Eatingfreely.com, 2025)


 Identify the language used in the classification (e.g., ‘disorder,’ ‘condition,’ ‘illness’).
The language employed in psychiatric nosology is not merely descriptive but carries epistemological and clinical implications. In both the International Classification of Diseases, Eleventh Revision (ICD‑11) and the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM‑5), anorexia nervosa is explicitly designated as a “disorder.” This terminology situates the condition within a taxonomy of clinically significant disturbances of mental and behavioural functioning, thereby distinguishing it from transient states or culturally normative practices. In contemporary psychiatric classification, anorexia nervosa is formally designated as a disorder. This linguistic choice reflects a commitment to clinical precision, international standardisation, and the framing of anorexia nervosa as a serious disturbance of mental and behavioural functioning. While “condition” and “illness” may appear in broader discourse, they lack the diagnostic specificity required in ICD‑11 and DSM‑5. The consistent use of “disorder” thus reinforces anorexia nervosa’s status as a psychiatric entity warranting systematic assessment, intervention, and research.  (World Health Organisation, 2025)

Treatment and Rehabilitation:
Treatment and rehabilitation for anorexia nervosa require a multidisciplinary approach that combines medical stabilisation, nutritional rehabilitation, and psychological therapy, with early intervention being critical to improving outcomes.
Early intervention: Starting treatment as soon as possible reduces the risk of long‑term complications and mortality. Multidisciplinary care: Typically involves psychiatrists, psychologists, dietitians, and medical doctors working together. Individualised plans: Treatment is tailored to age, severity, and personal circumstances, with different pathways for adolescents and adults.  Critically evaluate the standard treatment approaches for the condition.  Examine the rehabilitation measures included in ICD-11 and in practice. Assess the effectiveness and limitations of these approaches. (NHS, 2025) 
Cognitive Behavioural Therapy (CBT): Helps challenge distorted beliefs about food, weight, and self‑worth. Family‑Based Therapy (FBT): Particularly effective for adolescents, involving parents in meal support and recovery. Other approaches: Interpersonal therapy, psychodynamic therapy, and group therapy may be used depending on individual needs. (Cherry, 2023)
🍽️ Nutritional Rehabilitation
Supervised weight restoration: Structured meal plans and gradual refeeding to restore healthy weight. Dietetic support: Education on balanced nutrition and coping with food anxiety.
Treatment and rehabilitation for anorexia nervosa are multifaceted, combining medical stabilisation, nutritional rehabilitation, and psychological therapy. ICD‑11 and DSM‑5 emphasise the seriousness of the disorder, and clinical guidelines highlight the importance of early intervention, family involvement, and long‑term relapse prevention. Rehabilitation extends beyond weight restoration, aiming to rebuild psychological resilience, social functioning, and quality of life. (Marbella, 2025)

Current Debates and Emerging Issues: 
Discuss the ongoing debates surrounding the classification and treatment of the condition. 
DSM‑5 requires significantly low body weight relative to age and development, while ICD‑11 allows diagnosis based on rapid weight loss or failure to gain expected weight in children/adolescents.

Both systems use “disorder” rather than “illness” or “condition. “Debate: Scholars question whether “disorder” medicalises what may partly be sociocultural phenomena, while others argue it ensures seriousness and clinical recognition. Overlap with other diagnoses: Ongoing debate about boundaries between anorexia nervosa, avoidant/restrictive food intake disorder (ARFID), and bodily distress disorder. Critics highlight diagnostic instability and the risk of misclassification, especially in adolescents and culturally diverse populations.  (Journal of Eating Disorders, n.d.).
Consider the impact of these debates on practice and policy. 
Broader ICD‑11 criteria (e.g., rapid weight loss, failure to gain expected weight) encourage earlier detection and intervention, especially in adolescents and atypical cases. Debate impact: Clinicians must balance inclusivity with diagnostic precision, leading to increased training needs and potential shifts in referral thresholds. Treatment Approaches: Family-Based Therapy vs. Individual Autonomy: In practice, services must decide whether to prioritise family involvement (especially in youth) or patient‑centred autonomy. Policies increasingly support family‑based models, but adult services remain fragmented. Weight restoration vs. psychological recovery: Clinical teams face pressure to prioritise medical stabilisation, sometimes at the expense of therapeutic engagement. This debate influences inpatient admission criteria and discharge planning. (SpringerLink, 2019).
Multidisciplinary Care
Ongoing debates reinforce the need for integrated teams (psychiatry, dietetics, psychology, social work).
In practice, this requires resource allocation and workforce training, which are often limited in overstretched health systems. Debates over anorexia nervosa’s classification and treatment directly shape clinical thresholds, therapeutic models, and service design, while influencing policy decisions on funding, inclusivity, and innovation. Broader diagnostic criteria in ICD‑11 promote earlier detection but raise concerns about over-pathologisation. Treatment debates push policymakers to balance medical stabilisation with psychological recovery, and to invest in multidisciplinary, culturally sensitive, and technologically safe services. Ultimately, these debates highlight the tension between clinical precision, patient autonomy, and systemic resource constraints, making anorexia nervosa a focal point for evolving practice and policy in mental health care.


Recommendations: 
Provide well-reasoned recommendations for improving the classification, diagnosis, treatment, or rehabilitation of the selected condition. 
Improving outcomes in anorexia nervosa requires coordinated advances in nosology, clinical practice, and systemic rehabilitation.
 First, classification systems should continue to refine diagnostic thresholds to balance inclusivity with precision. ICD‑11’s recognition of rapid weight loss and failure to gain expected weight is a step forward, yet further research is needed to validate these criteria across diverse cultural and developmental contexts. Harmonisation between ICD‑11 and DSM‑5 would enhance international comparability, reduce diagnostic instability, and support epidemiological surveillance.
Second, diagnostic processes should integrate standardised screening tools within primary care and educational settings to facilitate early detection. Clinicians must be trained to recognise atypical presentations, particularly in individuals who are not underweight but exhibit severe psychopathology. Incorporating culturally sensitive assessment frameworks would mitigate underdiagnosis in non‑Western populations and marginalised groups.
Third, treatment pathways should prioritize multidisciplinary models that combine medical stabilization, nutritional rehabilitation, and psychological therapy. Family‑based therapy remains the gold standard for adolescents, but adult services require expansion of evidence‑based modalities such as enhanced cognitive behavioural therapy. Greater investment in community‑based care could reduce reliance on costly inpatient admissions and improve continuity of support.
Finally, rehabilitation strategies must extend beyond weight restoration to encompass psychosocial reintegration, relapse prevention, and long‑term monitoring. Policies should promote recovery‑oriented language to reduce stigma, alongside digital innovations that enhance accessibility while safeguarding patient privacy. Embedding rehabilitation within broader social care frameworks would strengthen resilience and improve quality of life.
In sum, advancing classification, diagnosis, treatment, and rehabilitation demand integrated, culturally sensitive, and recovery‑focused approaches that align clinical precision with patient‑centred care. (National Library of Medicine, 2025)

• Consider the implications of these recommendations for practice, policy, and further research.
The recommendations outlined for improving the classification, diagnosis, treatment, and rehabilitation of anorexia nervosa carry significant implications across clinical practice, health policy, and research.
Practice: Refining diagnostic thresholds and integrating culturally sensitive frameworks would enable clinicians to identify anorexia nervosa earlier and more accurately, particularly in atypical or non‑Western presentations. Standardized screening in primary care and educational settings would enhance early detection, while multidisciplinary treatment models would strengthen continuity of care. Emphasizing psychosocial rehabilitation alongside weight restoration ensures that practice moves beyond symptom management toward holistic recovery.
Policy: Harmonization of ICD‑11 and DSM‑5 criteria would improve international comparability, shaping prevalence data and resource allocation. Policymakers must respond to broader diagnostic definitions by expanding specialist services and investing in community‑based care to reduce reliance on inpatient treatment. Recovery‑oriented language and anti‑stigma initiatives would promote inclusivity, while regulation of digital health tools must balance innovation with patient safety and privacy. These policy shifts would align service provision with contemporary debates on autonomy, cultural diversity, and long‑term rehabilitation.

Conclusion
Anorexia nervosa remains one of the most complex and challenging psychiatric disorders, marked by severe physical, psychological, and social consequences. Its classification within both ICD‑11 and DSM‑5 as a feeding and eating disorder reflects the global consensus that it constitutes a clinically significant disturbance requiring systematic intervention. Yet, ongoing debates regarding diagnostic thresholds, terminology, and overlap with related conditions underscore the evolving nature of psychiatric nosology. These debates have direct implications for practice, where clinicians must balance inclusivity with diagnostic precision, and for policy, where service provision and resource allocation hinge on prevalence data shaped by classification systems.
Treatment and rehabilitation continue to demand a multidisciplinary approach, integrating medical stabilization, nutritional rehabilitation, and psychological therapies. While family‑based therapy has demonstrated efficacy in adolescents, adult treatment pathways remain less clearly defined, highlighting the need for further research into evidence‑based modalities. Rehabilitation must extend beyond weight restoration to encompass psychosocial reintegration, relapse prevention, and recovery‑oriented language that reduces stigma and promotes long‑term resilience.
Emerging issues, including the role of digital health innovations and the need for culturally sensitive frameworks, point to the necessity of adaptive models that respond to diverse populations and technological change. Ultimately, advancing the classification, diagnosis, treatment, and rehabilitation of anorexia nervosa requires integrated, culturally informed, and patient‑centred strategies. By aligning clinical precision with systemic inclusivity, practice and policy can better support recovery trajectories, while research continues to refine understanding of this life‑threatening disorder.
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