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Feeding or Eating Disorders: A Critical Examination of Anorexia Nervosa (ICD-11 6B80) Classification, Diagnosis, Treatment, and Contemporary Debates.

[bookmark: _smr789302ee6]1. Introduction:
Anorexia Nervosa is a complex mental health condition marked by very low body weight and ongoing behaviours and thoughts that keep this state going. It is one of the most severe eating disorders, with high risks of physical problems and early death, making it important in today's mental health discussions (Treasure, Duarte, and Schmidt, 2020). Besides its clinical signs, anorexia nervosa poses challenges in classification, diagnosis, and treatment due to its many causes, including biological, psychological, and social factors.

The ICD-11 classification (6B80) provides a clear way to identify and categorise anorexia nervosa using specific diagnostic criteria and behavioural signs (World Health Organization, 2024). However, these frameworks are not neutral; they show underlying beliefs about what is considered illness and health. This raises questions about how well diagnostic systems reflect the real experiences of individuals, especially since symptoms can appear differently in various cultural and developmental settings. Additionally, relying on measurable criteria like body mass index (BMI) can limit the identification of unusual or early stage cases (Hay, 2020).

This report critically examines anorexia nervosa as classified under ICD-11 6B80, focusing on its diagnostic framework, treatment methods, and broader debates. It will assess the strengths and weaknesses of current clinical practices while examining new issues such as neurodivergence and cultural differences, ultimately providing recommendations for improved classification and care.

[bookmark: _280r0rdv7hfr]2. Classification and Diagnosis:

ICD-11 Classification Framework
In ICD-11, anorexia nervosa is classified under feeding and eating disorders (code 6B80). This standardises diagnostic practices across global healthcare systems (World Health Organization, 2024). The term “disorder” suggests a biomedical view, framing the condition as a deviation from normal functioning rather than just a variation in behaviour or experience. This wording affects how individuals are seen and treated in clinical settings.

ICD-11 also differentiates anorexia nervosa through subcategories based on the severity of underweight and behaviour patterns, including restricting and binge-purge types. While this structured approach is useful, it may oversimplify the condition. The focus on weight, especially BMI, has been criticised for prioritising physical signs over psychological distress, possibly leaving out individuals with severe cognitive symptoms who do not meet strict weight criteria (Jansen, 2016). This suggests that classification may favour measurable factors over personal experience.

Diagnostic Criteria and Processes
The diagnostic criteria for anorexia nervosa in ICD-11 focus on three main components: significantly low body weight, persistent behaviours to maintain this state, and an excessive concern with body weight or shape. These criteria take a multidimensional approach, combining behavioural and cognitive aspects. However, applying these criteria can be complex. People often deny or lack insight into their condition, which can make accurate diagnosis difficult and delay treatment (Herpertz-Dahlmann, 2015).

Diagnostic processes depend heavily on clinical interpretation, especially when evaluating behaviours like restrictive eating or distorted body image. This introduces subjectivity, which may lead to inconsistencies among practitioners and settings. The lines between anorexia nervosa and related conditions, such as avoidant-restrictive food intake disorder, complicate diagnosis further, showing the limits of categorical systems in capturing overlapping symptoms (American Psychiatric Association, 2022).

Language and Conceptual Framing
The language used in ICD-11 classification reflects broader views on pathology, especially with terms like “abnormal,” “fear of weight gain,” and “distorted perception”. While these terms standardise diagnosis, they may unintentionally reinforce stigma by presenting individuals’ experiences as inherently dysfunctional. Moreover, the focus on fear of weight gain may not apply universally, as cultural differences in symptom expression show that reasons for restrictive eating can vary widely across populations (Treasure, Duarte and Schmidt, 2020).

This raises concerns about the cultural validity of ICD-11 criteria. Although the system is for global use, its foundations are still influenced by Western psychiatric models. As a result, diagnostic frameworks may not fully consider diverse experiences, limiting their effectiveness in non-Western contexts. These limitations suggest a need for more flexible and culturally sensitive approaches to classification and diagnosis.

[bookmark: _73f45oo9ffqm]3. Treatment and Rehabilitation:

Standard Treatment Approaches
The treatment of Anorexia Nervosa is usually multidisciplinary, combining psychological, medical, and nutritional care. Clinical guidelines from the National Institute for Health and Care Excellence (NICE) emphasise evidence-based therapies, such as cognitive behavioural therapy (CBT) and family-based treatment, especially for adolescents (NICE, 2017). These methods address harmful thoughts about body image and behaviours that keep body weight low. At the same time, medical management focuses on restoring weight and monitoring serious complications like heart problems and metabolic issues (Westmoreland, Krantz, and Mehler, 2016).

Despite these structured approaches, the treatment outcomes may vary. Adolescents often respond better to family-based interventions, while adults often face more chronic and hard-to-treat forms of the disorder. This difference suggests that current treatment models may not fully address the complexity of long-term anorexia nervosa, especially when deep-rooted thought patterns and other conditions are involved.

Rehabilitation Processes
Rehabilitation involves the long-term recovery of both physical health and social functioning. The ICD-11 framework sees recovery as a separate phase, keeping the diagnosis until lasting behavioural and cognitive improvement is seen over time (World Health Organization, 2024). This shows an understanding of anorexia nervosa as a condition that can last a long time and may relapse.

In practice, rehabilitation includes ongoing psychological support, nutritional stability, and efforts to rebuild identity and social skills. However, the focus on weight restoration as a sign of recovery has been widely discussed. While reaching a healthy weight is important for reducing immediate health risks, it does not always mean that the underlying psychological issues are resolved (Kazdin, Fitzsimmons-Craft, and Wilfley, 2017). As a result, people may meet physical recovery goals while still facing significant mental and emotional distress.

Effectiveness and Limitations
Although current treatment methods are based on research, their overall effectiveness is limited by several factors. High relapse rates are often reported, showing that many people find it hard to maintain recovery over time. Also, access to specialised services varies greatly, leading to differences in treatment availability and quality.

Another limitation is the focus on standardised treatment models, which may not consider individual differences in causes and symptoms. For example, trauma-informed views suggest that restrictive eating may be a way to cope with negative experiences; sometimes, only symptom-focused treatments may not be enough (Brewerton, 2019). This highlights the need for more personalised and integrated approaches that address both psychological and contextual factors behind the disorder.

Overall, while current treatments offer a structured way to intervene, their limitations show the ongoing challenge of achieving lasting and complete recovery in anorexia nervosa.

[bookmark: _l92zzz3uq792]4. Current Debates and Emerging Issues:

Debates in Classification and Diagnosis
Contemporary Current debates about Anorexia Nervosa question the effectiveness of existing diagnostic frameworks. An issue is the reliance on body mass index (BMI) as a main diagnostic tool in ICD-11. While BMI offers a measurable indicator, it may not reflect the severity of psychological symptoms, especially in those who do not have significantly low body weight. This raises concerns that serious cases may be underdiagnosed or misclassified.

Evidence shows differences in diagnosis across gender and cultural groups. Anorexia nervosa is generally linked to young females in Western societies; however, new research indicates a rising prevalence among males and diverse populations (Galmiche et al., 2019). This raises questions about whether current diagnostic criteria capture the full range of presentations or are influenced by cultural assumptions.

Neurodivergence and Reclassification
A new area of debate is the link between anorexia nervosa and neurodivergence, especially traits related to autism spectrum conditions. Research indicates that some individuals with anorexia nervosa show cognitive rigidity, attention to detail, and emotional processing difficulties, which may affect their restrictive behaviours (Tury, Szabó and Szumska, 2021). From a neurodiversity viewpoint, these traits are not necessarily disorders but variations in cognitive functioning.

This challenges the usual psychiatric view that treats anorexia nervosa only as a problem to be fixed. It suggests a more balanced approach that considers how people think and behave differently. However, seeing anorexia only as a form of neurodivergence can be too simple, as it may ignore many factors, including biological, psychological, and social influences.

Sociocultural and Global Considerations
Globalisation and the spread of Western beauty ideals have been linked to rising eating disorder rates in areas where they were previously rare (Galmiche et al., 2019). Additionally, cross-cultural research shows that symptom expression can vary greatly, with some individuals not fearing weight gain despite restrictive behaviours (Treasure, Duarte and Schmidt, 2020).

These differences challenge the universality of ICD-11 criteria and show the limits of using a standardised diagnostic framework across various cultural contexts. Furthermore, age-related patterns of onset indicate that anorexia nervosa often appears during adolescence, a time of increased vulnerability to social and environmental influences (Solmi et al., 2022). This highlights the need to consider developmental and cultural factors in diagnosis and treatment.

Impact on Practice and Policy
Debates about classification and understanding have important effects on clinical practice and policy. Diagnostic criteria affect how conditions are identified, how resources are allocated, and who gets treatment. If diagnostic thresholds are too strict, people with significant issues may be left without care, worsening health inequalities.

Moreover, the focus on a mainly biomedical model may limit the inclusion of broader psychosocial approaches in healthcare systems. As our understanding of anorexia nervosa grows, there is a greater recognition that effective intervention needs flexibility, cultural sensitivity, and responsiveness to new evidence. This emphasises the need for ongoing updates to diagnostic frameworks to keep them relevant and inclusive.

[bookmark: _dhqn44imuuh3]5. Recommendations:

Improving Classification and Diagnosis
Current diagnostic frameworks for Anorexia Nervosa in ICD-11 should rely less on body mass index (BMI) as a main diagnostic measure. While BMI is useful, its focus can overlook individuals with serious psychological symptoms who do not meet weight criteria (World Health Organization, 2024). Including broader signs of psychological severity, like cognitive preoccupation and functional impairment, would create a more inclusive diagnostic approach (Jansen, 2016). Additionally, diagnostic guidelines should be more culturally sensitive to account for different ways symptoms are expressed in various populations.

Enhancing Treatment and Rehabilitation
Treatment should shift towards more personalised and integrated care models. Current interventions, though evidence-based, often use standard protocols that may not address individual differences in causes and experiences. Using trauma-informed care frameworks could improve outcomes for those whose eating behaviours are linked to negative experiences (Brewerton, 2019). Rehabilitation should focus on psychological recovery along with physical stabilisation, ensuring that weight improvements come with meaningful cognitive and emotional changes (Hay, 2020). Early intervention strategies should also be strengthened, especially during adolescence, to lower the risk of chronic illness.

Policy and Research Implications
Improving access to specialised eating disorder services is crucial, especially for underrepresented groups like males and individuals from non-Western backgrounds (Galmiche et al., 2019). Funding should focus on long-term support rather than short 




























term treatments, reflecting the often chronic nature of anorexia nervosa. Future research should explore underexamined areas, including the role of neurodivergence and the creation of more flexible, culturally responsive diagnostic frameworks (Tury, Szabó, and Szumska, 2021). Together, these changes would support a more comprehensive and fair approach to classification, diagnosis, and treatment.

[bookmark: _uyuz1y41p5jw]6. Conclusion:
Anorexia Nervosa, classified under ICD-11 (6B80), is a complex condition that challenges traditional psychiatric frameworks. While the ICD-11 offers a structured system for classification and diagnosis, this report shows that these frameworks have limitations. Specifically, relying on weight-based criteria and standard diagnostic categories may not capture the full range of clinical presentations and experiences.

Evaluating treatment and rehabilitation approaches highlights the challenges in achieving lasting recovery. Although evidence-based interventions provide useful tools for practice, their effectiveness is limited by high relapse rates, accessibility issues, and the ongoing conflict between physical and psychological recovery. Current debates about neurodivergence and cultural differences emphasize the need for more flexible and inclusive approaches to understanding and treating anorexia nervosa.

Ultimately, anorexia nervosa cannot be fully understood through a purely biomedical view. Its complexity requires a perspective that considers biological, psychological, and sociocultural factors. Ongoing improvements in diagnostic systems and innovations in treatment and policy will improve outcomes for those affected by this condition.
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