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ABSTRACT

This article reviews issues with the diagnostic criteria for anorexia nervosa. This article discusses how the
diagnostic criteria for Anorexia Nervosa (AN) can be vague and exclude specific populations who can be
affected by this eating disorder. After this discussion, suggestions are made to improve inclusivity in the AN
diagnostic criteria. This article is meant to provide a new perspective on how the current diagnostic criteria
have some limitations. This implies that all the affected individuals who need help are not receiving it. In
addition, the current criteria are directed towards a particular subset of the population who live with
anorexia nervosa, and do not include other subsets who present with different symptoms. 

 Anorexia nervosa (AN) is an eating disorder estimated to have a

mortality rate of 5.1 to 5.8%,¹ making it the most lethal psychiatric

disorder.² Current literature on anorexia nervosa within

adolescents focuses primarily on females since males tend to have

a later onset.³ With the current diagnostic criteria for AN, three

conditions need to be met in order to receive a diagnosis:

“significantly low weight due to restriction of energy intake

relative to requirements”, “intense fear of gaining weight”, and

“disturbance in the way in which an individual views their body

weight or shape”.⁴  Furthermore, severity is based on body mass

index (BMI), with a BMI of 17 viewed as mild AN while a BMI of 15

is considered extreme AN.⁴  The Diagnostic and Statistical Manual

of Mental Disorders, Fifth Edition (DSM-V) criteria for AN has

faced controversies due to its ambiguous nature and the fact that

it does not consider individual differences, such as differences in

body mass index at the onset of symptoms of disorder into

consideration.⁵,⁶ This article will review the literature to discuss

difficulties that arise from the current diagnostic criteria for AN.

The paper will then conclude with suggestions to promote

inclusivity within the criteria for AN.

INTRODUCTION

1.1 Energy requirements for a patient.
 Criterion A of the diagnostic criteria for AN states that the person

must demonstrate “restriction of energy intake relative to

requirements, leading to significantly low body weight”.⁴ There is 

no specific guideline for clinicians to follow to determine the

required energy intake of an individual. The clinician must

decide the appropriate energy intake based on growth

expectations, weight, and age.⁷ There are several approaches

and tools that clinicians may use in addition to the DSM-V

criteria when assessing and diagnosing individuals with eating

disorders. Some examples include conducting clinical

interviews, psychological testing, and taking family histories,

among others. However, the DSM-V does not mention a

standard procedure providers can follow to determine the

required amount of energy intake for an individual and it is

unclear how to determine whether the person’s energy intake is

too low. Additionally, the criterion does not consider children’s

developmental level. According to Knoll et al,⁸ children often

struggle with understanding the concept of required energy

intake, which could make it even more difficult to determine the

amount of energy they are taking in. 

1.2 Agreeable Restlessness.
There is also the implication within the standard diagnosis

criteria for AN that reduced energy intake would lead to

decreased activity,⁸ thus ignoring the subset of AN patients

who experience hyperactivity due to their state of energy

restriction. This hyperactivity has been termed “agreeable

restlessness” and it seems to have an evolutionary basis

whereby a scarcity of food results in more physical activity in

foraging for food.⁹ In particular, male patients with AN tend to 

Journal of Undergraduate Health Research Volume 1, Issue 3 (October 2023)
1



experience more of this hyperactivity compared to their female

counterparts, often engaging in exercise as a means to reduce the

hyperactivity they experience.¹⁰ Thus, the diagnosis criteria is not

inclusive of those patients who experience hyperactivity due to their

limited intake of energy.

1.3 Severity of Anorexia Nervosa.

 AN severity should not be based on body 

mass index (BMI) since individuals with 

low BMI and those within or above the 

normal range face the same physical 

and psychological consequences.¹¹ 

According to Sawyer et al.,¹² 

people with normal or high BMI 

might experience more significant 

distress regarding body image, 

thus showing more eating disorder 

psychopathology. Basing the 

severity of the disorder on 

BMI can have damaging consequences 

as patients might feel like they are

 not sick enough to qualify for a diagnosis

 of AN. Hence, they will not receive access 

to the appropriate treatment they need. 

The DSM-V severity marker fuels the idea that 

AN is physically recognizable due to emaciation or malnutrition. 

¹³ However, people who do not fit this image might not reach out

for help and are less likely to receive inpatient care.¹⁴ In addition,

family and peers might applaud weight loss, dieting, and restrictive

eating behaviours for these people due to the societal appreciation

for thinness¹⁵. This focus that the DSM-V severity marker has on an

individual’s physical appearance is a clear limitation that has many

unintended consequences.

 The DSM-V criteria also do not present considerations for patients

in partial remission.⁴  Partial remission refers to patients previously

diagnosed with AN who no longer meet the diagnostic criterion of

being at a significantly low body weight.⁴ The criteria for AN

promotes the idea that BMI should be very low to be treated, which

could potentially be life-threatening for patients in partial

remission who may still experience the negative effects of AN fully

despite not meeting criterion A. This could lead to patients

restraining their energy intake and cause even more distress

regarding their body image and fear of gaining weight. Moreover,

individuals who do not present with low BMI often endure a longer

duration of il lness, which leads to a poorer prognosis.¹⁶ The focus

of the DSM-V criteria on a very low BMI is a limitation that can

cause patients’ symptoms to worsen.

1.4 Suggestions to Improve the Criteria.
 It is generally agreed upon in the medical community that self-

reports can be useful for understanding an individual's thoughts,

feelings, and behaviours, but they may be limited by  

           biases and may not provide a holistic  understanding of

                   the patient.¹⁷ To ensure proper diagnoses of AN,

                          self-reports can be supplemented with 

                               behavioural measures, but they cannot be

                                 alternatives to each other.¹⁷  Behavioural

                                      measures that can be assessed include

                                      body-checking, which refers to the 

                                       “repeated checking of shape or weight”,

                                          and food- and eating-related

                                          tendencies such as having meals

                                          alone.¹⁸ The advantage to such

                                          measures is that they are examined

                                         from a patient’s daily life, which

                                        paints a representative picture of the

                                        patient’s behaviours in a natural

                                     setting.¹⁹  By complementing self-

                                 reports with behavioural measures, 

                             providers can get a whole picture of what a 

                         patient feeling and how they are behaving,

                      without the issue of biases in self-reporting. 

              Behavioural measures can also fill in the gaps when

younger children might not understand certain topics addressed

in self-reports such as energy intake. Additionally, pediatricians

should recognize that behavioural changes in children, such as

food refusal, require nuanced approaches as they are complex

and could reflect changes in mental status. ²⁰  

 The severity marker for AN should be based on the speed and

amount of weight loss in patients, rather than BMI. According to

Garber,²¹  adolescents who have lost a greater amount of weight

at a faster rate over a longer period, present with worse medical

and nutritional status, regardless of admission weight. This

finding supports the suggestion that clinicians should pay

attention to weight history prior to hospitalization, instead of

focusing on admission weight. At the same time, basing severity

on weight history will allow people who are in the healthy to

obese weight range to feel more comfortable to reach out for

help. There is an increasing prevalence of overweight and obese

children and adolescents in the United States, ²² along with

societal pressures to strive for thinness.²Correspondingly, it

should be expected that many patients presenting for AN

diagnoses will not have a low BMI and their weight loss might

start from them being overweight or obese.²⁴
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CONCLUSION
 The DSM-V diagnostic criteria for AN does not provide a specific

guideline that providers can follow to measure energy intake and it

does not consider the developmental levels of children. The DSM-V

criteria do not consider the subset of AN patients who present with

agreeable restlessness or are in partial remission, and the severity of

AN is primarily based on patient’s BMI at admission. This article

recommends that self-reports can be supplemented with behavioural

measures such as body-checking and food- and eating-related

tendencies to provide a more comprehensive understanding of an

individual's functioning and may be particularly useful for younger

children or adolescents who may not easily understand certain topics

addressed in self-reports. This report also suggests basing the

severity marker of AN on weight loss and weight history, rather than

solely on BMI. Further investigations need to be carried out to

determine an appropriate standard that clinicians can follow to

measure the energy intake of patients with AN. More research is also

needed to explore hyperactivity within a subset of patients with AN

to conclude whether this subset needs to be added as a subtype to

the diagnostic criteria of AN. 

Acknowledgements: I would like to thank Dr. Pamela Seeds for the

opportunity to work on this piece, and the JUHR team to make this

work into a publication.

Keywords: eating disorder, anorexia nervosa, health, diagnosis,

psychology, psychological disorder

REFERENCES
1.         Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in patients with

anorexia nervosa and other eating disorders. A meta-analysis of 36 studies. Archives of

general psychiatry. 2011;68(7):724-731. doi:10.1001/archgenpsychiatry.2011.74

2.         Kaye WH, Bulik CM. Treatment of Patients With Anorexia Nervosa in the US—A

Crisis in Care. JAMA Psychiatry. Published online February 24, 2021.

doi:10.1001/jamapsychiatry.2020.4796

3.         Gueguen J, Godart N, Chambry J, et al. Severe anorexia nervosa in men:

Comparison with severe AN in women and analysis of mortality. International Journal of

Eating Disorders. 2012;45(4):537-545. doi:10.1002/eat.20987

4.         American Psychiatric Association. Diagnostic and Statistical Manual of Mental

Disorders. 5th ed. American Psychiatric Association; 2013.

5.         Soon, S. P. Anorexia nervosa: controversy regarding diagnostic criteria and

evidence for control-related cognitive and metacognitive mechanisms maintaining the

disorder (Doctoral dissertation). 2012.

6.         Brown TA, Holland LA, Keel PK. Comparing operational definitions of DSM-5

anorexia nervosa for research contexts. International Journal of Eating Disorders.

2013;47(1):76-84. doi:10.1002/eat.22184

7.         Moskowitz L, Weiselberg E. Anorexia Nervosa/Atypical Anorexia Nervosa. Current

Problems in Pediatric and Adolescent Health Care. 2017;47(4):70-84.

doi:10.1016/j.cppeds.2017.02.003

8.      Knoll S, Bulik CM, Hebebrand J. Do the currently proposed DSM-5 criteria for

anorexia nervosa adequately consider developmental aspects in children and

adolescents? European Child & Adolescent Psychiatry. 2010;20(2):95-101.

doi:10.1007/s00787-010-0141-5

9.      Scheurink AJW, Boersma GJ, Nergårdh R, Södersten P. Neurobiology of

hyperactivity and reward: Agreeable restlessness in Anorexia Nervosa. Physiology &

Behavior. 2010;100(5):490-495. doi:10.1016/j.physbeh.2010.03.016

10.      Murray SB, Griffiths S, Rieger E, Touyz S. A comparison of compulsive exercise

in male and female presentations of anorexia nervosa: what is the difference?

Advances in Eating Disorders. 2013;2(1):65-70. doi:10.1080/21662630.2013.839189

11.      Olivo G, Solstrand Dahlberg L, Wiemerslage L, et al. Atypical anorexia nervosa is

not related to brain structural changes in newly diagnosed adolescent patients.

International Journal of Eating Disorders. 2017;51(1):39-45. doi:10.1002/eat.22805

12.      Sawyer SM, Whitelaw M, Le Grange D, Yeo M, Hughes EK. Physical and

Psychological Morbidity in Adolescents With Atypical Anorexia Nervosa. PEDIATRICS.

2016;137(4):e20154080-e20154080. doi:10.1542/peds.2015-4080

13.      Eiring K, Wiig Hage T, Reas DL. Exploring the experience of being viewed as

“not sick enough”: a qualitative study of women recovered from anorexia nervosa or

atypical anorexia nervosa. Journal of Eating Disorders. 2021;9(1). doi:10.1186/s40337-

021-00495-5

14.      Kennedy GA, Forman SF, Woods ER, et al. History of Overweight/Obesity as

Predictor of Care Received at 1-year Follow-Up in Adolescents With Anorexia Nervosa

or Atypical Anorexia Nervosa. Journal of Adolescent Health. 2017;60(6):674-679.

doi:10.1016/j.jadohealth.2017.01.001

15.      Puhl RM, Lessard LM. Weight stigma in youth: Prevalence, consequences, and

considerations for clinical practice. Current Obesity Reports. 2020;9.

doi:10.1007/s13679-020-00408-8

16.      Treasure J, Russell G. The case for early intervention in anorexia nervosa:

theoretical exploration of maintaining factors. British Journal of Psychiatry.

2011;199(1):5-7. doi:10.1192/bjp.bp.110.087585

17.       Lounes N, Khan G, Tchanturia K. Assessment of Cognitive Flexibility in

Anorexia Nervosa – Self-Report or Experimental Measure? A Brief Report. Journal of

the International Neuropsychological Society. 2011;17(05):925-928.

doi:10.1017/s1355617711000671

18.      Lavender JM, De Young KP, Wonderlich SA, et al. Daily patterns of anxiety in

anorexia nervosa: Associations with eating disorder behaviors in the natural

environment. Journal of Abnormal Psychology. 2013;122(3):672-683.

doi:10.1037/a0031823

19.  McDonald JD. Measuring personality constructs: The advantages and

disadvantages of self-reports, informant reports and behavioural assessments. Enquire.

2008 Jan;1(1):1-9.

20.       Berksoy E, Özyurt G, Anıl M, Üzüm Ö, Appak YÇ. Can Pediatricians Recognize

Eating Disorders? Early Onset Anorexia Nervosa in a Male Child. Nutrición

Hospitalaria. Published online February 27, 2018. doi:10.20960/nh.1744

21.      Garber AK, Cheng J, Accurso EC, et al. Weight Loss and Illness Severity in

Adolescents With Atypical Anorexia Nervosa. Pediatrics. 2019;144(6).

doi:10.1542/peds.2019-2339

22.      Skinner AC, Ravanbakht SN, Skelton JA, Perrin EM, Armstrong SC. Prevalence of

Obesity and Severe Obesity in US Children, 1999–2016. Pediatrics.

2018;141(3):e20173459. doi:10.1542/peds.2017-3459

23.      Rajagopalan J, Shejwal B. Influence of Sociocultural Pressures on Body Image

Dissatisfaction. Psychological Studies. 2014;59(4):357-364. doi:10.1007/s12646-014-

0245-y 

24.      Swenne I. Influence of premorbid BMI on clinical characteristics at presentation

of adolescent girls with eating disorders. BMC Psychiatry. 2016;16(1).

doi:10.1186/s12888-016-0788-7

Journal of Undergraduate Health Research Volume 1, Issue 3 (October 2023)
3

SENIOR EDITOR AINSLEY DURNIN
EDITOR AINSLEY DURNIN

GRAPHIC DESIGNER NIKKI NGUYEN


