Overview of eating disorders: diagnosis and epidemiology
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Introduction

This overview of eating disorders will reflect on the way that eating disorder diagnosis, conceptualisation, public
perception and the clinical and research landscape has changed over the past 30 years and how this has impacted
estimates of incidence and prevalence. Despite these changes, some consistencies remain; the core pathologies of
eating disorders, namely dietary restriction, binge eating behaviours and harmful weight loss strategies resulting in
clinically significant impairment or distress remain at the centre of all the main eating disorder diagnoses.

Yet, what were once considered rare disorders presenting to, and managed by, specialists, have become a major pub-
lic health issue; one Finnish twin study reported around 10% of young men and women (17.9% for females and 2.4%
for males) as meeting criteria for an eating disorder (1). There are a number of possible explanations for this change in
the demography. The first is the evolving definition of what constitutes an eating disorder. A field that once focused
almost exclusively on patients with anorexia nervosa incorporated bulimia nervosa into its thinking in the 1980s and
1990s. A proposal was made to rename these disorders collectively as "dieting disorders", given the overvaluation of
weight and shape concerns and strong influence of the cultural thin ideal in the aetiology of both (2). From the late
1990s onwards, binge eating disorder (BED) increasingly became recognised as the most common eating disorder (3,
4), and with it came the complex relationship between eating disorders and higher weight; where the thin ideal once
dominated, the culture of weight stigma came more into focus. BED was subsequently included, not uncontroversial-
ly, in the DSM-5 in 2013.

Add into the mix avoidant/restrictive food intake disorder (ARFID), in which dietary restriction is no longer associated
with high importance of weight and shape, and we start to see a fundamental shift in conceptualisation of what is,
and what is not, an eating disorder. Originally intended as an umbrella diagnosis to capture a variety of presenta-
tions and idiosyncratic terminologies and to stimulate research, ARFID has served its purpose. As of October 2024,
there are 684 journal articles about ARFID, of which 560 were published within the previous five years. With little
epidemiological data, no limits in terms of age and significant challenges in terms of differentiation from its common
comorbidities, ARFID poses challenges from both a clinical and a research perspective. Presentations within an ARFID
diagnosis include those that would once have been classified as feeding disorders of infancy and early childhood,
specific phobias, somatisation disorder, and what are understood as core symptoms of developmental disorders such
as autism. In a large autism cohort, 21% of participants and 17% of their parents presented with avoidant-restrictive
features (5). Of children diagnosed with ARFID, 8.2% to 54.8% are autistic and more than half of individuals with ARFID
also have other neurodevelopmental, psychiatric or somatic diagnoses, with anxiety, depression, sleep disorders and
learning difficulties being the most common. Feeding difficulties are particularly related to sensory sensitivities, food
preferences and mealtime rituals and routines which can persist into adulthood. Research to understand how and
when interventions may be most effective in this population is scarce as yet (6), although various strategies have been
developed to support autistic children with feeding difficulties (7).

What the addition of ARFID to our diagnostic lexicon has also highlighted, in addition to a group of patients previ-
ously neglected in research and practice, is a clearer understanding of the features of anorexia nervosa that are asso-
ciated with dietary restriction and not simply with overvaluation of low body weight. These include the importance
of neophobia (an irrational fear or dislike of anything new or unfamiliar), alexithymia (the inability to recognise or de-
scribe one's own emotions), sensory sensitivity, the tendency to premorbid low weight and the relationship between
restrictive eating and autism spectrum disorders. Combined with another major theoretical breakthrough in the field,
that of "big data" genetic analyses, the reconceptualisation of eating disorders as metabo-psychiatric disorders (8)
has shifted thinking around personal responsibility, blame and shame, all of which have been hallmarks of public and
professional perspectives on eating disorders.

Genetic and neurobiological factors

Together, genetic studies and neuroscience are moving us towards an era in which the "bulimic or binge eating
disorders" and the "restrictive eating disorders" are emerging as having distinctive genetic and neurobiological un-
derpinnings, acknowledging, of course, that the two can co-occur. A transdiagnostic approach offers potential for
development of interventions targeting, for example, cognitive biases (such as rejection sensitivity or negative inter-
pretation bias) (9) or processes (such as rumination or impulsivity) across eating disorder diagnoses. Some important
distinctions between diagnoses remain, however, such as the explicit and implicit overvaluation of weight and shape
in self-evaluation seen in anorexia nervosa and bulimia nervosa that distinguishes these disorders from ARFID (10),
which is implicated as a maintaining factor in theoretical models, such as outlined in Kaye's seminal paper (citing su-
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permodel Kate Moss), "Nothing Tastes as Good as Skinny Feels: the neurobiology of anorexia nervosa" (11).
Diagnostic criteria

The current diagnostic classification of eating disorders was designed to minimise the number of patients presenting
with clinically significant eating difficulties who did not meet the criteria for a specified eating disorders diagnosis (12)
and to align the diagnostic categories in the DSM-5 and ICD-11 with one another more closely. To address the excess
of "Eating disorders not otherwise specified" diagnoses using DSM-IV criteria, the DSM-5, and more recently the ICD-
11, added other specified feeding and eating disorders (OSFED) to the diagnostic family. OSFED specifies clinically
significant variants of eating disorder presentations, including purging disorder and night eating syndrome. The final
diagnoses in the feeding and eating disorders family are pica and rumination disorder/syndrome, both of which are
relatively under-researched in large samples.

Some updates to the diagnostic criteria of eating disorders have been nuanced, with the aim of making them less
stigmatising, more inclusive and developmentally sensitive. These include the removal of words like "refusal’, the po-
tential to imply cognitions from behaviour, the removal of specific weight criteria which were leading to very rigid di-
agnostic profiling, reduction in the frequency criteria of specific behaviours (e.g., bingeing) for a diagnostic threshold
to be reached, and the removal of amenorrhoea as a diagnostic feature due to its limited application and prognostic
significance. Other amendments have been more substantial and controversial. In the ICD-11, the criteria for anorexia
nervosa allow the diagnosis to be made if there is evidence of significant weight loss in a short amount of time and
typical cognitions; thus, the diagnosis can be made in persons of any weight. In the DSM-5, this presentation would be
diagnosed as atypical anorexia nervosa, but this, in turn, calls into question the weight threshold between anorexia
nervosa and atypical anorexia nervosa. Nonetheless, the overall trend is for the centrality of weight status (i.e., BMI)
in eating disorder diagnosis and treatment to have diminished. Consequently, the prevalence of disordered eating
across the weight range, and the cultural and ethnic biases that weight-based definitions introduce, has become
more apparent.

Despite increasing consensus on diagnostic categories across classification systems, the limited range of behaviours
and cognitions across the range of eating disorder diagnoses are thought by some to outweigh their differences.
This view is the basis of the transdiagnostic framework underlying enhanced cognitive behavioural therapy for eat-
ing disorders (CBT-E) (13) and, as noted above, is increasingly supported by neuroscience showing shared deficits
underlying, for example, cognitive processing biases, metacognition and emotional dysregulation (14, 15). None-
theless, evidence-based approaches, much of the research agenda and, to some extent, clinical services remain very
diagnosis-specific in recognition of the differential biological, psychological and social aetiological and prognostic
distinctions between these presentations. Meanwhile, new clinical presentations continue to challenge the validity
of current diagnostic categories, introducing new terminology such as orthorexia (a restrictive and unhealthy focus
on healthy eating), diabulimia (a form of purging disorder seen in people with type 1 diabetes mellitus who misuse
insulin for the purpose of weight management) and bigorexia, in recognition that weight gain and muscle bulking,
typically in males, can be associated with psychopathology and risk. None of these terms is currently included in the
DSM or ICD classifications.

One diagnostic dilemma, not exclusive to eating disorders, has been the extent to which diagnoses, and therefore
prevalence estimates, are based on self-reporting using psychometrically validated measures as opposed to third-par-
ty or clinician assessment. This is illustrated by the sudden increase in prevalence of probable eating disorders seen at
the age of 16 years when the instrument used to assess caseness in the English national children and young people's
prevalence surveys changed from parent report to self-report. In 2023, eating disorders were identified in 12.5% of
17-to-19-year-olds by self-report, with rates four times higher in young women (20.8%) than young men (5.1%) (16).
This compared with 2.6% of 11-to-16-year-olds by parent report, although rates remained four times higher in girls
(4.3%) than boys (1.0%). By the age of 20 to 25, prevalence reduced again to 5.9% by self-report, with no difference in
rates evident between women and men. This difference in prevalence may accurately reflect the degree of disordered
eating behaviours and cognitions between the ages of 17 and 19, which is the median age of onset for eating disor-
ders (17), or it may be that young people see their behaviours as more pathological than their parents do. Of course,
distress is primarily a subjective construct, although impairment and behavioural disturbance may be better assessed
objectively.

Nonetheless, the optimal method of determining diagnostic thresholds and the value of categorical diagnostic
boundaries continue to be challenged in eating disorders (18), especially in the context of comorbidities in which di-
etary restraint and/or food preoccupation is the norm, such as type 1 diabetes, obesity and autism. In such disorders,
questions arise about when disordered eating becomes an eating disorder; for example, "What is appropriate dietary
restriction in a person of higher weight who is attempting to manage their weight?", "When does loss-of-control eat-
ing or emotional overeating become a binge?", and "When does the sensory-based dietary restriction seen in people
with autism become ARFID?". The term "disordered eating" is increasingly used to describe these disturbances of eat-
ing, although it is used differently in different contexts. Some use the term to describe behaviours found in the popu-
lation that have not reached, or not assessed as reaching, clinical thresholds. For example, 40% of 16-year-old girls in




one cohort study showed disordered eating behaviours, 11% of which reached the diagnostic threshold on screening
tools (19). Other examples include emotional overeating in people living at higher weight (20) or the approximately
26% of subjects with type 1 diabetes who have some form of disordered eating or weight control behaviour, the
majority of whom also misuse insulin for the purposes of weight control (21). Eating disorder clinicians often use the
term disordered eating to describe overt eating disorder behaviours where the persistence of the symptoms or their
frequency/severity, often in the context of other psychopathology such as emotionally unstable personality disorder,
suggests that an eating disorder diagnosis may not be appropriate or helpful in terms of getting the patient the care
they need. Nonetheless, given the widespread prevalence of disordered eating behaviour and its comorbidities, it is
vital that clinicians across the healthcare system are familiar with identifying, assessing and signposting people with
disordered eating to appropriate care.

Prevalence and incidence

Sadly, alongside the increased recognition of eating disorders has come a rise in their incidence and prevalence, a
phenomenon exacerbated by the COVID-19 pandemic (22). Debate continues about whether this is due to the ex-
pansion of the conceptualisation of eating disorders, as outlined above, or whether the increases are "real". There has
always been a discrepancy between the population prevalence of eating disorders and that of people presenting to
clinical care. Profile and awareness raising, increasing the evidence-based interventions on offer and removal of bar-
riers to care may account for why the numbers presenting to clinical care have risen. Other explanations for increased
prevalence include the promotion of body image-related perfectionism together with new ways to experience social
rejection and bullying and to access potentially harmful material that social media presents (23). Another likely factor
is the parallel rise in obesity over a similar period (24). A link with obesity prevalence is logical given the centrality of
“fear of obesity” to the psychopathology of eating disorders, and the association between higher weight, dieting be-
haviour, body dissatisfaction, weight stigma (and associated teasing/bullying) and shame that characterise all eating
disorders. Yet, the dialogue between the obesity and eating disorders fields and the current evidence base that might
result in a shared public health approach remains limited and challenging (25, 26).

These caveats and the diagnostic dilemmas outlined above aside, where good epidemiological studies exist, they
show a picture of relative consistency within Western cultures. The incidence and prevalence of anorexia nervosa
remains relatively stable (27, 28), apart perhaps from in younger age groups (28, 29). For bulimia nervosa, there has
been a decline in overall incidence rate over time (27). Lifetime prevalence rates for anorexia nervosa are estimated
to be up to 4% among females and 0.3% among males, and for bulimia nervosa, up to 3% of females and more than
1% of males. All eating disorders are reported worldwide among males and females of all ages, although estimates in
non-Western cultures remain more limited, and many such cultures are rapidly evolving. Twenty-two epidemiological
studies on eating disorders in five different countries in the Arab world reported a 12-month eating disorder prev-
alence of 3.2% and an eating disorder lifetime prevalence of 6.1% (30). BED was the most common eating disorder
(12-month prevalence = 2.1%, lifetime prevalence = 2.6%). Across the studies, between 23.8 and 34.8% of participants
were at high risk for any eating disorder, with body dissatisfaction, high BMI and separated/widowed/single marital
status being associated with eating disorder pathology. These figures are comparable to many Western cultures. Oth-
er populations recognised as being at higher risk of eating disorders compared to their peers are sexual and gender
minority young people (31), with 16.6% of a sample of over 8000 sexual and gender minority adolescents aged 13
to 17 years from the United States reporting at least one disordered eating behaviour, binge eating being the most
prevalent (9.7%), followed by caloric restriction (6.2%), purging (3.2%), diet pill use (1.4%) and, less commonly, laxative
use (0.8%) (32).

The incidence and prevalence of ARFID has been harder to determine because of the lack, until recently, of diagnostic
instruments, the lack of routine administrative data containing the diagnosis, since it was not included in the ICD-10,
and the differences in settings in which it has been measured. Thirty studies included in a systematic review found
that most estimates came from specialised eating disorder settings, where prevalence rates were 5% to 22.5% (33).
Three studies from specialist feeding clinics showed the highest prevalence rates, ranging from 32% to 64%, while
studies from non-clinical samples reported prevalence estimates ranging from 0.3% to 15.5%. Only two studies, us-
ing the same methodology, have estimated incidence, one in Canada and one in the UK. Both found an incidence of
around 2 to 3 children or adolescents per 100,000 reaching clinical care (34, 35). In all studies, psychiatric comorbidity
was common, especially anxiety disorders (9.1-72%) and autism spectrum disorder (8.2-54.75%).

In addition to considering the incidence and prevalence of eating disorders, it is important to acknowledge the bur-
den of disease they present to those affected. The burden associated with mental disorder has reached prominence,
in part thanks to the extensive Global Burden of Disease (GBD) studies. In 2019, anorexia nervosa and bulimia nervosa
were the only eating disorders included in the GBD estimates (36). A subsequent analysis included BED and OSFED,
on the basis that they are more prevalent. In the updated estimate, data from 54 studies (36 from high-income coun-
tries) found that 41.9 million people (17.3 million with BED and 24.6 million with OSFED), had been omitted from the
previous GBD estimate of 13.6 million people (37), making a total of 55.5 million people and thus confirming the need
to consider all eating disorder diagnoses in prevalence estimates. Together, these data suggest that eating disorders
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are among the commonest mental disorders affecting young people and working-age adults and that their preva-
lence and impact are increasing. What has, until now, been largely considered a specialist clinical problem needs to
be addressed as a public health concern, adopting approaches aligned to, rather than at odds with, obesity policy.

Conclusions

Feeding and eating disorders occur across the weight spectrum and diagnoses are evolving to recognise and capture
a wider range of disordered eating behaviours and associated cognitions. Thus, eating disorders diagnosed with con-
temporary diagnostic criteria are common. BED is consistently the most prevalent disorder in non-clinical populations
and in people at higher weight, although accurate estimates are sparse in some countries and incidence has not been
accurately determined. The incidence and prevalence of anorexia nervosa is relatively stable except in children and
young adolescents, where rises are observed. The incidence of bulimia nervosa may be declining. The population in-
cidence of ARFID is unknown, although preliminary data are available for clinical cases and prevalence estimates vary
widely depending on the setting. Research into the outcomes of people with disordered eating behaviour might help
inform when it is useful to make a diagnosis of eating disorder or describe it disordered eating.

With each iteration of diagnostic criteria, the limitations of diagnostic categorisation emerge. For example, pheno-
typic descriptions of eating disorders (such as ARFID) can mask aetiological heterogeneity, which may be relevant to
treatment selection and efficacy as well as to scientific advances in understanding. Whatever the precise prevalence
and incidence of eating disorders and whatever the diagnostic challenges might be, it has become clear that these
disorders are common and present a major public health challenge as well as a continued challenge to clinical servic-
es because of the high rate of comorbidities and, particularly for anorexia nervosa, the high mortality rate.
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