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Anorexia nervosa (AN) is a psychiatric 
condition that predominantly 

affects women in early adolescence. The 
characteristic feature of AN is a reduction 
of food intake because of the patient’s 
fear of weight gain and self-perception 
of being fat despite being underweight, 
but other behaviours — such as increased 
exercise and purging — are also common. 

Restoration of nutrition is the foremost treatment 
goal before the consequences of abnormal 
eating patterns cause secondary physical 
problems. However, patients engage better with 
interventions that consider the predisposing, 
precipitating and perpetuating factors (such 
as social, emotional, cognitive and self-image 
problems) of the illness. Adolescents can benefit 
from family-based treatment, in which patients and 
their families work together to determine how to 
restore the weight of the patient and re-establish 
normal eating. For adults, individual psychotherapy 
is now used as the first step to target cognitive, 
emotional and interpersonal issues alongside 
nutrition. Second-line inpatient treatment is used 
in those with high medical risk. A subgroup of 
patients have a persistent form of the illness and, 
for these individuals, improving quality of life and 
stabilizing the patient’s weight may be the main 
goal of treatment. Drug treatments, such as the use 
of antipsychotics or antidepressants, have been 
assessed in clinical trials, but most have shown 
negative results and are poorly accepted.

Given the ego-syntonic nature 
of AN — that is, when feelings 
and behaviours are in line with 
the patient’s ideal self-image — 
and that patients typically do 
not seek treatment, gathering 
epidemiological data requires 

input from informants (for 
example, friends, family and 
teachers). This limitation, 
coupled with the general low 
incidence of AN, means that 
sampling strategies are needed 
to appropriately capture all 

affected individuals. The 
available studies show that 
incidence is higher in girls 
and women than in boys and 
men, and that first diagnosis is 
made most frequently in those 
15–20 years of age. 

Available evidence suggests that the risk 
for developing AN is strongly familial. One 
study showed that mothers of individuals 
with AN are sixfold more likely to have the 
condition than those with healthy children; 
furthermore, siblings of affected patients are 
fourfold more likely to develop AN. However, 
genome-wide association, candidate gene and 
linkage studies have not identified risk loci 
— larger samples are needed. Neuroimaging 
has revealed differences in the brains of those 
with AN compared with healthy controls; for 
example, studies have shown changes in the 
size of the orbitofrontal cortex and insula, as 
well as reduced fornix white matter integrity 
— brain regions that are involved in reward 
processing, emotion and feeding regulation. 
Others have shown that the neurotransmitter 
dopamine might play an important part in 
AN. However, further research is needed to 
elucidate the full range 
of brain changes 
in AN and 
whether 
these are 
drivers of 
pro-anorexic 
behaviours 
or the result of 
extreme malnutrition. 

The long-term somatic and psychosocial effects 
of AN are wide-ranging and well documented. 
These include, sexual disinterest, poor social 
functioning, suicidality and isolation. Malnutrition 
leads to osteoporosis, poor dental status, anaemia, 
amenorrhoea in women, hypokalaemia, kidney 
stone formation and oedema. 
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The latest 
Diagnostic and 

Statistical Manual of 
Mental Disorders (DSM) 

classification of AN has removed 
a few earlier criteria: for example, 
amenorrhoea is no longer a core 

feature, enabling diagnosis in male 
patients, in girls before menarche, 

in those who take exogenous 
hormones and in those who 

continue to menstruate 
despite emaciationMANAGEMENT
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Patients typically resist attempts to 
restore weight and nutrition, and do not 
view their behaviours as problematic
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The latest diagnostic criteria 
focus on behaviours rather 
than body mass index (BMI). 
However, in adults a BMI of 
<18.5 kg per m2, and in 
children and adolescents a 
BMI in the lowest 5th percentile 
for their age, is considered 
underweight and typical for AN
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The way 
weight or 
shape is 
experienced 
is also 
disturbed 
in those 
with AN
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