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Abstract

Anorexia nervosa has the highest mortality rate among all psychiatric illnesses, as it can result in significant
psychopathology along with life-threatening medical complications, which will be discussed in this review paper. This
illness often results in people having a distorted image of their bodies. These are later followed by laxative abuse, self-
induced vomiting, starvation, over exercising and so on; which subsequently manifests into a full-blown Eating Disorder
(ED). According to the Diagnostic and Statistical Manual of Mental Disorders-5 Eating Disorders may be classified into
anorexia nervosa (AN), bulimia nervosa (BN), Binge Eating Disorder (BED) and many more. Many studies on the
prevalence of ED have been conducted in different countries thus far. Yet, Indian studies are very limited in number or
incomplete due to the lack of a benchmark diagnostic technique for psychiatrists to be employed on the Indian population
for the detection of ED. However, It has been observed that Anorexia nervosa has the most noteworthy death rate of any
mental issue.! This has a pervasiveness of about 0.3% in young ladies. It is more than twice as basic in high school females,
with an approximate age of beginning of 15 years; 80-90% of patients with anorexia are female. Anorexia is the most
widely recognized reason for weight dropping in young ladies and of admission to children and juvenile emergency clinic
administrations.’

Psychotherapy is the most common treatment for anorexia and has greatest research support. Cognitive behavioural
therapy (CBT) and Family therapy are considered to address the underlying emotional and cognitive issues that result in
disordered eating.
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INTRODUCTION

Anorexia nervosa has the most elevated mortality of any mental condition, yet the pathophysiology of this issue and its
essential indication, outrageous dietary limitation, remains ineffectively comprehended.?

Evidence on Management of Anorexia Nervosa:

Top notch proof on the impacts of starvation on the body is accessible to manage physical parts of care. Gene
examinations, including twin and family studies,” and all the more of quality investigation, have revealed some insight into
causes, yet scarcely any randomized controlled preliminaries of treatment exist.Conversely, many randomized controlled
preliminaries are found on the control of typical weight bulimia nervosa.®

Unfortunately, these intrusions have a helpless reaction in anorexia nervosa. It was found that there is no classification A
proof (at any rate one randomized controlled trial as a feature of a high caliber and predictable collection of literature
(proof level 1)), and just family mediations met classification B measures (very much led clinical investigations however
no randomized controlled trials (proof levels 2 and 3) or deduced from level | proof).NICE employs class C suggestions
(expert advisory group reports or clinical experience of specialists (proof level 4) or deduced from level 2 or 3) to give
direction where great proper proof is missing.’

Two Cochrane reviews cover antidepressant treatment for anorexia nervosa’ and individual psychotherapy for adults with
the disorder.’

Distinguishing Factors of Anorexia Nervosa:

The main psychological element of anorexia nervosa is the extraordinary overvaluation of shape and weight. Individuals
with anorexia have the physical ability to endure outrageous willful weight reduction. Food limitation is just a single part
of the practices used to get thinner. Numerous individuals with anorexia use overexercise and overactivity too.

Patients may likewise rehearse "body checking," which includes continued gauging, estimating weight, mirror gazing, and
other fanatical conduct to promise themselves that they are still lean (box 1).°

Neural Insensitivity to the Effects of Hunger in Women Remitted From Anorexia Nervosa:
In conditions of hunger comparative with satiety, the remunerating estimation of food generally upgrades eating, yet
people with anorexia nervosa maintain a strategic distance from food in spite of skinniness. An investigation was
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conducted with the point to inspect possible neural insensitivity towards these impacts of hunger in anorexia nervosa. It
was found that there is reduced recruitment of neural circuitry that transmits taste stimulation to stimulated eating behavior
when hungry may assist food avoidance and long sessions of highly restricted food intake in anorexia nervosa.’

Box 1 ICD-10 (international classification of diseases, 10th revision) criteria for anorexia
nervosa °

s All five criteria must be met for a definiie diagnosis to be made

* Body weight is mainiained at leasi 15% bclow thai expecied (eiither lost or never achicved) or
body- mass index is 17.5 or less. Prepubertal patients may fail 1o gain the expected amount oif
weight during the prepubertal growth spurt

Weight loss is self induced by avoiding “*fatiening foods” together with self induced vomiting,
purging, excessive exercising, or using appetiic suppressanis or diurctics (or both)

¢ Body image is disiorted in the form of a speciiic psychopathology whercby a dread oi fainess
persisis as an inirusive, overvalued idea and the paiieni imposes a low weight threshold on

himself or herself

A widespread endocring disorder involving the hypothalamic. pituitary. gonadal axis is manifest
inwomen as amenorrhoea and in men as a loss of sexual interest and potency (except for the
persisience of vaginal bleeds in women who arc taking replacement hormonal therapy, usually
the contraceptive pill). Concentrations of growth hormone and cortisol may be raised, and
changes in the peripheral metabolism of thyroid hormone and abnormalities of insulin secretion
may also be seen

I onset is before puberty, the sequence of puberial cvents will be delayed or cven arresied
(growth will cease: in girls the breasts will not develop and primary amenorrhoea will be present:
in boys the genitals will remain juvenile). Afier recovery, puberiy will ofien complete normally,
but the menarche will be late

ETIOLOGY
Causes of Anorexia

Anorexia has multiple causes. It appears that a genealogy is essential however not adequate for evolution of it. Twin and
family studies*, brain mapping and other multivariate genetic analysis have shown that this disorder is common in
obsessive, idealist and ambitious households. Anorexia nervosa is encouraged as a method for dealing with stress against,
for example, formative difficulties, changes, family clashes, and academic stress, and maybe linked with autistism. Sexual
maltreatment may hasten anorexia however not more regularly than it would trigger other mental disorders. The beginning
of pubescence and teenage are especially basic causes, yet anorexia is additionally found without evident precipitants in
well working families.?

Diagnosis and Assessment

The analysis is generally noticed by family, companions, and in juvenile patient school before a specialist gets included. At
the point when weight reduction is hidden, introductory signs may incorporate sadness, over the top conduct, sterility, or
amenorrhoea. A positive conclusion of mentally determined weight reduction can be made in many patients, without the
requirement for a battery of complex examinations to arrive at a detection of exclusion.

If the patient does not gauge, it is advised to focus on it gently and investigating their feelings of trepidation. Specialists
should not intrigue with the disease, however should exhort against unsafe practices, for example, running long distance
races. Early referral by doctors of comprehensive evaluation and counselling gives patients the message that their ailment
is of veritable concern. The degree of physical hazard ought to be evaluated at finding. No sheltered cut off weight or body
mass index exists. Investigations show that dying is uncommon where low weight is kept up only by starvation.®

Achievement of Weight gain

The APA guidelines (American Psychiatric Association, 2000) recommend admission to hospital when a BMI is less than
16 kg/m? or weight loss greater than 20 per cent.

In nations where all treatment is given in medical clinic, refeeding is an early mediation. Ensuing treatment enables
patients to endure, keep up, or recapture ordinary weight. This may likewise be the favoured methodology for youngsters
and teenagers, where extensive term at low weight are impeding to development and advancement.®
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It is useful to give diet related advice independently from psychotherapy. A study found that unsupported dietetic
exhortation without equal intercessions had a full ratio dropout rate. Weight gain is more slow with this subsequent
methodology, however it is bound to be maintained.*

Role of Therapy

Small periods of organized medicines like subjective conduct treatment and relational psychotherapy, which are successful
in other dietary issues, have not been to any help till now in patients with anorexia. One report stated that there is no
distinction in results between behaviour therapy and cognitive therapy.'* An cognitive behaviour treatment based
"transdiagnostic" treatment for all dietary problems, including instances of anorexia where weight list is over 15, has some
positives though.*?

Experts favor long period, wide extending, complex medicines utilizing psychodynamic understanding, fundamental
standards, and strategies acquired from motivational enhancement treatment as well as dialectical behavioural therapy.

Psychotherapies available for managing anorexia nervosa
Individual therapy

Structured individual treatments are mainly given as a an hour session per week with a therapist trained in the management
of eating disorders and in the therapy model used

Cognitive analytic therapy

This psychotherapy utilizes letters and diagrams to check habitual patterns of behaviour around other people as well as to
experiment with more flexible responses

Cognitive behaviour therapy

This psychotherapy explores feelings, educates patients about body chemistry, and challenges the automatic thoughts and
assumptions behind behaviour in anorexia

Interpersonal psychotherapy

This psychotherapy checks a person's tree of relationships, selects a focus—such as role conflict, transition, or loss—and
give efforts to give new ways to deal with distress

Motivational enhancement therapy

This psychotherapy uses interviewing techniques derived from work with substance misuse to reframe “resistance” to
change as “ambivalence” about change, and to nurture and amplify healthy impulses

Dynamically informed therapies

These therapies may also result in weight gain and recovery provided the patient is aware of the risk of irreversible
physical damage or death and acknowledges that certain boundaries (for example, that they must be weighed weekly,
examined monthly by a doctor, and admitted to hospital if weight continues on a downward trend) are observed. The
therapies involve talking, art, music, and movement

Group therapy

There is little evidence that therapy for patients with anorexia benefits from being delivered in group sessions rather than
individual sessions; in fact, group therapy may even worsen the problem. However, dialectical behaviour therapy offers
structured groups in parallel with individual sessions. This therapy teaches skills that help patients to tolerate distress,
soothe their feelings, and manage interpersonal relationships

Family work

The term “family work™ covers any intervention that harnesses the strengths of the family in tackling the patient's disorder
or that tries to deal with the family's stress in the face of it. It includes family therapies, support groups, and
psychoeducational input

Conjoint therapy

Evidence points to the effectiveness of the Maudsley model of family therapy and similar interventions focused on eating
disorders. Whole families—or at least the parents and the patient—attend counselling sessions together, which can cause
intolerable emotional stress
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Separated family therapy

The patient and the parents attend separate meetings, sometimes with two different therapists. This form of therapy seems
to be as effective as conjoint therapy, particularly for older patients, and involves lower levels of expressed emotion

Multifamily groups

Such groups provide a novel way of empowering parents by means of peer support and help from a therapist. Several
families, including the patients, meet together for intensive sessions that often last the whole day and include eating
together

Relatives' and carers' support groups

These groups range from self help meetings to highly structured sessions led by a therapist that aim to teach psychosocial
and practical skills to help patients with anorexia to recover while avoiding unnecessary conflict. Most encompass at least
some educational input about the nature of anorexia.’

Treatment

Nausea and binge eating at low weight significantly increment mortality in comparison with simply prohibitive starvation.
Comorbidity is related with more minor prognosis. All the more as of late, full recuperation has been exhibited
significantly following 21 years of chronic anorexia nervosa®

Studiy in India

In a study conducted in Mysore, Karnataka; It was found that 26.06% of participants were prone to Eating Disorders due to
their abnormal eating attitudes. They also observed significant differences between the controls and participants in relation
to various parameters such as weight, waist and hip circumferences, body mass index, basal metabolic rate, fat percentage.
Hb content was normal in both. The establishment of the register also revealed that the onset of menstruation differed
significantly between them. Thus they arrived at the conclusion that Eating Disorders are definitely prevailing among the
students of Karnataka and have a profound effect on the mental and physical health of the students with eating
discrepancies.*

Summary
e Anorexia nervosa has the most elevated pace of mortality of any mental issue

o Itis ideal to make a positive diagnosis of mentally determined weight reduction, instead of arriving at a finding by
exclusion.

e Short term medicines, for example, intellectual conduct treatment—are not compelling, and longer term
treatments that fuse persuasive improvement procedures are suggested

e Focused family work is compelling in teenagers and adults; advising can include the family in general or the
patient and their family can be dealt with independently

e  Until this point in time, no compelling medications are accessible to treat anorexia

e  With increasing distorted body image perception and “western” style living, eating disorder is reported to be
increasingly prevalent among Indians.
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