
We classify what we know and herein lies the rub as we now know
that eating disorders in adults are far more varied and variable
than the DSM–IV scheme1 suggests. The various iterations of
DSM have focused on the two classic clinical presentations that
have been highlighted by experts working in specialist treatment
centres.2–4 The emphasis was initially on anorexia nervosa, with
the diagnosis ‘bulimia’ (later renamed bulimia nervosa) being
added in 1980.5 Over the intervening years little has changed other
than some fine-tuning of the two diagnostic concepts. Meanwhile
eating disorder services have moved out of the hospital and into
the community, reflecting the fact that the great majority of
patients can now be managed on an out-patient basis. With this
move has come the realisation that anorexia nervosa and bulimia
nervosa are simply two presentations among many. The challenge,
and opportunity, for those developing DSM–5 is therefore to
think afresh about the classification of the eating disorders and
recast the diagnostic scheme in such a way that it accurately
represents clinical reality and is of value to clinicians.

The DSM–IV scheme

The DSM–IV recognises two eating disorders in adults, anorexia
nervosa and bulimia nervosa. In addition, there is a ‘not otherwise
specified’ (NOS) diagnosis reserved for eating disorders of clinical
severity that do not meet the diagnostic criteria for anorexia
nervosa or bulimia nervosa. Thus, in common with the other
NOS diagnoses in DSM–IV, eating disorder NOS is a residual
category.

Under the rubric of eating disorder NOS, DSM–IV lists a state
termed ‘binge eating disorder’. This provisional new diagnosis
(described in the Appendix ‘Criteria sets and axes provided for
further study’) refers to a clinical picture characterised by
recurrent binge eating in the absence of the extreme weight-
control behaviour seen in anorexia nervosa and bulimia nervosa
(e.g. self-induced vomiting, laxative misuse, marked over-
exercising). The research on binge eating disorder indicates that
it is rather different from anorexia nervosa and bulimia nervosa,
and indeed from the many other presentations relegated to eating
disorder NOS.6,7 Those affected tend to be middle aged rather
than adolescents or young adults, the marked preponderance of
females is absent, and the state commonly co-occurs with obesity.
Furthermore, in marked contrast to anorexia nervosa and bulimia
nervosa, binge eating disorder tends to be intermittent rather than
continuous with many individuals reporting sustained periods
when they are free from binge eating.

The problem with the DSM–IV scheme

The major shortcoming of the DSM–IV scheme for classifying
eating disorders is that the supposedly ‘residual’ diagnosis, eating
disorder NOS, is the most common one made in routine clinical
practice. Typically about half the cases attract this diagnosis.8–10

Apart from those with binge eating disorder, almost all these
individuals have the clinical features seen in anorexia nervosa
and bulimia nervosa, albeit at slightly different levels and in
different combinations.10,11 Thus, most show the characteristic
overevaluation of shape and weight and its expressions (repeated
body checking or body avoidance, extreme feelings of fatness),
sustained attempts to follow demanding dietary rules, and
weight-control behaviour of the type described earlier. A subset
has episodes of loss of control over eating that vary greatly in
size (classified as episodes of objective or subjective binge eating).
The range of presentations is striking. The problem is how
to classify this large and superficially heterogeneous group of
cases.11

Two potential solutions

A number of solutions have been proposed.11 The least extreme
would be to adjust the DSM–IV scheme rather than make any
radical change. More specifically, it would be to relax the
diagnostic criteria for anorexia nervosa and bulimia nervosa. This
solution is based on the premise that the preponderance of eating
disorder NOS cases is the result of the DSM–IV diagnostic criteria
for anorexia nervosa and bulimia nervosa being too strict, thereby
excluding very similar states.

Done mindfully, loosening the diagnostic criteria for anorexia
nervosa and bulimia nervosa has much to commend it so long as
the core diagnostic concepts are not materially altered. Many
clinicians and researchers have suggested that the DSM–IV criteria
ought to be adjusted and invariably this would involve relaxing the
current diagnostic rules. Two main suggestions have been made
with respect to anorexia nervosa. The first is that the amenorrhoea
criterion be dropped as it appears to be redundant.12 The second
is that the weight threshold be raised,13 although only a marginal
change could be accommodated without undermining the
seemingly fundamental requirement that people with anorexia
nervosa be underweight. With regard to bulimia nervosa the main
proposal has been to lower the frequency threshold for binge
eating and ‘purging’ (self-induced vomiting or laxative misuse).14
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Summary
The DSM–IV scheme for classifying eating disorders is a poor
reflection of clinical reality. In adults it recognises two
conditions, anorexia nervosa and bulimia nervosa, yet
these states are merely two presentations among many.
As a consequence, at least half the cases seen in clinical
practice are relegated to the residual diagnosis ‘eating
disorder not otherwise specified’. The changes proposed
for DSM–5 will only partially succeed in correcting this
shortcoming. With DSM–6 in mind, it is clear that

comprehensive transdiagnostic samples need to be
studied with data collected on their current state, course
and response to treatment. Only with such data will it
be possible to derive an empirically based classificatory
scheme that is both rooted in clinical reality and of value to
clinicians.
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A more radical step would be to recognise binge eating
disorder as a third eating disorder thereby extracting these
cases from eating disorder NOS. This too seems reasonable given
that we now know that binge eating disorder has a
distinctive presentation, distribution and course. It also appears
to be more treatment responsive than anorexia nervosa and
bulimia nervosa.6

These changes are indeed those that are being proposed for
DSM–515 with the expectation that they will substantially reduce
the proportion of eating disorder NOS cases. Will they succeed?
Our clinical experience and data suggest that they will be only
partially successful. Table 1 shows operational DSM–IV and
DSM–5 diagnoses as applied to 167 consecutive adult patients
with an eating disorder (body mass index 415.0) seen in our
catchment area-based clinic. Relaxing the diagnostic criteria for
anorexia nervosa and bulimia nervosa, and recognising binge eat-
ing disorder, does decrease the proportion of eating disorder NOS
cases (from 52.7 to 25.1%) but still a quarter receive the diagnosis.
This is for two reasons. First, rather than being subthreshold
forms of anorexia nervosa or bulimia nervosa, many eating
disorder NOS cases are ‘mixed’ with the features of anorexia
nervosa and bulimia nervosa occurring in different combinations.
Second, if binge eating is carefully distinguished from more
everyday overeating,17 our experience is that binge eating disorder
is not as common as is widely thought.

Three further solutions

With the eating disorder NOS problem in mind, Walsh & Sysko18

have suggested expanding still further the DSM–IV definitions of
anorexia nervosa, bulimia nervosa and binge eating disorder.
Their proposal works, but at a cost. In the patient sample
mentioned above it results in the proportion of eating disorder
NOS cases falling to 7.2%, a figure that seems more appropriate
for a residual diagnosis (Table 1; solution 1). However, the cost
is that the diagnostic concepts are loosened to such an extent as
to become almost unrecognisable. This may be a step too far.

A different strategy would be to accept the DSM–5 proposals
as reasonable and to re-classify the remaining eating disorder NOS
cases. This requires examining their characteristics. It emerges that
almost all have the overevaluation of shape and weight seen in
anorexia nervosa and bulimia nervosa accompanied by sustained
attempts to follow extreme dietary rules. However, they differ in
the presence and frequency of binge eating (objective and
subjective), self-induced vomiting, laxative misuse and over-
exercising, and the extent to which they succeed in undereating,
and as a consequence their weight also varies.

There would seem to be two ways of dealing with these
remaining cases. The first would be simply to reclassify them as
an additional eating disorder, perhaps termed ‘mixed eating

disorder’.11 The existence of mixed states is already acknowledged
in DSM–5 as exemplified by the proposal that a diagnosis termed
‘mixed anxiety depression’ be added to the mood disorders
section.15 The second option would be to subdivide the cases on
the basis of their dominant clinical feature. This produces two
groups: one in which there is recurrent self-induced vomiting or
laxative misuse, often accompanied by subjective binge eating,
and the other principally characterised by attempts to follow
extreme dietary rules. The former presentation has already
attracted the label ‘purging disorder’;19 the latter might best be
termed ‘restrained eating disorder’.

By definition, the first solution totally eliminates eating
disorder NOS, whereas the second reduces its prevalence to
7.8% (Table 1; solutions 2 and 3 respectively). Neither solution
comes at much cost other than the addition of either one or
two new diagnostic concepts, ones that most clinicians would
recognise. Therefore, if the primary goal is to eliminate eating
disorder NOS, these solutions succeed.

Towards DSM–6

It is all too easy to get carried away with nosological niceties of this
type. Doing so can divert attention from two important matters.
The first is the uncomfortable truth that eating disorders are
not stable. The behavioural expressions of the overevaluation of
shape and weight change with increasing age and duration of dis-
order. In the early stages most individuals are successful in their
attempts to maintain control over their eating and they manage
to lose some weight, but as the months and years pass, and they
get older, their control tends to break down and episodes of binge
eating develop. As a result they regain some or all of the weight
that they have lost.

Eating disorder diagnoses are snapshots in the course of an
eating disorder. It is not uncommon to encounter individuals
who initially met the diagnostic criteria for anorexia nervosa, then
those of bulimia nervosa and now have a mixed state. Technically
speaking, they have had three distinct psychiatric disorders
(anorexia nervosa, then bulimia nervosa and now eating disorder
NOS), whereas both common sense and the individual’s subjective
experience suggest that they have had a single eating disorder
that has evolved over time. There are exceptions to this
pattern, of course. Most notably, some individuals manage to
maintain strict control over their eating and as a result remain
underweight. These individuals with persistent anorexia nervosa
are worrying and difficult to treat, and so they stay in our
mind, but they are a small minority of those with an eating
disorder.

The second point that can get overlooked is the purpose of the
whole exercise. The DSM is a clinical classificatory scheme and as
such it is designed to facilitate clinical work.15 Kendell’s dictum
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Table 1 Distribution of eating disorder diagnoses with different classificatory schemesa

Anorexia

nervosa

Bulimia

nervosa

Eating

disorder NOS

Binge eating

disorder

Mixed eating

disorder

Purging

disorder

Restrained

eating disorder

DSM–IV 8.4 38.9 52.7 – – – –

DSM–V 28.7 38.9 25.1 7.2 – – –

Solution 1b 29.9 49.7 7.2 13.2 – – –

Solution 2b 28.7 38.9 0 7.2 25.1 – –

Solution 3b 28.7 38.9 7.8 7.2 – 10.8 6.6

NOS, not otherwise specified.
a. Diagnoses based upon specific ratings on the Eating Disorder Examination interview16 and applied to 167 consecutive adult patients (body mass index 415.0) seen in a catchment
area-based eating disorder clinic. Details of the algorithms used are available from the authors on request.
b. Solution described in the text.
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that ‘all diagnostic concepts stand or fall by the strength of the
prognostic and therapeutic implications they embody’20 remains
as true today as it was in 1975. Therefore, although the surfeit
of eating disorder NOS cases can be whittled down in a variety
of ways, as illustrated above, what matters is the clinical utility
of the various solutions and, in particular, their relative prognostic
and therapeutic implications. Unfortunately, these are not known.
This is a consequence of the reification of the concepts in DSM.
This leads funding bodies and, as a consequence, researchers to
study these preordained states rather than focusing on broader,
more comprehensive samples of the type needed to test competing
diagnostic criteria. An exception was a recent ‘transdiagnostic’
treatment trial that recruited any patient with an eating disorder
so long as their body mass index was over 17.5.21 These patients
responded well to a single treatment and, interestingly, whether
they attracted the diagnosis of bulimia nervosa or that of eating
disorder NOS made little difference to their short- or longer-term
outcome, a finding that raises questions about the utility of the
distinction. So, perhaps more with DSM–6 rather than DSM–5
in mind, it seems that a priority must be to recruit additional
comprehensive samples of this type and obtain data not only on
their present state but also on their course and response to
treatment. Only with such data will it be possible to derive a
diagnostic scheme that is rooted in clinical reality and is of value
to clinicians.
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