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ABSTRACT

Objective: This article reviews litera-

ture relevant to challenges in clinical

ascertainment of cognitively-based diag-

nostic criteria of anorexia nervosa (AN)

and bulimia nervosa (BN) to examine

whether revision might enhance their

clinical utility.

Method: We performed a systematic lit-

erature search to identify publications

relevant to clinical evaluation of cogni-

tive symptoms of AN and BN.

Results: The literature supports several

reasons that individuals with an eating

disorder may not endorse cognitive

symptoms, despite their presence. These

include limited insight, minimization, or

denial, as well as intentional conceal-

ment related to perceived stigma, social

desirability, or investment in maintaining

behavioral symptoms. We also identified

reasons that the word ‘‘refusal’’ in AN

criterion A may render its application

problematic.

Discussion: We conclude that specific

guidance for ascertainment of cognitive

signs for AN and BN in the absence of

patient disclosure or endorsement, longi-

tudinal evaluation, and/or collateral data

may improve clinical utility of these

diagnostic criteria. VVC 2009 American

Psychiatric Association.

Keywords: diagnostic criteria; anorexia

nervosa; bulimia nervosa; clinical

inference; refusal

(Int J Eat Disord 2009; 42:611–619)

Introduction

Several studies suggest that an unacceptably large
percentage of eating disorders may go unrecog-
nized in primary care or other specialty settings.1–5

These data, in combination with findings from the
National Comorbidity Study-Replication (NCS-R)
indicating that a majority of individuals with buli-
mia nervosa (BN) and binge eating disorder (BED)
in the U.S. do not receive specific treatment for

their illness, warrant serious concern.6 Although
the large percentage of individuals who do not
receive care for their eating disorder may, in part,
reflect poor access to health care resources and
unfavorable help-seeking patterns, suboptimal cli-
nician attunement to and recognition of eating dis-
order symptoms clearly contribute as well.7,8

Very few studies address the implementation of
diagnostic criteria for eating disorders in clinical
settings. Of these, one demonstrated that clinicians
frequently disregarded an objectively low weight
criterion in formulating referral decisions as part
of a national screening program for eating dis-
orders. Although the clinicians in this study were
instructed to follow an unambiguous algorithm for
referral, study findings suggested that their clinical
judgment—based on unknown other factors—may
have overridden the salience of an objectively low
weight in making a referral.8 In addition, an experi-
mental study found that when clinical information
about the severity of anorexia nervosa (AN) symp-
toms is presented earlier (e.g., first in a case note),
clinician-participants assigned a lower global func-
tioning score than when the information was pre-
sented later.9 These two studies suggest that the
manner and order in which symptoms are reported
may influence clinical judgment in evaluating AN.
Two other experimental studies, however, failed to
identify similar anchoring effects, meaning that
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clinicians were equally likely to recognize and rate
the severity of AN irrespective of the order of symp-
tom presentation.10,11

The following literature review addresses key con-
siderations for clarifying the phrasing and accompa-
nying text for the DSM-IV AN criteria A-C and BN
criterion D (Supporting Information Table S1).12 The
strongest reason to examine the clarity of phrasing
for these diagnostic criteria is to enhance their valid
and reliable application in clinical settings.

Concerns about the phrasing of cognitive-based
criteria for AN and BN include (1) ambiguity regard-
ing whether (and how) a clinician may infer the
presence of these criteria (e.g. ‘‘refusal to maintain
normal body weight,’’ ‘‘intense fear of gaining
weight or becoming fat,’’ ‘‘undue influence of body
weight or shape on self-evaluation’’; AN criteria A, B,
and C and BN criterion D, respectively) if a patient
does not endorse them; and (2) absence of guidance
for interpretation of dimensional cognitive con-
structs in relation to social norms that vary across
time and social contexts and that may be difficult to
ascertain (AN Criteria B and C; BN Criterion D).

Inference Versus Explicit Endorsement of

Eating Disorder Criteria

A lack of endorsement of these cognitive criteria
may occur for the following reasons: (1) the indi-
vidual does not recognize or acknowledge symp-
toms due to limited insight, minimization, or
denial of the symptoms; and (2) the individual rec-
ognizes symptoms but either does not disclose
them or conceals them. This denial, non-disclo-
sure, and/or concealment may relate to perceived
stigma, concerns about social desirability, or
investment in maintaining the symptoms.

In addition to general considerations for evaluat-
ing cognitively based criteria for AN and BN, sev-
eral concerns relating to the term ‘‘refusal’’ have
been identified. First, ‘‘refusal’’ connotes behavior
that is willful13 and even obstreperous. In doing so,
this word’s usage presupposes capacity and agency
to formulate an intention (not maintaining weight),
choose a course of action (to undermine weight
gain), and to express this intention (endorse a
refusal). A universal assumption of this capacity
and motivation among individuals with AN is
unfounded. Moreover, the frame of ‘‘refusal’’ poten-
tially lays the groundwork for an embattled rela-
tionship between clinician and patient, which is
undesirable. Next, in the absence of guidelines for
describing AN in partial remission, this criterion is
awkward to apply once a patient has engaged in
treatment, and is thus no longer ‘‘refusing’’ to

maintain a normal weight, but is rather actively
working to maintain or gain weight.

Culture-Relevant Considerations for

Interpretation of Dimensional Cognitive

Constructs that Relate to Social Norms

Ascertainment of the clinical meaning or severity
of excessive concerns with weight or shape—e.g.
‘‘undue influence of body weight or shape on self-
evaluation’’ (AN criterion C)—requires reference to
local social norms. However, these social norms can
themselves vary across demographic strata within a
population (e.g., by gender) and are also fluid across
time. Moreover, these social norms comprise multi-
ple relevant dimensions. Social norms governing
weight and shape concerns reference body shape
esthetic ideals and reflect culturally embedded core
values and notions about self-agency that influence
the perceived feasibility and social desirability of
managing weight. For example, social support for
the pursuit of thinness is anchored in a conceptual
matrix relating identity, self, and body, particular to
Western and modern cultural contexts, that allows
that individuals can exert control over their shape or
weight. Thus, cognitive signs intrinsic to AN or BN
(e.g., an intention to reshape the body, expression of
self-volition, and self-evaluation in relation to body
shape or weight) emerge within a particular social—
not natural or physiological—frame.14–16

A well-established literature in anthropology
and sociology of the body and selfhood17–25 sug-
gests avenues for cross-cultural variation in
capacity and inclination for self-evaluation with
respect to bodily attributes as well as in eating
disorder symptom phenomena and severity.26–28

For example, a study of bulimic disorders in India
related their low prevalence to the local promi-
nence and cultural support for a sociocentric self-
definition that the investigators suggest may dis-
courage these behaviors.29 Likewise, ethnographic
data on selfhood and body experience in Fiji sup-
port that the relative emphasis on social—rather
than personal—attributes constituting identity may
diminish personal investment in, and accountabil-
ity for, body shape or weight.30 Whereas these cul-
tural differences may attenuate risk for an eating
disorder,29,30 they may also introduce alternative
social pressures that motivate behavioral symp-
toms with distinctive rationales.31–34

In addition, idioms of distress vary substantially
across cultural contexts and frequently reflect the
legitimacy or desirability of direct expression of
distress or complaint.35 Social convention, stigma-
tization of mental distress, or constraints in health
care resources may encourage somatic rather than
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psychological elaboration of symptoms. Moreover,
emergence of specific symptoms, such as dietary
restraint or purging, may be constrained by perso-
nal autonomy or privacy.36

Therefore, social context is relevant not only to cli-
nician interpretation of signs and symptoms of dis-
ordered eating, but to therapeutic interventions
which must address both their rationale and local
salience for impairment and distress. While not
uniquely relevant to the diagnosis of eating disor-
ders, variation in social and cultural context renders
the assessment of their subjective and dimensional
cognitive attributes particularly challenging given
the heterogeneity of social norms for body ideals. A
comprehensive review of social norms and their
relation to eating disorders is beyond the scope of
this article, and unfortunately, this literature is better
suited to raising questions about the cultural relativ-
ity of diagnostic criteria than to resolving them.
Interpretation of cognitive signs is, therefore, partic-
ularly challenging when considering their applica-
tion in populations characterized by traditions cul-
turally distinct from Western traditions, and also
when considering particular micro-cultures that
characterize demographic strata within Western
populations (e.g., males or athletes). Familiarity with
a patient’s reference for social norms governing
body image and weight management and dietary
behaviors is critical to clinical interpretation of
investment in, or disturbance of, body image.

Method

To identify literature relevant to clinical interpretation of

AN and BN cognitive criteria, we searched for papers in

Medline (1950 to 2008) and PsychInfo (1967 to 2008) that

included in title, abstract, or text the terms: either ano-

rexia, bulimia, or eating disorder (including stem words)

and at least one term from the following list: insight,

investment, disclosure, conceal, deny or denial, minimi-

zation, cognitive bias, refusal, stigma, self-evaluation,

clinical judgment, or inference (again, including stem

words when appropriate) (See Supporting Information

Table S2). The scope of this review excluded a specific

search for studies reporting gender and cultural data rele-

vant to ascertainment of cognitive symptoms of AN and BN.

Results

The literature identifies and supports several
potential challenges to evaluation of cognitively
based symptoms of AN and BN. It also supports

specific semantic concerns with the term, ‘‘refusal,’’
in AN criterion A.

Clinical Ascertainment of ‘‘Refusal’’ and Other

Subjective Symptoms is Potentially Difficult

when they are Unstated or Unendorsed

The requirement that patient ‘‘refusal’’ must be
intrinsic to her low weight to meet AN criterion A
presents a clinical challenge. Refusal—especially if
it is not acknowledged or is denied—is difficult to
assess, and in practice, it may frequently be
inferred on the basis of persistent low weight (see
Hebebrand et al., 2004).13 Generally, the term re-
fusal is understood to be intentional opposition to
a request or requirement. For example, Merriam-
Webster’s Collegiate Dictionary defines ‘‘refuse’’ as
‘‘to express oneself as unwilling to accept’’ or, alter-
natively, ‘‘to show or express unwillingness to do or
comply with’’55 Although specific data are unavail-
able to understand how clinician factors and clini-
cal scenarios influence inference of criterion A, it is
potentially difficult to apply in an initial diagnostic
encounter if refusal is either inapparent or disav-
owed. Even if an unwillingness to restore weight is
suspected based on lack of progress in weight gain
observed longitudinally or on collateral sources,
such as parents, teachers, or coaches, clinicians
lack guidelines for inferring ‘‘refusal’’ when patients
either do not endorse or actively disavow it.

A similar theoretical challenge applies to the
other cognitively based symptom criteria of AN
(and BN). Because patient-clinician negotiation of
the presence and meaning of symptoms is conven-
tionally a bilateral process with embedded assump-
tions about the patient’s responsibilities and moti-
vation for becoming well (e.g., see both Parsons
and Kleinman56,57), a diagnostic approach that
overrides a patient’s report with clinician inference
is unlikely to emerge without sufficient data to jus-
tify it. Moreover, the stakes of overlooking an alter-
native medical or psychological—and potentially
life-threatening and/or treatable—etiology of
weight loss are unacceptably high. However, if AN
or BN is not recognized, the therapeutic response
will either be misdirected or delayed. Although cur-
rent DSM-IV text guidance for clinical assessment
specifies ways in which clinical assessment can be
augmented with observable behaviors (e.g., exces-
sive weighing and body checking) to ascertain body
image disturbance (AN criterion C), opportunities
to collect these clinical data are not always avail-
able. Thus the burden does often fall on clinicians
to infer intent or motivation of the patient.

CLARIFYING CRITERIA FOR COGNITIVE SIGNS AND SYMPTOMS
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Patient Capacity and/or Willingness to Endorse

Symptoms are Multi-Factorial

The term ‘‘refusal’’ implies willful and deliberate
action, which presupposes patients have the
insight into or willingness to formulate, acknowl-
edge, and then verbalize their symptoms. In fact, if
it were directly assessed, individuals with AN may
not endorse the ‘‘refusal’’ criterion—or related cog-
nitive criteria B or C—for a range of reasons (for a
review of relevant literature on denial in AN,
see Vandereycken, 2006a,b; Vitousek et al.,
1991).46,48,49 Some patients may recognize their
symptoms yet choose either not to disclose or to
conceal them due to an investment in maintaining
their symptoms,38,40,41 perceived stigma attached
to AN,51–54 or their concerns about social desirabil-
ity. Alternatively, other individuals may not recog-
nize or acknowledge the symptoms because of lim-
ited insight, developmental capacity, or cognitive
impairment related to their nutritional com-
promise.

Investment in Symptoms. Individuals with AN may
conceal symptoms due to a belief that their symp-
toms are useful to them.39,42 Schmidt and Treasure
(2006) suggest that individuals with AN perceive
benefits of the illness related to emotional avoid-
ance, increased sense of safety, and secondary
gains of communicating distress and engaging
care, for example, which lead them to disregard the
adverse impact of the illness.42 Similarly, Cockell
et al. (2002) also posit that individuals may derive a
sense of personal accomplishment and experiential
avoidance from AN.39 Acknowledgment of symp-
toms, and motivation to address them in treatment,
may be a process that can be achieved through psy-
chotherapy that emphasizes readiness to change
and motivation enhancement.37 Thus, some indi-
viduals with AN may not endorse cognitive eating
disorder symptoms—including efforts to remain
low weight, such as dietary restraint—to treatment
providers, due to the perception that these symp-
toms are beneficial. These beliefs may lead to con-
scious or unconscious concealment of symp-
toms.49

Investment in symptoms and/or lack of insight
can lead to concealment, non-disclosure, minimi-
zation, and/or denial. Although only a handful of
studies address prevalence of non-disclosure
and/or denial among individuals with eating dis-
orders43,44,45,47,50,58 these support the notion that
a sizeable minority to a majority of patients man-
ifest some degree of denial about their illness.
Indeed, the possibility of denial of serious conse-
quences of behaviors is already intrinsic to AN
criterion C.12 Whereas a majority of individuals

may eventually admit to their symptoms, a sub-
stantial number choose not to disclose symptoms
even when queried by a health care provider.43

Moreover, a majority of individuals with eating
disorders report having actively concealed their
behaviors. A number of scholarly reviews and
numerous clinical reports detail superficial com-
pliance or strategies patients may use to subvert
or avoid detection of their symptoms.44,46,48,49,59

Developmental Considerations. Interpretation of the
cognitive criteria for eating disorders may be par-
ticularly problematic in child and young adolescent
patients due to age-appropriate immature cogni-
tive development. For example, abstract reasoning
and attentional set-shifting both develop from
childhood throughout adolescence, and response
inhibition increases from childhood through early
adolescence.60,61 An undeveloped capacity for
abstract reasoning may consequently result in lim-
ited insight about motivation for restrictive eating
or purging among younger patients. Children and
young adolescents may even report a wish to be
healthy rather than an explicit desire to lose
weight.62 Impaired attention and impulsivity may
also be relevant as children may behave without
premeditation (e.g., they may restrict without the
intention of weight loss). In a recent paper,
addressing how diagnostic criteria may require
modification for children, Bravender et al. (2007)
write, ‘‘Diagnostic criteria that reference cognitive
processes in AN are not sensitive to the timing
of neurocognitive maturation in children and
adolescents’’ (p. S118).63

Supporting this claim, the limited research on
eating disorders in children and adolescents sug-
gests that a sizeable minority of young eating disor-
der patients deny the cognitive criteria for
AN.47,64,65 For these younger patients, the differen-
tial diagnosis between eating disorders and feeding
disorders is already difficult,66 and denial of cogni-
tive criteria poses an additional diagnostic chal-
lenge. Increased attention to these issues is war-
ranted. In particular, longitudinal research that
considers the predictive validity of endorsement of
these cognitive criteria in youth would be infor-
mative.

Social Desirability. The perceived stigma of acknowl-
edging AN symptoms may discourage candid and
full disclosures in the clinical setting and may
further undermine help-seeking for patients. Indi-
viduals with AN, who are often perfectionistic and
motivated to fit in and be well regarded (for review
see Lilenfeld et al., 200567; Wonderlich et al.,
200568), may even superficially express desire to
gain weight and concern about the ramifications of
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low weight, motivated by social desirability. Indi-
viduals with AN who, notwithstanding severe psy-
chological impairment or nutritional compromise,
can be relatively high-functioning in educational or
occupational domains as well as articulate, are of-
ten able to present themselves as especially credi-
ble and convincing about reasons for difficulty
gaining weight and their desire to overcome these.
This phenomenon has been described as ‘‘over-
compliance’’ by Vitousek et al. (1991), who also cite
Bruch’s early description of patients with AN as
‘pseudo-agreement’ that can be misinterpreted by
clinicians.46

The Term ‘‘Refusal’’ in AN Criterion A is

Potentially Inaccurate, Misleading, and

Pejorative

We also identified several specific concerns
about unintentional and potentially misleading
connotations of the term ‘‘refusal’’ to characterize
failure to maintain a healthy weight in individuals
with AN. Whereas there are limited empirical data
that evaluate the impact of this specific phrasing
on diagnostic utility and validity, the literature on
motivation, stigma and social desirability, denial,
and developmental processes provide a context as
well as a strong rationale for these concerns.

Biology. Hebebrand et al. (2004) have argued that
difficulties maintaining a normal weight may relate
to biological—rather than strictly psychological—
traits of individuals with AN. For example, they
hypothesize that deficient leptin levels contribute
to the ‘‘paradoxical restlessness or drive for activ-
ity’’ observed in acutely ill patients with AN (p.
830). In other words, they argue some patients are
incapable of maintaining an appropriate weight,
but are not necessarily refusing to do so.13 Investi-
gators have also hypothesized that neurobiological
changes may contribute to symptoms of denial
similar to anosognosia.49,69 Further research in
these areas is needed to elucidate biological under-
pinnings of the observed symptoms.

Social Stigma. By implying agency and willfulness,
the phrasing in AN criterion A may promote stig-
matization of AN. In particular, the connotation of
the word ‘‘refusal’’ as behavior that is oppositional
may perpetuate the notion that a patient is in con-
trol of her symptoms. Research has highlighted the
stigmatization of AN both by the public, who appear
likely to blame the patient for her illness and to
believe she could ‘‘pull herself together’’ if she so
desired,52–54 and by medical professionals.51,70 Thus,
the term ‘‘refusal’’ may have unintended and mis-
leading consequences in framing this symptom as a
‘‘choice’’ of action under voluntary control.

Additional Semantic and Logical Problems with the
Application of the Term ‘‘Refusal’’ for AN Criterion
A. Even setting aside the general difficulties in
ascertaining and evaluating cognitive symptoms
for AN and BN, the phrasing relating to ‘‘refusal’’
for AN criterion A presents several other difficulties
as follows: First, the criterion as phrased specifies
that it is the refusal to maintain an appropriate
body weight (alone) rather than refusal in addition
to the inappropriately low weight that is essential
to the diagnosis. ‘‘Refusing to be an appropriate
weight’’ and ‘‘being a low weight’’ describe two dis-
crete symptoms, and therefore, an individual could
easily ‘‘refuse’’ to maintain an appropriate weight—
notwithstanding a normal weight—and satisfy this
criterion. However, both low weight and the cogni-
tive frame that supports it are intrinsic to AN. This
problem could be addressed by including low
weight as a distinct criterion for AN in addition to
cognitive symptoms and behaviors that support it.
Hebebrand et al. have proposed revised AN criteria
that overlap with this suggestion.13

Next, the term ‘‘refusal’’ connotes behavior that
is not only volitional but also oppositional. When a
patient is engaged in nutritional rehabilitation, she
is (often) no longer able to express or exercise her
‘‘refusal,’’ however uncomfortable it may make
her feel. Indeed, she may be actively engaged in
gaining weight—but still underweight. Because
adherence to nutritional rehabilitation treatment is
mutually exclusive with refusal, this diagnostic cri-
terion is potentially problematic to apply during
the recovery process.

Outcome

A small body of literature has examined the clini-
cal significance of unendorsed cognitive symptoms
in patients with AN and found no differences in
outcome between individuals who denied versus
admitted eating disorder symptoms.47,71 Couturier
and Lock (2006) reported that in a family therapy
trial, adolescents who denied symptoms of dietary
restraint (e.g., restrictive eating, limiting intake in
order to control weight) had equally good out-
comes compared to adolescents who endorsed
these symptoms; notably, individuals were diag-
nosed with AN on the basis of clinician judgment,
and through collateral parent-report, which
affirmed that adolescents were intentionally refus-
ing food or were preoccupied with weight/shape in
spite of denial.47 The authors speculated that fam-
ily involvement in treatment may have influenced
outcomes, as parents took responsibility for treat-
ment participation, even when adolescents’
acknowledgment of illness and motivation for
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treatment were low. In an adult sample, Pryor et al.
similarly found no differences in eating disorder
outcome at 1-year follow-up between individuals
who denied/minimized their eating disorder symp-
toms (defined as scoring below the clinical range
on all EDI/EDI-2 eating disorder scales) but were
judged to have AN on the basis of clinician assess-
ment and collateral reports, and those with AN
who endorsed symptoms (on the EDI/EDI-2).71

Whereas it is not possible to draw conclusions
about the clinical significance of denial on the
basis of this preliminary work, these findings sug-
gest few differences between individuals who
deny versus those who acknowledge their symp-
toms. Moreover, these studies appear to counter
the notion that denial of illness indicates
entrenchment, amotivation, and potentially less
favorable outcome. As Couturier and Lock (2006)
suggest, it is possible that parents’ involvement
in treatment compensated for the potential
impact of adolescents’ denial on outcome47; but
this does not explain the lack of difference in
outcome in the adult sample.71 Importantly, one
early study reported that insight into illness is
associated with improved treatment outcomes in
AN, and that insight can increase as a function of
treatment.72 This study, in concert with the moti-
vation literature, suggests that to the extent that
denial keeps patients from seeking or engaging in
treatment, it needs to be viewed as an important
clinical variable, and warrants additional study.37

Notably, there is a substantial literature that
addresses a phenomenologic variant of AN in
which criterion B (‘‘Intense fear of gaining weight
or becoming fat, even though underweight’’12) is
absent.34,73 Whether individuals who otherwise
appear to meet criteria for AN but who lack
endorsement of fat phobia because of an alternate
rationale for food refusal differ from those who lack
insight or deliberately conceal weight concerns is
unclear and requires further research. In other
words, patients who do not endorse AN criterion B
may comprise a heterogeneous group with a dis-
tinctive clinical course.

Discussion

In summary, the application of cognitive criteria
for AN and BN (AN criteria A–C and BN criterion D)
presents a clinical challenge insofar as their associ-
ated symptoms can be highly subjective and easily
concealed. Limitations in patient capacity to recog-
nize and report symptoms may also undermine

their transparency in clinical settings. Though in
the absence of formal study data evaluating clinical
ascertainment of these criteria, these concerns are
largely theoretical, there are compelling reasons to
clarify guidelines for their implementation. In par-
ticular, the intention underlying, or rationale for,
behaviors that impact weight may be difficult for an
individual with AN to recognize or endorse. Body
experience and weight concerns may be similarly
difficult to formulate and express, in part because
they are highly subjective, and in part because they
are relative to social norms. Moreover, perceived
benefits of low weight or dietary restriction may mo-
tivate individuals to conceal their behaviors or
intentions, even if they do recognize them. There-
fore, application of diagnostic criteria based solely
on patient endorsement of cognitive symptoms
could potentially impede the prompt and accurate
diagnosis of an eating disorder. Interpretation of
clinical signs and collateral data contradicted by dis-
avowal or superficial patient compliance may be
especially problematic for non-specialty clinicians
who are unfamiliar with patterns of denial and non-
disclosure among patients with an eating disorder.

Whether an individual with an eating disorder
does not recognize a symptom in herself, or
whether she intentionally conceals it, the denial of
efforts to lose weight, fear of weight gain, or body
image disturbance may go unchallenged by the cli-
nician. Although the current text accompanying
DSM-IV diagnostic criteria for AN encourages clini-
cians to seek collateral data because patients may
not provide an accurate history of their illness or
account of their symptoms, these additional sour-
ces of data are not always accessible. This is partic-
ularly true for adult patients and individuals who
have not been closely monitored by other clinicians
for conditions related to nutritional concerns and
behaviors. Moreover, even when outside individu-
als are accessible for corroborating history, they
may not be privy to essential information about the
patient’s behavior or subjective state of mind. They,
too, may lack insight or an informed perspective.
Especially when there are no additional sources
about the clinical history provided by family,
educators, other clinicians, or friends who can sup-
plement data provided by the patient, a lack of
symptom endorsement may be misinterpreted as
an absence of symptoms and result in the missed
opportunity to recognize a diagnosis of AN. In con-
trast to several text references that qualify the
potential for denial and inaccurate symptom report
in AN, the DSM-IV text says little about this in rela-
tion to BN. We could find only one text reference
(p. 590)12 to frequent attempts to conceal symp-
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toms in patients with BN, but nothing specifically
relevant to non-disclosure in the clinical encounter
or the advisability of seeking collateral information.

Finally, we conclude that the phrasing for AN
criterion A is both potentially misleading as well as
difficult to apply in clinical settings. As outlined ear-
lier, ‘‘refusal’’ connotes an active process that can be
observed by the clinician (and others) or endorsed
by the patient. Because there is no structured inter-
view assessment specific to this refusal,13 it is
unlikely that it is applied consistently or reliably
across clinical settings. The term ‘‘refusal’’ also con-
notes behavior that is volitional. This not only intro-
duces a pejorative and unnecessarily adversarial
frame for the clinical encounter that may contribute
to stigmatization of AN, but may also distract the
clinical gaze from physiologic contributions to low
weight.13 Moreover, ‘‘refusal’’ is a construct that is
awkward to apply after treatment has begun. AN
criterion A also conflates low weight with the cogni-
tive frame that supports or values it, whereas it may
be desirable to distinguish these.

We conclude by proposing that text addressing
diagnostic features of AN and BN be augmented to
provide guidelines for ascertainment of cognitive
based signs and symptoms (AN criteria A-C and BN
criterion D) in the absence of patient endorsement
of them. In addition, we propose replacing and/or
augmenting terms relating to ‘‘refusal’’ relevant to
AN criterion A. Four options for rephrasing Criterion
A are included in Supporting Information Table S3.
Each of these options preserves the essential feature
of AN, that some cognitive frame—even if unac-
knowledged by the patient—supports an inappropri-
ately low weight. Options 1 and 2 propose a substitu-
tion for the problematic term, ‘‘refusal,’’ with a term
such as, ‘‘resistance.’’ The proposed rephrasing
avoids a potentially misleading and pejorative char-
acterization of AN that can potentially undermine di-
agnosis, treatment alliance, and contribute to stig-
matization of the disorder.

The term ‘‘resistance’’ has the advantage that it
can more readily be inferred in the context of collat-
eral information such as clinical history, data from
the family, and inadequate progress toward weight
gain in spite of nutritional and medical intervention.
This term can also encompass behavior that is either
willful or out of the patient’s awareness. However,
even the active ‘‘resistance’’ to weight gain can also
be challenged and disavowed by the patient. More-
over, Hebebrand et al. (2004) considered, and then
dismissed, this term as attributing ‘‘too active’’ a pro-
cess to the patient.13 Substitution of a term such as
‘‘difficulty’’ maintaining weight is another possibility.
Still, this term may be too general in encompassing

physiologic reasons for low weight and may there-
fore undermine diagnostic specificity (thereby lead-
ing to inappropriate or excessive diagnosis) of AN.

Options 2 and 3 propose separating low weight
and cognitive symptoms into distinct criteria, dis-
tinguishing the presence of low weight from the rea-
sons it is maintained. Finally, option 4 maintains
the current criteria for AN while adding a variant
for individuals who do not endorse cognitive symp-
toms (e.g., as outlined in Walsh and Sysko’s ‘‘Broad
categories’’ proposal Appendix II), ‘‘Anorexia nerv-
osa without evidence of distortions related to body
shape and weight.’’74 For this latter option, we rec-
ommend specifying that the cognitive symptoms
are inferred rather than absent.

Next, we propose text revisions to advise clini-
cians of the limited capacity for many individuals
with an eating disorder for formulating and accu-
rately reporting weight and shape related concerns
as well as potential motivation to avoid disclosure
or evade clinical detection. Limited insight and
capacity to formulate the motivation for symptoms
may be developmental, culturally based, or related
to the distinctive characteristics of AN. Although
the current text encourages utilization of collateral
data, it gives insufficient guidance for application
of the criteria in the absence of patient endorse-
ment of the cognitive symptoms of AN or BN.

Further, we recommend clarification that clini-
cian-based assessment should augment—and can
even supersede—self-reported patient data. Clini-
cian inference should be informed by sources of
collateral data when possible, relevant, and appro-
priate: for example, history from family, friends,
educators, and clinicians; physical signs consistent
with purging behaviors; clinical history of unex-
plained weight changes; and unexplained lack of
weight gain despite nutritional support. Whenever
possible, ascertainment should also utilize data
drawn from observable behaviors such as excessive
weighing or body checking and any behavioral pat-
tern that subverts weight gain or suggests fear of
weight gain or body weight/shape overvaluation.
Text should clarify that longitudinal observational
data may also be necessary to confirm the diagnosis.

As Walsh and Sysko point out (2009),74 a major
drawback with such an approach is excessive reli-
ance on clinical judgment to evaluate presence of a
diagnostic criterion, which could result in overdiag-
nosis of AN. Notably, and in contrast to this pro-
posed option, the omission of inferred cognitions
from the diagnostic criteria for AN has been pro-
posed by Hebebrand et al. (2004).13 However, we
believe this could result in misplaced confidence in
patient report that may be inaccurate or incom-
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plete for the reasons discussed above. This could,
in turn, result in clinicians not recognizing cases of
AN if patients lack the insight, will, or capacity to
endorse these symptoms.

Finally, we recommend augmentation of text to
emphasize the fluid and culture-specific nature of
social norms anchoring weight and body shape con-
cerns. Clinicians can be directed to general guide-
lines for cultural formulation within the DSM as a
starting point for assessing patient signs and symp-
toms in relation to diverse local norms. We also
advocate including specific examples of this varia-
tion across age, gender, and culture.

In conclusion, we have summarized reasons to
augment text guidance for ascertainment of cogni-
tive symptoms of AN and BN. We have also exam-
ined specific reasons to eliminate the word ‘‘refusal’’
from AN criterion A. This proposal draws from em-
pirical evidence that patients with AN and BN poten-
tially lack capacity or motivation to report symptoms
accurately for a variety of reasons. Field testing of
these proposed changes would optimally evaluate
the comparative specificity and sensitivity of the
rephrased criteria as applied in primary and spe-
cialty health care settings. Evaluation of outcomes
for patients meeting full AN or BN criteria, versus
those who do not endorse cognitive criteria, would
establish whether these variants comprise distinctive
subtypes or possibly a heterogeneous group of
patients. Finally, expert consensus on how the pro-
posed rephrasing and text revisions can enhance the
reliable and valid application of diagnostic criteria
for AN and BN in clinical settings will be essential.

We thank Sherrie S. Delinsky for her contributions to a
previous draft of this article. We are also indebted to
helpful comments from the members of the DSM-V Eat-
ing Disorders Work Group on previous versions of this
manuscript.
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