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ABSTRACT

Objective: Eating Disorder Not Otherwise
Specified (EDNOS) constitute the most com-
mon eating disorder among those seeking
treatment at eating disorder facilities; they
are even more Common among persons
with eating disorders the community. This
study compares the impact of applying the
revised diagnostic criteria proposed by the
DSM-5 workgroup, and the broad catego-
ries for the diagnosis of eating disorders
(BCD-ED) proposed by Walsh and Sysko on
the prevalence of EDNOS.

Method: In two nationwide epidemio-
logical studies the prevalence of eating
disorders among female high school (n
= 2,028) and university students (n =
1,020) was examined using DSM-IV crite-
ria. We used a two-stage design, adminis-
tering a questionnaire in the first stage
and an interview in the second stage.

Results: In the combined samples 118
cases of eating disorders (DSM-IV) were
detected, of which 86 were diagnosed as
EDNOS (72.9%). Application of the DSM-5
criteria reduced the number of EDNOS
cases to 60 (50.8%) or to 52 (44%), when
using a BMI <18.5 as cutoff for “signifi-
cantly low weight” criterion in AN; with
the use of BCD-ED criteria, only 5 (4.2%)
cases of EDNOS remained.

Discussion: Proposed criteria set for
DSM-5 substantially reduce the number
of EDNOS cases. However, the BCD-ED
scheme further reduces its proportion,
almost eliminating it. © 2012 by Wiley
Periodicals, Inc.
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classification

(Int J Eat Disord 2013; 46:60—65)

Introduction

Although anorexia nervosa (AN) and bulimia nerv-
osa (BN) are the most well-known and best-
described eating disorders, most people who seek
help for an eating disorder do not meet the full
diagnostic criteria for these disorders. Most cases
fall into the DSM-IV' category of “Eating Disorders
— Not Otherwise Specified” (EDNOS), a diagnostic
category used for eating disorders that do not meet
the criteria for one of the specific eating disorders
(i.e., AN or BN).
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Eating Disorder Not Otherwise Specified is a cat-
egory for eating disorders that, according to the
DSM-1V,! feature behavior variants such as (1) for
females, all symptoms of AN but amenorrhea, (2)
all symptoms of AN except that current weight is in
the normal range, (3) all the criteria for BN, but the
frequency of binges or compensatory behaviors do
not meet the frequency criterion, or last less than 3
months, (4) inappropriate compensatory behaviors
by individuals of normal weight after eating small
amounts of food, (5) repeated chewing and spitting
out, but not swallowing large amounts of food, and
(6) Binge Eating Disorder: recurrent episodes of
binge eating in the absence of other inappropriate
regular compensatory behaviors, characteristic of
bulimia nervosa.

Recent studies indicate that EDNOS cases
account for 40%>* to 60%°° of those seeking treat-
ment at eating disorder facilities. EDNOS may be
even more common in nonspecialized settings'®
and in the community.'!

Recent discussions regarding the revision of the
criteria for the next edition of the DSM due in 2013
has generated several proposals to address the cur-
rent limitations of the DSM-IV. For example, Walsh
and Sysko'? have proposed a set of broad catego-
ries for the diagnosis of eating disorders (BCD-ED)
that, while reducing the possible number of
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individuals in the EDNOS category, would maintain
the traditional diagnostic distinctions. BCD-ED
proposes three broadly defined disorders: AN and
Behaviorally Similar Disorders (AN-BSD), BN and
Behaviorally Similar Disorders (BN-BSD), and BED
and Behaviorally Similar Disorders (BED-BSD). It
also includes a residual EDNOS category. Each
broad category includes a “prototypical” case and
subgroups, which include less typical clinical pre-
sentations.

Meanwhile, the American Psychiatric Associa-
tion'® has made the preliminary draft revisions to
the current diagnostic criteria for eating disorders
diagnoses available for public review (see
www.dsm5.org)."® Proposed changes include: (1)
eliminating amenorrhea as a requirement for the
diagnosis of AN; (2) reducing the frequency of
recurrent binge-eating episodes and inappropriate
compensatory behaviors from twice to once per
week over the past 3 months; and (3) the formal
recognition of Binge Eating Disorder (BED) as a
specific ED. The DSM-5, also, proposes changing
the EDNOS designation to FEC-NEC (Feeding and
Eating Disorders Not Elsewhere Classified.)

The purpose of this study was to evaluate indi-
viduals diagnosed with an EDNOS under DSM-IV
criteria to determine the proportion that would be
reclassified into a broad category using BCD-ED
criteria or into AN, BN, or BED using the proposed
DSM-5 criteria.

Method

Two nationwide epidemiological studies in Portugal
were used to study the prevalence of eating disorders
among female high school and university students based
on the use of criteria from the DSM-1V, and the impact of
the proposed DSM-5 criteria,"® and the BCD-ED pro-
posed by Walsh and Sysko'? on proportion of EDNOS
cases. A two-stage design has been applied. In the first
stage a large sample was screened. Individuals who met
the criteria for “possible” cases were contacted and inter-
viewed as part of the second stage of the study.

Procedure

In the first stage of the study, participants were
screened with the EDE-Q.'* For the second stage of the
study, we selected all participants who met at least one
the following criteria: (1) BMI < 17.5, (2) Scores > 4 on
any of the four EDE-Q subscales; (3) a total EDE-Q score
> 4, or, (4) the presence of dysfunctional eating behaviors
(i.e., binge eating episodes, inappropriate weight control
methods).
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In Stage 2, consenting participants were interviewed
with the Eating Disorder Examination (EDE).'* Clinical
psychologists with clinical experience and training in
treating eating disorder patients conducted all interviews.

After the interview, responses were recorded on data
sheets and all possible symptoms of eating disorder were
registered on a checklist. The research clinicians and the
principal investigator of the project (PPM) reviewed all
diagnosed cases. All diagnostic decisions were reached in
a consensus meeting. Consensus about or agreement
with the diagnostic decision was reached if positive con-
firmation of the symptoms was documented and
reported in the interview.

All diagnoses were originally made using the DSM-IV
criteria. A case was considered EDNOS if it corresponded
to one of the six examples presented by the DSM-IV,!
clinical severity was determined by clinically significant
EDE scores on the relevant diagnostic items and by
assessment of clinical impairment by the interviewer.

Subsequently, on the basis of information from the
interview records, individuals, originally diagnosed as
EDNOS, were reanalyzed with the provisional criteria of
the DSM-5'2 and the criteria proposed in the BCD-ED.'?
Previously diagnosed cases of AN and BN kept their diag-
nosis.

For example, using provisional DSM-5 criteria, an orig-
inally diagnosed case of EDNOS would be reclassified as
BN if the binge or purge frequency were once a week for
3 months, or as BED if previously diagnosed as EDNOS
using the experimental criteria for BED.

For anorexia nervosa, in the DSM-5 the A-criterion is
described as: Restriction of energy intake relative to
requirements leading to a significantly low body weight
in the context of age, sex, developmental trajectory, and
physical health. Significantly low weight is defined as a
weight that is less than minimally normal, or, for children
and adolescents, less than that minimally expected. To
apply DSM-5 criteria of AN we used a rather conservative
BMI< 17.5 as cut off for significantly low weight. How-
ever, and because the DSM-5 will also consider a weight
severity rating on a scale from 0 to 4; and a mildly low
weight for AN (score = 1) is defined as BMI <18.5, we
will also report the number of DSM-5 AN cases, when the
B and C criteria are met, but the BMI is >17.5 but <18.5.
Presence of other criteria and features of AN were
assessed based on interview (EDE) and self-report (EDE-
Q) clinically significant ratings. For example, restraint
subscale for “Restriction of energy intake relative to
requirements.”

Applying the BCD-ED scheme, individuals originally
diagnosed as EDNOS were classified in one of the broad
categories, and then further classified into a subgroup of
the broad category. If the symptoms were not consistent
with a specific subgroup, the Not Otherwise Classified
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FIGURE 1. Participants at Stages 1 and 2. TABLE 1. Eating disorders frequency (N) and prevalence
rates (Prev) based on each diagnostic set of criteria
for the high school and university samples combined
Total in Stage 1 (N = 3,048)
N=3048
DSM-IV? DSM-5 BCD-ED
l l N (Prev) N (Prev) N (Prev)
Missing Met Criteria Did not meet criteria Anorexia nervosa 18 (0.59) 21" (0.69) 32°(1.05)
N =230 N=1764 N=1054 Bulimia nervosa 14 (0.46) 18 (0.59) 62 (2.03)
BED — 19 (0.62) 19 (0.62)
1 EDNOS 86 (2.82) 60° (1.97) 5(0.16)
Total cases 118 (3.87) 118 (3.87) 118 (3.87)

Missing stage 2
N=472

Interviewed stage 2
N=1292

subgroup within the broad category was assigned. Initial
reclassifications were made by the second author (SG)
and difficult cases were resolved via discussion and addi-
tional review of records by the first author (PPM).

Measures

For stage 1, the Eating Disorder Examination — Ques-
tionnaire (EDE-Q, 4th edition)'* was used. This is a self-
report questionnaire with 36 items that generates 4 sub-
scale scores (restraint, eating concern, shape concern,
and weight concern), as well as a global score, which is
the average of the four subscales. Respondents rate each
item on a 7-point rating scale (i.e., 0-6) indicating the
number of days out of the previous 28 in which particular
behaviors, attitudes, or feelings occurred. Scores > 4 on
any of the four EDE-Q subscales were considered clini-
cally relevant. The scale revealed good internal consis-
tency for all the subscales and the Global Score (ranging
from 0.71 to 0.97).

For Stage 2 the, Eating Disorder Examination (EDE,
12th edition)'® was used. This is a researcher-conducted
interview developed to measure a broad range of specific
psychopathologies characteristic of eating disorders. For
this study we used the diagnostic items of the EDE, in
order to determine DSM-IV diagnosis. The EDE diagnos-
tic items assess the individual’s state in the present and
over the previous three months, providing data on the
frequency of key behaviors, such us binge eating and
self-induced vomiting, and the severity of other features
of eating disorders.

Participants

In the first study, described elsewhere,'* 2028 high
school female students from 11 public schools responded
to the EDE-Q. The age of the 2,028 participants ranged
from 12 to 23 years; the mean age was 16.19 (SD = 1.33)
years, and mean BMI was 20.92 (SD = 3.80). For the
1,834 participants screened in the first stage whose
responses produced useable data, EDE-Q mean, global,
and subscale scores were EDE-Q Restraint, Mean = 0.92
(SD = 1.26); EDE-Q Eating Concern, Mean = 1.83 (SD
=1.62); EDE-Q Shape Concern, Mean = 0.65 (SD = 0.96);
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4 BED cases are included in EDNOS with DSM-IV criteria.

PDSM-5 AN BMI< 17.5. If we use a less conservative cutoff point of
BMI< 18.5 the number will be 29 and the number of EDNOS will be 52
instead of 60.

“Includes three cases (aged 20, 20, and 21 years) with a BMI of 18.56,
18.57, 18.73 that meet all other DSM5 criteria for AN.

EDE-Q Weight Concern, Mean =1.89 (SD = 0.67); and,
EDE-Q Global, Mean = 1.31 (SD = 1.23). In Stage 2, 836
students who met the selection criteria described above
were interviewed with the EDE. At Stage 2, using DSM-
IV! diagnostic criteria, we detected 62 cases of eating dis-
orders. Of these, 48 cases were classified as EDNOS, cor-
responding to a prevalence rate of 2.37%. Fourteen cases
(0.69%) were either anorexia nervosa (N = 8; 0.39%) or
bulimia nervosa (N = 6; 0.30%).

In the second study, not previously reported, a sample
of 1,020 female university students was screened at Stage
1. Most of the students (78%) in this sample were from
the North of the country and the remaining from the
South. Both campuses are part of the public university
system and accept students from all over the country.
The age of the 1,020 participants, at Stage 1, ranged from
18 to 58 years, mean age was 21.81 (SD = 4.13) years, and
mean BMI was 21.99 (SD = 3.39). EDE-Q mean, global,
and subscale scores for the 1,020 participants who were
screened in Stage 1 of the study were EDE-Q Restraint,
Mean = 2.26 (SD = 2.01); EDE-Q Eating Concern, Mean
= 1.90 (SD =1.80); EDE-Q Shape Concern, Mean =2.13
(SD = 1.85); EDE-Q Weight Concern, Mean =2.21 (SD
=1.74); and, EDE-Q Global, Mean = 2.37 (SD = 1.79). At
stage two, 456 of the 670 women who met the selection
criteria described above were interviewed. Using DSM-
IV'? diagnostic criteria, we detected 56 cases of eating
disorders. Of these, 38 cases were of cases of EDNOS cor-
responding to a prevalence rate of 3.72%. Eighteen cases
(1.76%) were either anorexia nervosa (N = 10; .97%) or
bulimia nervosa (N = 8; 0.78%).

Combined Samples

At Stage 1, 3,048 students from the 11 public high
schools and 2 universities that were attending a class at
the time the research team visited completed the ques-
tionnaires. Some participants (280) did not complete all
questionnaires properly, producing missing or unusable
data. This corresponds to an attrition rate of 9.2% at this
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TABLE 2.

DSM-5 REDUCES THE PROPORTION OF EDNOS CASES

Demographic characteristics among the 118 individuals with an eating disorder classified using DSM-V,

DSM-5, and the broad categories for the diagnosis of eating disorders proposal

Diagnostic categories

DSM-IV AN BN
N =18 N =14
M = SD M = SD
Age 18.8 £ 2.78 18.4 = 2.59
BMI 15.8 = .98 205+ 2.12
EDEQ-Total 1.3+ 145 3.2+ 1.60
EDEQ-Restriction 13 +1.69 29+ 1.98
EDEQ-Eating 12+143 2.1£1.81
EDEQ-Weight 1.5+ 147 40141
EDEQ-Shape 14 += 1.56 3.7 +1.63
DSM5 AN BN
N =21 N =18
M = SD M = SD
Age 18.2 = 2.80 179 £ 2.53
BMI 16.0 = 1.00 214 =280
EDEQ-Total 13 £145 30177
EDEQ-Restriction 12 +1.69 29+ 214
EDEQ-Eating 1.2 +£148 2.0=*=20
EDEQ-Weight 1.6 = 1.56 3.7 £1.68
EDEQ-Shape 1.5+ 155 3.5+ 191
BCD-ED AN BN
N =32 N = 62
M = SD M = SD
Age 179 £2.83 18.9 = 4.04
BMI 16.7 £ 1.38 214 +3.12
EDEQ-Total 19 £1.67 2.6 = 1.61
EDEQ-Restriction 17 +1.84 2.3 +1.80
EDEQ-Eating 1.6 £1.61 1.8 £1.72
EDEQ-Weight 22+1.74 3.2+1.98
EDEQ-Shape 23 +£1.90 3.1*+1.87

Statistics
BED EDNOS
N = 86
M = SD
18.6 = 4.19
20.7 +3.16 F(2,116) = 22.1 p < .0001
AN < BN; AN < EDNOS
2.6 £1.58 F(2,116) = 5.0 p < .01
AN < BN; AN < EDNOS
22 *+173
20171
32+191 F(2,116) = 6.4 p < .01
AN < BN; AN < EDNOS
3.2+ 1.90 F(2,116) = 6.5 p < .01
AN < BN; AN < EDNOS
BED EDNOS
N=19 N = 60
M = SD M = SD
20.23 £4.92 18.5 £ 4.12
20.2 =282 20.8 =3.13 F(3,115) = 17.7 p < .0001
AN < BN; AN < BED; AN < EDNOS
2.6+ 154 22+1.66 F(3,115) = 10.8 p < .01
AN < BN; AN < BED; AN < EDNOS
25+ 1.68 2.2 +£1.66
2.8 = 1.65 1.8 £1.61
3.6 £1.71 312193 F(3,115) =157 p < .01
AN < BN; AN < BED; AN < EDNOS
3.7 +1.81 32+ 186 F(3,115) = 17.0 p < .01
AN < BN; AN < BED; AN < EDNOS
BED EDNOS
N =19 N=5
M = SD M = SD
20.2 =492 15.4 £ .89
202 =282 21.6 =272 F(3,115) = 21.6 p < .0001
AN < BN; AN < BED; AN < EDNOS
3.2+ 147 32*+129
25+ 1.68 2.1£140
2.8 = 1.65 23 *+1.34
3.6 £1.71 23134 F(3,115) =3.1p < .05
37 +1.81 43+1.76 F(3,115) = 3.18 p < .05

stage. At stage two from the remaining 2,818, 1,764 were
selected based on our previously defined criteria. We
were able to interview 1,292 participants at Stage 2, and
472, missed the scheduled interview by either refusing to
participate in the interview, failure to obtain consent, or
because they missed school that particular day. This cor-
responds to an attrition rate of 26.7%, at this particular
point of the study, representing 15.5% of the initial sam-
ple. Figure 1 presents the number of participants on each
stage of the study, as well as the number of missing data
at stage one and the number of participants that were
interviewed at Stage 2.

Results

In the combined samples of female high school
and university students we detected 118 cases of
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eating disorders as defined by the DSM-1V, corre-
sponding to a prevalence of 3.87%. Of these, 86
were diagnosed as EDNOS (72.9% of all cases), 18
as anorexia nervosa (15.3%), and 14 as bulimia
nervosa (11.9%).

Applying the draft criteria proposed by the DSM-
5'3 to the 118 cases diagnosed using DSM-IV crite-
ria, 21 cases (17.8%) were classified as anorexia
nervosa, 18 (15.3%) as bulimia nervosa, 19 as binge
eating disorder (16.1%), and the remaining 60
(50.8%) as EDNOS.

Using the Walsh and Sysco’s'? broad categories,
32 (27.1%) would be classified as anorexia nervosa
and behaviorally similar disorders, 62 (52.5%) as
bulimia nervosa and behaviorally similar disor-
ders, 19 (16.1%) as Binge Eating Disorder and
behaviorally similar disorders, and only 5 (4.2%)
as EDNOS.
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TABLE 3. Distribution of the 118 individuals with an
eating disorder classified using the broad categories for
the diagnosis of eating disorders proposal

Broad Categories for the Diagnosis of

Eating Disorders (BCD-ED) Total Sample N

Anorexia nervosa and behaviorally similar disorders (AN-BSD) (nnn1)

nnn.11, Typical anorexia nervosa, with or without 21

amenorrhea

nnn.12, Anorexia nervosa, without evidence of 0

distortions related to body shape and weight

nnn.13, AN-BSD with significant weight loss at or 11

above a minimally acceptable body weight

nnn.14, AN-BSD-NOS 0
Bulimia nervosa and behaviorally similar disorders (BN-BSD) (nnn.2)

nnn.21, Typical bulimia nervosa 18

nnn.22, Bulimia nervosa, low frequency 25

nnn.23, Purging Disorder 19

nnn.24, BN-BSD-NOS 0
Binge eating disorder and behaviorally similar disorders (BED-BSD)

nnn.31, Typical binge eating disorder 19

nnn.32, Binge eating disorder, low frequency 0

nnn.33, BED-BSD, hinge eating episodes not 0

objectively large

nnn.34, BN-BSD-NOS 0
Eating Disorder not otherwise specified (EDNOS) (nnn.4) 5

Categories for the diagnosis of eating disorders proposal.

Table 1 shows the prevalence rates, based on the
total sample of 3,048 participants, for each eating
disorder when DSM-1V, proposed provisional DSM-
5, and BCD-ED criteria are used. In addition, Table
2 shows the demographic characteristics among
the 118 individuals with an eating disorder classi-
fied using DSM-V, DSM-5, and the broad categories
for the diagnosis of eating disorders proposal. And,
Table 3 shows the distribution of clinical cases in
each subcategory of eating disorders according to
the BCD-ED'? criteria in each sample and in the
combined total sample.

The prevalence of EDNOS cases in the combined
samples was 2.79% using DSM-1V criteria; the prev-
alence of EDNOS dropped to 1.8% using proposed
DSM-5 criteria and to 0.2% using the BCD-ED.

Of the initial 86 EDNOS cases 3 were reclassified
as AN, 4 as BN, 19 as BED using the proposed
DSM-5 criteria; when we used a BMI <18.5 as cut-
off (instead of BMI<17.5) another 8 EDNOS cases
were reclassified as DSM-5 AN. When applying the
broad categories (BCD-ED), 14 EDNOS cases under
DSM-1V criteria were reclassified as AN, 48 as BN
and 19 as BED. Figure 2 shows the case migration
and the relative proportion of cases under DSM-1V,
DSM-5, and BCD-ED criteria.

Discussion

As expected the prevalence of EDNOS cases in our
community sample decreased with the use of both
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FIGURE 2. Changes in eating disorder classification by
diagnostic classification scheme (N = 118 cases of eating
disorders identified by DSM-1V). AN, anorexia nervosa; BN,
bulimia nervosa; BED, binge eating disorder; EDNOS, eat-
ing disorder not otherwise specified. Note: BED cases were
included in EDNOS under DSM-IV. Subscript numbers rep-
resent number of cases that migrated from one to another
category. [Color figure can be viewed in the online issue,
which is available at wileyonlinelibrary.com.]

100% 5
90% 14
80%
60
70% [
86
st I “ EDNOS
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N —
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DSM-5 and BCD-ED criteria for the diagnosis of
eating disorders. When the DSM5 provisional crite-
ria were applied to the samples the proportion of
EDNOS cases identified based on DSM-IV criteria,
dropped from 73% to 51% (or to 44%, when using a
BMI <18.5 as cutoff for “significantly low weight”
in the A criterion for AN). However, with the use of
the proposed BCS-ED criteria, the proportion of
EDNOS cases dropped from the original 73% to 4%.

This suggests that the changes proposed for the
DSM-5 significantly reduce the number of EDNOS
cases in community samples. However, a signifi-
cant proportion, corresponding to roughly half of
the cases, would still be classified as EDNOS cases
or in DSM-5 terminology, FEC-NEC cases.

The proposed BCD-ED criteria almost eliminate
the number of EDNOS cases, making it a truly re-
sidual category. Although this study suggests that
the BCD-ED criteria set has the potential to be clin-
ically useful, it might increase the prevalence rate
of cases of eating disorders in the community. This
study only reanalyzed cases previously diagnosed
as ED under DSM-1V criteria. The broader catego-
ries of BCD-ED are more heterogeneous, although
they seem to capture the essence of each category.

There are several limitations to this study. As
noted before, we just reanalyzed previously diag-
nosed cases under DSM-IV criteria. We did not
interview participants again and we relied only
notes made during the previous EDE interviews. All
previously diagnosed cases of EDNOS were based
on examples provided by the DSM-IV there is no
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way to estimate the number of EDNOS in the com-
munity based on other examples and/or criteria.

In summary, although the provisional criteria
proposed by the DSM-5 Work Group significantly
reduce the number of cases of EDNOS previously
diagnosed, the proportion of clinical cases in this
category remains substantial. A classification
scheme based on broader categories of eating dis-
orders such as the BCD-ED would provide major
changes in the relative distribution of eating disor-
ders and make EDNOS a truly residual category.

The authors acknowledge Alda Gongalves and Emilio
Juan Compte for their involvement with the data collec-
tion.
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