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Abstract

Eating disorders are complex psychiatric conditions that significantly impact physical health, psychological
well-being, and social functioning. Among them, Restrictive Food Intake Disorder (RFID) and Anorexia
Nervosa are particularly severe, characterized by persistent patterns of restricted food consumption that lead
to malnutrition, weight loss, and related complications. Restrictive Food Intake Disorder, often seen in
children and adolescents, involves avoidance of food intake without the typical concerns about body image,
whereas Anorexia Nervosa is strongly associated with intense fear of gaining weight, distorted body image,
and excessive control over eating habits. Both disorders can result in serious medical consequences,
including cardiovascular, gastrointestinal, and endocrine dysfunctions. Psychological effects such as
anxiety, depression, and social withdrawal often coexist, making diagnosis and treatment challenging.
Effective management requires a multidisciplinary approach combining medical intervention, nutritional
rehabilitation, and psychotherapy. Early identification is critical for preventing long-term health
complications and mortality. Recent research emphasizes the role of family-based therapy, cognitive-
behavioral interventions, and awareness programs in improving recovery outcomes. This paper highlights
the clinical features, differences, and management strategies for Restrictive Food Intake Disorder and

Anorexia Nervosa, aiming to enhance understanding and guide effective interventions.
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INTRODUCTION

Copyright@ijaer.org Page 54



IJAER/September-October 2025/Volume-14/Issue-5 ISSN: 2278-9677

Eating disorders represent a group of serious psychiatric and medical conditions that interfere with healthy
eating patterns and overall well-being, with Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa
standing out as two of the most significant restrictive types. Restrictive Food Intake Disorder, recognized
in the DSM-5, is commonly observed in children and adolescents and is characterized by inadequate food
intake, nutritional deficiencies, and weight loss without concerns related to body image. In contrast,
Anorexia Nervosa is a well-established disorder that typically develops in adolescence or early adulthood,
defined by an intense fear of gaining weight, a distorted body image, and persistent restriction of energy
intake leading to a dangerously low body weight. Both conditions pose severe health risks, including
malnutrition, cardiovascular problems, and psychological distress, often requiring urgent clinical
intervention. Their rising prevalence highlights the necessity of early diagnosis, multidisciplinary treatment
approaches, and preventive strategies. Understanding their similarities and differences is vital for improving

awareness, guiding effective management, and reducing associated mortality rates.
Background of Eating Disorders

Eating disorders are complex mental health conditions that significantly affect eating behaviors,
psychological functioning, and physical health. They are influenced by a combination of biological,
psychological, and sociocultural factors, often emerging during adolescence or young adulthood. Among
the wide spectrum of eating disorders, restrictive types such as Restrictive Food Intake Disorder (RFID) and
Anorexia Nervosa are of particular concern due to their severe impact on nutrition and overall health. These
disorders can result in malnutrition, weakened immunity, growth disturbances, hormonal imbalance, and in
extreme cases, life-threatening complications. Social pressures, cultural ideals of thinness, genetic
predisposition, and traumatic experiences can also play major roles in their development. Despite increasing
global awareness, stigma and misconceptions surrounding eating disorders often delay diagnosis and
treatment, worsening outcomes for affected individuals. Therefore, understanding the background and core
characteristics of eating disorders is essential to recognize their seriousness, reduce misconceptions, and

design more effective clinical interventions for early management and long-term recovery.
Importance of Studying RFID and Anorexia Nervosa

The study of Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa is critically important as both

conditions represent distinct yet overlapping restrictive eating patterns with serious health implications.
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RFID primarily occurs in children and adolescents and is marked by nutritional deficiencies and avoidance
of food, often without weight or body image concerns. On the other hand, Anorexia Nervosa is strongly
linked to body image disturbances, intense fear of gaining weight, and extreme dieting behavior. Both
disorders, however, can cause severe complications such as malnutrition, cardiac irregularities,
developmental delays, and psychological issues including anxiety and depression. Their study is essential
to enhance early identification and differentiate between the two conditions, as misdiagnosis or delayed
intervention can worsen prognosis. Understanding these disorders also contributes to developing
multidisciplinary treatment strategies involving medical, nutritional, and psychological care. Additionally,
research into RFID and Anorexia Nervosa provides valuable insights into preventive strategies, awareness

programs, and policy-making aimed at reducing stigma and improving health outcomes.

Main symptoms in human

Dizziness
Imgub'mmm
—» Low pressure
Poor concentration and focus
Shortness of breath
Bloating and/or abdominal pain
Muscle weakness

Swollen cheeks or jawline
Gastrointestinal problems
Bulimia nervosa Scars, scrapes on your knuckles
3 BN —> Irregular menstrual periods
Muscle weakness
Bloodshat eyes

¢ Anorexia netvosu'-‘r‘-
AN A

Dehydration

Diabetes

- . High blood pressure
/ - k High cholesterol
¢ Binge-eating disorder | Heart disease and stroke
\ BED 4 —> Certain cancers
- Gallbladder disease

Depression and anxiety

OVERVIEW OF RESTRICTIVE FOOD INTAKE DISORDER (RFID)

Restrictive Food Intake Disorder (RFID), also referred to as Avoidant/Restrictive Food Intake Disorder
(ARFID), is a recently recognized eating disorder classified in the DSM-5. Unlike other eating disorders,
RFID is not associated with body image disturbance or a fear of gaining weight. Instead, it is characterized
by a persistent failure to meet appropriate nutritional or energy needs, leading to consequences such as
significant weight loss, nutritional deficiencies, dependence on supplements, and marked interference with
daily functioning. The disorder is often seen in children and adolescents, though it may also persist into

adulthood if left untreated. Common causes include sensory sensitivities to certain textures, colors, or smells
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of food, a lack of interest in eating, or fear-based avoidance following a negative experience such as choking
or vomiting. RFID can severely impact physical growth, cognitive development, and emotional health, often
coexisting with anxiety, depression, or developmental conditions like autism spectrum disorder. Diagnosis
requires careful evaluation to distinguish it from other medical or psychological conditions. Treatment
typically involves a multidisciplinary approach, combining nutritional rehabilitation, behavioral therapy,
and family-based interventions to restore adequate eating habits and improve quality of life. Early

recognition is crucial to preventing long-term complications and ensuring healthy development.
Definition and Diagnostic Criteria

Restrictive Food Intake Disorder (RFID), also called Avoidant/Restrictive Food Intake Disorder (ARFID),
is defined as a persistent pattern of restricted or inadequate food intake that leads to significant nutritional
deficiencies, weight loss, dependence on nutritional supplements, or marked impairment in psychosocial
functioning. Unlike Anorexia Nervosa or Bulimia Nervosa, RFID is not associated with body image
disturbances or fear of weight gain. According to the DSM-5 diagnostic criteria, individuals with RFID
display a consistent inability to meet nutritional and energy requirements, resulting in health complications.
The condition may arise due to sensory sensitivities to food, lack of interest in eating, or fear of adverse
consequences such as choking or vomiting. Diagnosis requires exclusion of other medical or psychiatric
conditions and careful clinical assessment of dietary habits, weight history, and nutritional status.
Recognition of these criteria is vital for accurate diagnosis and timely intervention to prevent long-term

complications.
Clinical Features and Risk Factors

Restrictive Food Intake Disorder (RFID) presents with distinct clinical features, including significant weight
loss or failure to achieve expected growth, nutritional deficiencies, and strong avoidance of certain foods
based on sensory characteristics such as texture, smell, or appearance. Some individuals show low appetite
or limited interest in eating, while others develop food avoidance after traumatic experiences like choking,
vomiting, or gastrointestinal distress. Risk factors contributing to the disorder include childhood feeding
difficulties, heightened sensory sensitivity, anxiety disorders, and developmental conditions such as autism
spectrum disorder or ADHD. Family history of psychiatric illnesses, parental feeding practices, and early
negative food experiences may also increase susceptibility. Social and cultural influences play a less
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prominent role compared to other eating disorders. Children and adolescents are particularly vulnerable, as
restricted intake can interfere with normal growth and cognitive development. Understanding these features

and risk factors is essential for early recognition and effective treatment planning.
Psychological and Medical Consequences

The consequences of Restrictive Food Intake Disorder (RFID) extend across both psychological and
medical domains, severely affecting overall well-being. Medically, the disorder can cause malnutrition,
stunted growth, low body weight, weakened immunity, delayed puberty, and complications such as anemia,
dehydration, and gastrointestinal issues. In severe cases, dependence on tube feeding or nutritional
supplements may be required. Psychologically, individuals with RFID often experience heightened anxiety,
social withdrawal, and low self-esteem due to difficulties with food and eating in social settings. Children
may display irritability, poor concentration, and learning difficulties linked to inadequate nutrition. Co-
occurring mental health conditions such as depression, obsessive-compulsive tendencies, and generalized
anxiety are also common. The disorder can disrupt family dynamics, creating stress and conflict during
mealtimes. If left untreated, RFID can persist into adulthood, leading to chronic health issues and impaired
quality of life. Early intervention with nutritional, psychological, and behavioral support is essential to

prevent these adverse outcomes.

OVERVIEW OF ANOREXIA NERVOSA

Anorexia Nervosa is one of the most severe and well-documented eating disorders, characterized by an
intense fear of gaining weight, a distorted body image, and persistent restriction of food intake. Individuals
with this disorder often perceive themselves as overweight despite being underweight, which drives
excessive dieting, fasting, or over-exercising. Anorexia Nervosa commonly begins during adolescence or
early adulthood, with higher prevalence among females, though it can affect individuals of all genders and
ages. The condition has profound medical consequences, including malnutrition, hormonal imbalance,
cardiac irregularities, osteoporosis, and weakened immunity. Psychologically, it is strongly linked to
anxiety, depression, perfectionism, and obsessive behaviors. Despite awareness, many patients struggle to
accept treatment due to denial of the seriousness of their condition. Anorexia Nervosa has one of the highest
mortality rates among psychiatric disorders, making early detection and comprehensive treatment critical.
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Multidisciplinary approaches involving psychotherapy nutritional rehabilitation and medical monitoring are

essential for recovery and relapse prevention.
Definition and Diagnostic Criteria

Anorexia Nervosa is a psychiatric eating disorder defined by severe restriction of energy intake, an intense
fear of gaining weight, and a distorted perception of body shape or size. According to the DSM-5 diagnostic
criteria, the disorder involves persistent restriction of food leading to significantly low body weight in
relation to age, sex, and developmental stage. Individuals with Anorexia Nervosa often exhibit a relentless
pursuit of thinness, using extreme dieting, fasting, or excessive exercise as methods of control. A key
diagnostic feature is the disturbance in the way one’s body weight or shape is experienced, often coupled
with denial of the seriousness of low body weight. There are two recognized subtypes: the restricting type,
characterized by dieting and fasting, and the binge-eating/purging type, involving self-induced vomiting or
misuse of laxatives. Accurate diagnosis is critical, as delayed recognition can lead to chronic illness and

life-threatening medical complications.
Role of Body Image Disturbance

Body image disturbance plays a central role in Anorexia Nervosa, influencing both the onset and
maintenance of the disorder. Individuals often hold a distorted perception of their body, believing
themselves to be overweight even when severely underweight. This misperception drives an intense fear of
gaining weight and obsessive preoccupation with food, calories, and body shape. Unlike Restrictive Food
Intake Disorder (RFID), where body image distortion is absent, Anorexia Nervosa is heavily rooted in
cognitive distortions related to self-worth and appearance. Societal ideals of thinness, media influence, and
cultural pressures often reinforce these unhealthy beliefs, particularly among adolescents and young adults.
The internalization of perfectionism and high self-criticism further exacerbates body dissatisfaction. This
psychological component not only fuels restrictive eating behaviors but also contributes to treatment
resistance, as patients may deny the seriousness of their condition. Addressing body image disturbance is

therefore a crucial aspect of therapy, particularly through cognitive-behavioral interventions.

Health Implications and Complications
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Anorexia Nervosa carries severe health implications, affecting nearly every organ system in the body due
to prolonged malnutrition and extreme weight loss. Common medical complications include cardiovascular
problems such as bradycardia, hypotension, and arrhythmias, as well as hormonal imbalances leading to
amenorrhea, infertility, and weakened bone density resulting in osteoporosis. Gastrointestinal issues like
constipation and gastric pain, along with impaired kidney and liver function, are also prevalent.
Neurological consequences may include poor concentration, dizziness, and even brain atrophy in severe
cases. Immunity is compromised, increasing susceptibility to infections. Psychologically, the disorder is
linked to depression, anxiety, obsessive-compulsive symptoms, and social withdrawal. Importantly,
Anorexia Nervosa has one of the highest mortality rates among psychiatric conditions, caused by medical
complications or suicide. These outcomes highlight the critical need for early intervention and
comprehensive treatment, combining medical monitoring, nutritional rehabilitation, and psychological

therapy to reduce long-term complications and improve survival outcomes.

Medical Complications
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COMPARATIVE ANALYSIS OF (RFID) AND ANOREXIA NERVOSA

Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa share similarities in terms of restricted food
intake, nutritional deficiencies, and potential medical consequences, yet they differ significantly in
underlying psychological factors and presentation. Both disorders can result in weight loss, growth
disturbances, and malnutrition; however, the motivations driving these conditions set them apart. In RFID,
restriction of food intake is typically due to sensory sensitivities, lack of appetite, or fear of adverse
consequences such as choking or vomiting, without concern for body image. Conversely, Anorexia Nervosa
is strongly linked to distorted body perception, obsessive fear of weight gain, and an intense desire for

thinness. Age of onset also varies, with RFID more common in children and younger adolescents, whereas
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Anorexia Nervosa often develops during adolescence or early adulthood, with a higher prevalence among
females. Treatment approaches overlap in medical and nutritional rehabilitation but differ in psychological
focus, with body image therapy being central in Anorexia Nervosa. Understanding these distinctions is

essential for accurate diagnosis, tailored interventions, and improved treatment outcomes.
Similarities in Restrictive Eating Patterns

Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa share several similarities in their restrictive
eating patterns, often leading to inadequate nutrition and significant health complications. In both disorders,
individuals consume insufficient food to meet energy and nutritional requirements, resulting in weight loss,
fatigue, and compromised physical development. Meal avoidance, limited food variety, and dependence on
nutritional supplements are frequently observed in both conditions. Social and family mealtimes may
become stressful, as individuals often resist eating or require extensive persuasion. The restrictive patterns
are persistent and interfere with daily life, education, and social participation. Medical outcomes such as
growth delays in children, weakened immunity, and gastrointestinal issues are common consequences.
Despite differences in psychological underpinnings, the behavioral outcome of avoiding food and
maintaining inadequate intake remains a key similarity. Recognizing these overlapping patterns is important
for clinicians to identify eating disorders early and initiate supportive treatment strategies that address

nutritional needs.
Differences in Psychological Motivations

While Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa both involve restricted food
consumption, their psychological motivations differ substantially. In Anorexia Nervosa, the driving factor
is an intense fear of gaining weight, coupled with distorted body image and a compulsive desire for thinness.
This leads to extreme dietary restriction, obsessive calorie monitoring, and excessive exercise. By contrast,
RFID is not associated with body image concerns; instead, it arises from sensory sensitivities to food texture,
taste, or smell, lack of interest in eating, or fear of negative outcomes such as choking or vomiting. These
motivations make RFID more closely linked to developmental issues, anxiety, or previous traumatic eating
experiences, whereas Anorexia Nervosa is deeply rooted in cognitive distortions and sociocultural pressures

regarding appearance. Understanding these psychological differences is vital for accurate diagnosis, as
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treatment for Anorexia focuses on body image and cognitive restructuring, while RFID management

emphasizes sensory, behavioral, and feeding therapies.

Self-fulliflment
neads

Self-
actualization:
ochieving one's

full potensicl,
including creative
oclivities

Esteom needs:
pressige and feeling of accomplishment

Belongingi and love d
intimate relationships, friends

Psycholegical

needs

Saofety needs:
sacurity, safely Basic

nm‘.r".
Physiological needs:
food, water, warmth, rest

Age and Gender Considerations

Age and gender play significant roles in the presentation of Restrictive Food Intake Disorder (RFID) and
Anorexia Nervosa. RFID is more frequently diagnosed in childhood and early adolescence, often linked to
developmental conditions such as autism spectrum disorder or attention-deficit hyperactivity disorder. It
affects both males and females with relatively equal distribution, as body image concerns are not central to
its development. In contrast, Anorexia Nervosa typically emerges during mid-to-late adolescence or early
adulthood and is much more common among females, though males are increasingly recognized as affected.
Gender differences in Anorexia are strongly influenced by cultural ideals of thinness, societal expectations,
and peer pressures, which disproportionately target young women. The earlier onset of RFID poses risks to
growth and cognitive development, whereas Anorexia carries higher risks of long-term psychological
distress and life-threatening complications. Awareness of these age and gender distinctions is critical for

timely diagnosis, targeted prevention, and effective therapeutic interventions.
MANAGEMENT AND TREATMENT APPROACHES

The management of Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa requires a
multidisciplinary approach that addresses medical, nutritional, and psychological needs. For both disorders,
restoring adequate nutrition is the first priority, often involving careful dietary planning, supplementation,

and in severe cases, hospitalization to correct malnutrition. Psychotherapy plays a central role, but the focus
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differs depending on the condition. In Anorexia Nervosa, treatment emphasizes correcting distorted body
image and reducing the fear of weight gain through cognitive-behavioral therapy (CBT), family-based
therapy (FBT), and motivational enhancement techniques. By contrast, RFID treatment focuses on gradually
increasing food variety and intake, addressing sensory sensitivities, and reducing fear-based avoidance with
exposure-based therapies and behavioral interventions. Family involvement is important in both conditions,
especially for younger patients, to create a supportive eating environment and reduce conflict at mealtimes.
Pharmacological interventions, such as antidepressants or anti-anxiety medications, may be used to treat
coexisting psychiatric symptoms. Relapse prevention strategies, including long-term follow-up, structured
mealtime support, and psych education, are crucial to maintain progress. While treatment outcomes vary,
early diagnosis, individualized care plans, and integrated medical-psychological approaches significantly

improve recovery rates and reduce the risk of chronic illness or mortality.
Medical and Nutritional Interventions

Medical and nutritional interventions are central to the treatment of Restrictive Food Intake Disorder (RFID)
and Anorexia Nervosa, as both conditions compromise physical health through inadequate food intake and
malnutrition. The primary medical goal is to stabilize the patient, address acute complications such as
dehydration, electrolyte imbalance, or cardiac irregularities, and monitor organ function. Hospitalization
may be necessary in severe cases of malnutrition or life-threatening symptoms. Nutritional rehabilitation
aims to restore healthy weight, correct deficiencies, and re-establish balanced eating patterns. In RFID,
interventions focus on gradually expanding food variety and overcoming sensory-based or fear-related food
avoidance, often using structured feeding plans. For Anorexia Nervosa, nutrition therapy emphasizes
gradual weight restoration, reduction of restrictive behaviors, and education about the importance of
balanced dietary intake. Dietitians play a key role in developing individualized meal plans and monitoring
progress. Close collaboration between physicians, nutritionists, and psychologists ensures a comprehensive

approach that not only restores physical health but also supports long-term recovery and relapse prevention.
Psychotherapy and Family-Based Approaches

Psychotherapy and family-based approaches play a vital role in the treatment of Restrictive Food Intake
Disorder (RFID) and Anorexia Nervosa. For Anorexia Nervosa, cognitive-behavioral therapy (CBT) is
widely used to address distorted body image, unhealthy beliefs about weight, and restrictive eating patterns.
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It helps patients challenge negative thought processes and develop healthier coping strategies. Family-Based
Therapy (FBT), also known as the Maudsley approach, has shown significant success, especially in
adolescents, by empowering families to take an active role in supporting nutritional rehabilitation and
normalizing eating habits. In RFID, therapeutic focus is slightly different, as the disorder is not rooted in
body image concerns. Instead, behavioral interventions such as gradual exposure to feared or avoided foods
and desensitization techniques are employed. FBT is equally valuable in RFID, as parental involvement
ensures consistency in introducing new foods and reducing meal-related conflicts. Incorporating counseling,
emotional support, and skill-building enhances long-term outcomes, promoting sustainable recovery and

improved quality of life.
Challenges in Treatment and Relapse Prevention

Despite advances in treatment, significant challenges remain in managing Restrictive Food Intake Disorder
(RFID) and Anorexia Nervosa, particularly with relapse prevention. Many patients with Anorexia struggle
to accept treatment due to denial of illness and strong attachment to restrictive behaviors, which contributes
to high relapse rates. In RFID, challenges often arise from persistent sensory sensitivities, fear of choking,
or limited interest in food, making it difficult to maintain long-term dietary variety. Both disorders require
intensive, prolonged care, and limited availability of specialized treatment centers can delay access to
effective interventions. Stigma and misunderstanding surrounding eating disorders also hinder early
diagnosis and timely help-seeking. Relapse prevention strategies include long-term follow-up, structured
meal planning, and continuous psychotherapy to address underlying psychological or behavioral triggers.
Support systems, including family and peer involvement, play a crucial role in sustaining progress. Building
resilience, teaching coping mechanisms, and encouraging positive self-perception are essential to reduce

recurrence and ensure lasting recovery.
CONCLUSION AND FUTURE PERSPECTIVES

Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa are serious eating disorders that share
patterns of restricted food intake and nutritional deficiencies but differ significantly in their psychological
underpinnings and clinical presentation. While RFID is characterized by avoidance of food due to sensory
sensitivities, low appetite, or fear of adverse experiences, Anorexia Nervosa is deeply rooted in body image

disturbance and an intense fear of weight gain. Both conditions can result in severe medical complications,
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psychological distress, and impaired social functioning, highlighting the importance of early recognition
and timely intervention. Management requires a multidisciplinary approach that integrates medical
stabilization, nutritional rehabilitation, psychotherapy, and strong family involvement. Despite
advancements, high relapse rates and treatment resistance remain critical challenges. Future perspectives
should focus on improving diagnostic tools, enhancing accessibility to specialized care, and tailoring
interventions to individual needs. Increasing awareness, reducing stigma, and strengthening preventive
strategies in schools and communities can aid early detection. Furthermore, continued research into genetic,
neurological, and sociocultural influences will expand understanding and support the development of
innovative therapies. By addressing these areas, healthcare systems can significantly improve recovery

outcomes and quality of life for individuals affected by RFID and Anorexia Nervosa.
Summary of Key Findings

The study of Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa highlights both commonalities
and differences in restrictive eating behaviors. Both disorders result in insufficient food intake, nutritional
deficiencies, and medical complications such as growth impairment, weakened immunity, and
psychological distress. However, their underlying motivations distinguish them: RFID is primarily
associated with sensory sensitivities, lack of appetite, or fear-based avoidance of food, whereas Anorexia
Nervosa is driven by body image disturbance and an obsessive fear of weight gain. Clinical features also
differ in terms of age and gender prevalence, with RFID often identified in children of both sexes, while
Anorexia occurs more commonly in adolescent and young adult females. Management approaches overlap
in emphasizing nutritional rehabilitation and psychotherapy but differ in psychological focus, with body
image therapy being crucial for Anorexia and behavioral feeding therapies central to RFID. These findings
underscore the need for tailored, multidisciplinary treatment plans and greater awareness to improve

diagnosis, intervention, and long-term recovery outcomes.
Importance of Early Intervention

Early intervention in Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa is vital to prevent
severe health complications and improve recovery outcomes. Both conditions can lead to malnutrition,
developmental delays, and life-threatening medical issues if left untreated, making timely recognition
essential. In children with RFID, early treatment ensures proper growth, cognitive development, and social
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adjustment, reducing the risk of long-term feeding difficulties. In Anorexia Nervosa, early intervention
addresses distorted body image and obsessive fear of weight gain before behaviors becomes deeply
entrenched, thereby improving the chances of full recovery. Studies show that adolescents who receive
prompt family-based therapy or cognitive-behavioral therapy are more likely to achieve sustained
improvement compared to those with delayed treatment. Moreover, early nutritional rehabilitation reduces
the risk of organ damage, hormonal imbalance, and psychiatric comorbidities such as depression or anxiety.
By fostering awareness among families, schools, and healthcare providers, early detection and timely

support can reduce relapse rates, improve quality of life, and significantly lower mortality risks.
Directions for Future Research

Future research on Restrictive Food Intake Disorder (RFID) and Anorexia Nervosa should aim to deepen
understanding of their causes, refine diagnostic tools, and develop innovative treatment strategies. More
studies are needed to examine genetic, neurobiological, and developmental factors that may predispose
individuals to these conditions. For RFID, research should focus on identifying effective behavioral
interventions that address sensory sensitivities and fear-based avoidance, as current treatment approaches
remain limited. In the case of Anorexia Nervosa, further investigation into body image distortion and
sociocultural influences can guide more targeted psychotherapies. Longitudinal studies are also essential to
explore relapse patterns and long-term outcomes, helping to design sustainable prevention strategies.
Additionally, integrating digital tools such as mobile applications, teletherapy, and artificial intelligence in
treatment delivery could enhance accessibility and monitoring. Expanding cross-cultural research would
improve global understanding of how cultural norms and societal pressures affect eating disorders.
Ultimately, future research should prioritize personalized, multidisciplinary approaches to improve recovery

rates, reduce stigma, and ensure better quality of life for affected individuals.
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