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Objective: Most previous studies of the
prevalence, incidence, and outcome of
anorexia nervosa have been limited to
cases detected through the health care
system, which may bias our understand-
ing of the disorder’s incidence and natu-
ral course. The authors sought to describe
the onset and outcomes of anorexia ner-
vosa in the general population.

Method: Lifetime prevalences, incidence
rates, and 5-year recovery rates of anor-
exia nervosa were calculated on the basis
of data from 2,881 women from the
1975–1979 birth cohorts of Finnish twins.
Women who screened positive for eating
disorder symptoms (N=292), their screen-
negative female co-twins (N=134), and
210 randomly selected screen-negative
women were assessed for lifetime eating
disorders by telephone by experienced
clinicians. To assess outcomes after clini-
cal recovery and to detect residua of ill-
ness, women who had recovered were
compared with their unaffected co-twins
and healthy unrelated women on multi-
ple outcome measures.

Results: The lifetime prevalence of DSM-
IV anorexia nervosa was 2.2%, and half of
the cases had not been detected in the
health care system. The incidence of an-
orexia nervosa in women between 15 and
19 years of age was 270 per 100,000 per-
son-years. The 5-year clinical recovery
rate was 66.8%. Outcomes did not differ
between detected and undetected cases.
After clinical recovery, the residua of ill-
ness steadily receded. By 5 years after
clinical recovery, most probands had
reached complete or nearly complete
psychological recovery and closely resem-
bled their unaffected co-twins and
healthy women in weight and most psy-
chological and social measures.

Conclusions: The authors found a sub-
stantially higher lifetime prevalence and
incidence of anorexia nervosa than re-
ported in previous studies, most of which
were based on treated cases.  Most
women recovered clinically within 5
years, and thereafter usually progressed
toward full recovery.

(Am J Psychiatry 2007; 164:1259–1265)

Anorexia nervosa is a severe psychiatric disorder that
mainly affects adolescent girls and young women (1–3). Al-
though the disorder was first described centuries ago, its risk
factors, etiology, and course remain poorly understood (1–3).

Numerous studies have assessed the prevalence of an-
orexia nervosa (4, 5). Estimates of prevalence are influ-
enced by the number of new-onset cases, but also by dura-
tion of illness, methods of case detection, and the age of
study participants (6). Counting new-onset cases only,
that is, calculating the incidence, is a more accurate ap-
proach to comparing rates of illness across communities
and time periods and is essential for rigorous investiga-
tions of the etiology and course of illness (6). Despite this,
few studies have examined the incidence of anorexia ner-
vosa. Those that have been reported (7–9) reflect the diffi-
culty of addressing relatively rare disorders: either they are
limited to cases detected in health care settings or they
lack statistical power because of small sample sizes. Nev-
ertheless, they document a steady increase in the inci-
dence of anorexia nervosa among 15- to 19-year-old
women since the 1930s (9–11).

Long-term follow-up studies of anorexia nervosa are
few and primarily reflect clinical case series or studies

based on clinical catchment areas (12–14). They suggest
that anorexia nervosa tends to have a chronic course and
carries a high risk of mortality (about 5.6% per decade)
(15–17). However, as it has been estimated that only half of
cases of anorexia nervosa are detected in primary care set-
tings (18) and only one-third of the community cases are
treated in mental health care settings (5), the natural
course of the illness remains poorly understood.

Our aim was to describe the onset and outcomes of an-
orexia nervosa in the general population. Using the na-
tionwide population-based 1975–1979 birth cohorts of
Finland, we examined the incidence and lifetime preva-
lence of anorexia nervosa among twins. To better under-
stand the impact of anorexia on young women’s lives, we
also compared the behavioral, psychological, and social
outcomes of women with anorexia nervosa with those of
their unaffected co-twins and unrelated healthy women.

Method

The “FinnTwin 16” Birth Cohorts

Study subjects were Finnish twins participating in “FinnTwin
16,” a nationwide longitudinal cohort study of health behaviors in
twins and their families (19) that identified virtually all live twin
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births from 1975 through 1979 from the central population regis-
try of Finland. The twins and their parents were sent baseline self-
report questionnaires when the twins were 16 years old (wave 1),
and follow-up questionnaires were mailed to the twins at age 17,
age 18, and between ages 22 and 28 (waves 2, 3, and 4, respec-
tively). Data collection and analysis were approved by the ethics
committee of the Department of Public Health of the University
of Helsinki.

Questionnaire Screening for Eating Disorders

The wave 4 questionnaire included a self-report screen for eat-
ing disorder symptoms that assessed current height and weight,
ideal weight, minimum and maximum weight at current height,
purging, and weight loss behaviors. Body image was assessed by
use of three subscales of the Eating Disorder Inventory (20)—
body dissatisfaction, drive for thinness, and bulimia. All screen-
positive women (N=292), their screen-negative female co-twins
(N=134), and 210 randomly selected screen-negative women
were invited to participate in diagnostic telephone interviews. A
total of 2,881 participants responded to the wave 4 questionnaire
(response rate, 90.4%), and the mean age of respondents was 24.4
years (SD=0.9). Details of the screening process are provided else-
where (21).

Diagnostic Interviews

Five experienced clinicians (four M.D.’s and one R.N. at the
Eating Disorder Unit of Helsinki University Central Hospital) re-
ceived detailed training in administering the short version of the
Structured Clinical Interview for DSM-IV (SCID) (22). The inter-
views were conducted by telephone to obtain current and lifetime
diagnoses of anorexia nervosa, bulimia nervosa, and binge eating
disorder, to define the age of participants at the first and last man-
ifestations of these illnesses, and to establish the temporal se-
quence of these diagnoses and their respective time courses. In-
terrater agreement for diagnosis was good (mean kappa=0.87,
range=0.64–1.00) (21). Drs. Keski-Rahkonen and Sihvola super-
vised interviewers throughout the study and helped solve diag-

nostic problems, such as concerns about diagnostic threshold
and differential diagnosis.

The interview participation rate was 85.2% overall (90.1% for
screen-positive women, 76.2% for screen-negative female co-
twins, and 84.8% for the random sample of screen-negative
women). Only 12 individuals (1.9%) declined to be interviewed;
the others who did not participate could not be reached because
their current telephone numbers could not be obtained.

Definition of Disorder

Because the diagnostic criteria and the boundaries of anorexia
nervosa have changed over time and remain contentious, we
used two definitions of the disorder: DSM-IV anorexia nervosa
and broad anorexia nervosa. Broad anorexia nervosa includes
DSM-IV anorexia nervosa and ICD-10 atypical anorexia, here de-
fined as anorexia nervosa without amenorrhea or weight loss of at
least 15% that led to a body mass index (BMI) ≤19, coupled with
undue influence of body weight on self-evaluation or intense fear
of weight gain.

Many of the cases identified in this study were in subjects who
reported that they had never received an eating disorder diagno-
sis from a health professional. We refer to these cases as undetec-
ted by the health care system, and we refer to all other cases as de-
tected by the health care system, whether or not the individuals
received treatment for their disorder.

Prevalent and Incident Cases

We defined lifetime prevalent cases of DSM-IV or broad an-
orexia nervosa to include all cases identified in this study, regard-
less of age at onset, age at interview, or recovery status. Lifetime
prevalent cases of DSM-IV anorexia nervosa comprised 55
probands in 53 twin pairs (51 discordant and two concordant
pairs; both concordant pairs were monozygotic); broad anorexia
nervosa comprised 107 probands in 100 twin pairs (93 discordant
and seven concordant pairs, of which six were monozygotic and
one dizygotic).

We defined incident cases for the age interval from 15 to 19
years as those in which the first manifestation of anorexia nervosa
occurred during that age interval as reported in the diagnostic in-
terview. For 10 individuals who could not clearly recall their age at
illness onset, age at minimum BMI was substituted.

Five-Year Clinical Recovery Rates

For each case of DSM-IV or broad anorexia nervosa, the inter-
viewers determined the last age at which any eating disorder
symptoms occurred. We defined clinical recovery as restoration of
weight and menstruation and the absence of bingeing and purg-
ing for at least 1 year prior to assessment. The 5-year clinical re-
covery rate was defined as the proportion of women with anorexia
nervosa who reached clinical recovery within 5 years after onset.

Outcomes After Clinical Recovery

The possible residua of illness after clinical recovery were mea-
sured in three domains. First, physical characteristics were mea-
sured by BMI. We calculated current BMI from self-reported
weight and height; agreement between self-reported and mea-
sured BMI in the women from this birth cohort was 0.92 (23). Sec-
ond, social characteristics were measured by occupation, educa-
tion, parity, and marriage or cohabitation. Third, psychological
characteristics were measured by eight scales with well-estab-
lished psychometric properties: four scales of the Eating Disorder
Inventory (drive for thinness, bulimia, body dissatisfaction, and
perfectionism) (20); the state anxiety and trait anxiety subscales
from the Spielberger State-Trait Anxiety Inventory (24); the
Rosenberg Self-Esteem Scale (25); and the Psychosomatic Symp-
tom Scale (26).

FIGURE 1. Five-Year Clinical Recovery Rates From DSM-IV
Anorexia Nervosaa

a Results of Kaplan-Meier survival analysis. The 5-year clinical recov-
ery rate was defined as the proportion who reached clinical recov-
ery within 5 years after onset of illness. Clinical recovery was de-
fined as restoration of weight and menstruation and the absence of
bingeing and purging for at least 1 year prior to assessment.
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In the evaluation of outcomes after clinical recovery, we com-
pared probands with DSM-IV and broad anorexia nervosa with
their unaffected female co-twins. “Unaffected” was defined as
screening negative for eating disorder symptoms in the wave 4
questionnaire (21) and not having a lifetime diagnosis of DSM-IV
anorexia nervosa, bulimia nervosa, binge eating disorder, or eat-
ing disorder not otherwise specified in the SCID interview. Of the
93 co-twins in pairs discordant for broad anorexia nervosa, seven
women had lifetime eating disorders, 13 were female co-twins
who did not participate in the interview, and 26 were male co-
twins from opposite-sex dizygotic twin pairs. After these individ-
uals were excluded, 47 unaffected female co-twins remained.

Although unaffected co-twins are in many respects an ideal
comparison group, they may differ from women in the general
population. In order to detect any such differences that might be
relevant to our conclusions, we drew a random sample of 105 fe-
male-female twin pairs (210 women) from the screen-negative
women in these birth cohorts. Those who were also negative for
all eating disorders in the SCID interview were termed “healthy
women” (N=134).

Statistical Analysis

Lifetime prevalences of DSM-IV and of broad anorexia nervosa
were calculated by dividing the number of lifetime prevalent
cases by the total number of women who responded to the eating
disorder screen material in the wave 4 questionnaire (N=2,545).

We computed the incidence rates of DSM-IV and of broad an-
orexia nervosa for the peak 5-year interval of risk (ages 15–19
years), as has been done in previous studies (5). For later age
groups, the data would be less reliable because of the small num-
ber of cases and varying ages at assessment. The numerator was
the number of incident cases detected in the given age interval,
and the denominator was the number of person-years at risk.

We used the Kaplan-Meier survival method to compute 5-year
clinical recovery rates for DSM-IV and broad anorexia nervosa,
and we used the log-rank test to compare survival curves across
groups.

Psychological outcomes after clinical recovery were analyzed
in two ways. To examine trends toward full recovery, we calcu-
lated mean psychological outcome scores for women with DSM-
IV anorexia nervosa who were currently ill, those who had been in
clinical recovery for >5 years, and the two comparison groups
(unaffected co-twins and healthy women). These results do not
account for age at illness onset and illness duration. Next, to ex-
amine the trends toward full recovery after clinical recovery and

to assess their statistical significance while also accounting for
age at illness onset and illness duration, we designed a model that
compared the probands and their unaffected co-twins as a func-
tion of time on the eight psychological outcome scales. We pre-
dicted each outcome variable using a random intercept linear re-
gression model and the following predictors: disorder status (we
used only broad anorexia nervosa because of power constraints),
age at illness onset, illness duration, time from recovery to inter-
view for the proband (with linear and quadratic terms), and the
same time variables for the co-twin. The random intercepts were
included to account for dependence between twins. Age at onset,
illness duration, and the time-dependent predictors for the unaf-
fected co-twins were found not to be significant and were
dropped from the final model.

For comparisons of physical and social characteristics between
cases and comparison groups, we used analysis of variance for
continuous outcome measures and logistic regression for cate-
gorical outcome measures. To account for clustered sampling
within the twin pair, p values and confidence intervals in all anal-
yses were adjusted using standard procedures for survey data
(27). We used the statistical software Stata 9.2 (Stata Corp, College
Station, Tex.) for all analyses.

Results

Prevalence and Incidence

The lifetime prevalence was 2.2% (95% confidence in-
terval [CI]=1.6–2.7) for DSM-IV anorexia nervosa (55 cases
out of 2,545 women) and 4.2% (95% CI=3.4–5.0) for broad
anorexia nervosa (107 cases out of 2,545 women). The in-
cidence of DSM-IV anorexia nervosa for ages 15–19 years
was 270 per 100,000 person-years (95% CI=180–360), and
the incidence of broad anorexia nervosa was 490 per
100,000 person-years (95% CI=370–610).

Five-Year Clinical Recovery Rate

The 5-year clinical recovery rates were 66.8% and 69.1%
for DSM-IV and broad anorexia nervosa, respectively (Fig-
ure 1). Overall, 70.9% women with DSM-IV anorexia ner-
vosa and 76.6% with broad anorexia nervosa had reached
clinical recovery by the time of the interview.

TABLE 1. Clinical Characteristics and Psychosocial Outcome Measures of Currently Ill and Recovered (>5 years) DSM-IV
Anorexia Probands, Their Unaffected Co-Twins, and Healthy Comparison Women

Measure

Probands Unaffected Comparison Women

Currently Ill 
(N=16)

Recovered >5 Years 
(N=24)

Co-Twins 
(N=24)

Healthy Women 
(N=134)

Mean 95% CI Mean 95% CI Mean 95% CI Mean 95% CI
Age at onset of eating disorder 17.3 15.3–19.3 15.0 14.2–15.9
Age at interview 25.0 24.3–25.7 25.2 24.7–25.8 25.7 24.9–26.4 26.6 26.2–26.9
Minimum body mass index 15.9 15.0–16.7 15.6 14.5–16.6 19.2 18.5–20.0 19.7 19.2–20.1
Current body mass index 19.9 18.5–21.3 22.1 21.1–23.0 21.7 20.7–22.7 22.3 21.6–23.0
Eating Disorder Inventory 

Drive for thinness subscale 28.5 24.8–32.3 22.7 19.1–26.2 17.8 15.6–20.0 17.2 16.0–18.5
Body dissatisfaction subscale 32.3 29.0–35.6 29.8 25.9–33.7 25.9 23.3–28.4 23.1 21.3–25.0
Bulimia subscale 18.9 15.1–22.8 13.9 12.1–15.7 11.0 9.5–12.4 10.6 10.1–11.1
Perfectionism subscale 20.9 16.7–25.0 15.4 13.6–17.1 15.3 13.7–17.0 15.0 14.2–15.9

State-Trait Anxiety Inventory
Trait anxiety 51.1 47.6–54.7 41.5 38.0–45.0 39.0 35.9–42.1 37.9 36.7–39.2
State anxiety 45.5 40.5–50.5 34.9 30.6–39.1 35.9 31.3–40.4 33.2 31.6–34.8

Psychosomatic Symptom Scale 5.4 4.0–6.8 5.4 4.1–6.6 5.0 4.0–6.1 4.7 4.2–5.2
Rosenberg Self-Esteem Scale 14.6 11.8–17.3 22.9 20.2–25.6 23.1 21.3–25.0 22.5 21.7–23.6
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Outcomes After Clinical Recovery

The mean current BMI of DSM-IV anorexia probands
in clinical recovery (mean BMI=21.7, SD=3.0, 95% CI=
21.0–22.4) did not significantly differ from that of their
unaffected co-twins (mean BMI=21.8, SD=2.7, 95% CI=
21.0–22.6).

Over time in clinical recovery, the mean psychological
outcome scores of DSM-IV anorexia nervosa probands
generally improved (Table 1). Using the broad definition
of anorexia nervosa to maximize statistical power, we for-
mally tested these observed trends. The null hypothesis
was that outcomes of probands and co-twins do not con-
verge, that is, that probands remain more symptomatic
than their co-twins. We could reject the null hypothesis
for six of the eight outcome measures: drive for thinness
(z=–2.30, p=0.021), bulimia (z=–3.23, p<0.001), perfec-
tionism (z=–3.01, p=0.003), state anxiety (z=–2.49, p=
0.013), trait anxiety (z=–2.53, p=0.011), and self-esteem
(z=4.02, p<0.0001). For the other two measures, there was
no detectable convergence of proband and co-twin out-
comes (body dissatisfaction, z=–1.35, p=0.18; psychoso-
matic symptoms, z=–1.42, p=0.16). In other words, we
found that the residua of illness receded steadily and sta-
tistically significantly over time for six of the eight psycho-
logical outcome measures, converging over time with
their healthy co-twins’ outcomes (Figure 2).

Neither the women who were currently ill with broad an-
orexia nervosa nor the probands who were in clinical re-
covery differed from their unaffected co-twins on educa-
tion, occupation, or parity. The currently ill probands did
differ from their unaffected co-twins in the proportion
married or cohabiting with a partner (26.9% versus 53.1%,
p=0.04); the probands in clinical recovery showed a smaller
and statistically nonsignificant difference from their unaf-
fected co-twins on this measure (43.9% versus 52.1%).

Detected Versus Undetected Cases

Approximately half of the cases ascertained in this study
had been detected in the health care system. Detected
cases constituted 53% (29 of 55) of all DSM-IV anorexia
nervosa cases and 41% (44 of 107) of all broad anorexia

TABLE 2. Clinical Characteristics and Psychosocial Outcome Measures of Women With Detected and Undetected Broad
Anorexia Nervosaa

Measure

Currently Ill (N=23) Recovered ≤5 Years (N=29)

Detected (N=11) Undetected (N=12) Detected (N=12) Undetected (N=17)

Mean 95% CI Mean 95% CI Mean 95% CI Mean 95% CI
Age at onset of eating disorder 16.6 14.2–19.1 18.7 16.6–20.5 18.3 16.6–19.9 19.0 17.4–20.6
Age at interview 25.6 24.5–26.6 24.6 23.8–25.5 25.3 24.5–26.2 25.2 24.6–25.7
Minimum body mass index 15.9 15.0–16.9 17.2 16.2–18.3 16.3 15.1–17.6 16.5 15.9–17.2
Current body mass index 20.1 18.9–21.3 21.9 19.7–24.0 22.6 19.7–25.5 20.2 19.1–21.4
Eating Disorder Inventory 

Drive for thinness subscale 30.8 25.5–36.1 30.3 26.3–34.2 27.1 21.3–32.8 26.5 22.0–31.0
Body dissatisfaction subscale 33.2 29.1–37.3 33.7 29.4–38.1 34.3 28.4–40.2 32.4 27.0–37.8
Bulimia subscale 22.2 17.2–27.2 19.1 14.9–23.3 18.5 14.5–22.6 18.2 13.9–22.4
Perfectionism subscale 20.4 15.3–25.4 23.8 20.2–27.5 19.5 14.8–24.1 19.2 15.5–22.9

State-Trait Anxiety Inventory
Trait anxiety 52.5 48.3–56.8 54.3 48.9–59.6 46.8 40.1–53.4 44.8 39.9–49.6
State anxiety 47.6 40.4–54.8 51.8 43.9–59.6 40.9 31.9–49.9 39.2 32.4–46.0

Psychosomatic Symptom Scale 6.9 4.3–9.5 7.4 5.3–9.6 6.9 5.0–8.7 7.3 5.8–8.8
Rosenberg Self-Esteem Scale 13.2 9.9–16.5 15.2 11.5–18.9 16.2 12.4–19.9 17.7 15.0–20.4
a Broad anorexia nervosa includes DSM-IV anorexia nervosa and ICD-10 atypical anorexia, here defined as anorexia nervosa without amenor-

rhea or weight loss of at least 15% that led to a BMI ≤19, coupled with undue influence of body weight on self-evaluation or intense fear of
weight gain. Detected cases are those in which the individual reported having received an eating disorder diagnosis from a health profes-
sional prior to this study; undetected cases are those that did not receive such a diagnosis. Diagnostic status prior to this study was unknown
for 14 women. The means were not adjusted for age of illness onset or illness duration.

FIGURE 2. Time-Dependent Psychological Outcomes of
Broad Anorexia Nervosa Probands in Clinical Recovery
Compared With Their Unaffected Co-Twinsa

a State and trait anxiety are from the State-Trait Anxiety Inventory,
poor self-esteem is from the Rosenberg Self-Esteem Scale, and the
other three measures are subscales of the Eating Disorder Inven-
tory. These outcome measures were standardized: for each one,
the curved lines represent broad anorexia nervosa probands, and
the line at SD=0 represents the level of unaffected co-twins. Age at
illness onset and illness duration were not statistically significantly
associated with psychological outcomes after clinical recovery.
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nervosa cases. The 5-year clinical recovery rates were sim-
ilar for the detected and undetected cases: 61.8% versus
68.4%, respectively, for DSM-IV anorexia nervosa, and
60.1% versus 69.5%, for broad anorexia nervosa.

For broad anorexia nervosa, we had a sufficient number
of cases to compare the detected and undetected cases on
numerous measures, including age at onset, minimum
BMI, and psychological symptoms (Table 2). There were
few differences between the detected and undetected
cases, none statistically significant.

Unaffected Co-Twins Versus Healthy Women

The unaffected co-twins of broad anorexia nervosa
probands were also compared with the healthy women
from the same birth cohorts (Table 2), and the differences
were neither statistically nor clinically significant. The fre-
quency of marriage or cohabitation was similar in unaf-
fected co-twins (52.1%) and healthy women (50.0%).

Discussion

In this population cohort of young women, there were
three main findings. First, the incidence rate of anorexia
nervosa was about twice as high as rates reported in prior
studies. Second, the great majority of women who devel-
oped anorexia nervosa achieved clinical recovery within 5
years. Third, 5 years after clinical recovery, most women
reached complete or nearly complete psychological recov-
ery, closely resembling their unaffected co-twins and
healthy women in weight and psychosocial measures.

Incidence Rates

The incidence rate of DSM-IV anorexia nervosa at ages
15–19 years was 270 per 100,000 person-years in this study,
compared with previous reports of 136 per 100,000 per-
son-years in the United States (4) and 109 per 100,000 per-

son-years in the Netherlands (11). We propose five com-
peting explanations for the high incidence rate: first, that
anorexia nervosa was underascertained in prior studies,
most of which were restricted to cases detected in the
health care system; second, that anorexia nervosa was
overascertained in this study; third, that anorexia nervosa
is more common among twin than nontwin individuals
because of unknown twin-specific exposures not shared
by the general population; fourth, that the incidence rate
of anorexia nervosa in Finland may be higher than in other
countries; and fifth, that high incidence rates of anorexia
nervosa were observed because of a cohort effect.

The first explanation predicts that our results should be
similar to those of prior studies when we compute our in-
cidence rates only on the basis of cases detected in the
health care system. This prediction was borne out: the in-
cidence of DSM-IV anorexia nervosa, based only on the
detected cases, was 140 per 100,000 person-years at ages
15–19 years, which is similar to the figures cited above
from the United States and the Netherlands. Also, our life-
time prevalences are well in line with earlier community-
based observations from the United States (28) and Aus-
tralia (29).

The second explanation predicts that noncases misclas-
sified as cases of anorexia nervosa (undetected cases)
should have a less severe and clear-cut illness than true
(detected) cases. This prediction was not borne out: the
undetected and the detected cases exhibited similar psy-
chopathology and recovery rates.

The third explanation predicts that anorexia is more
common among twin than nontwin individuals. However,
previous research has found that rates of psychiatric disor-
ders in twin and nontwin populations are comparable (30).
In this study, we found no differences in the diagnostic dis-
tribution and outcomes of broad anorexia nervosa by zy-
gosity, and most cases were from discordant twin pairs. We
also observed no appreciable differences in marriage and
cohabitation frequency, body dissatisfaction, or psychoso-
matic symptoms between monozygotic and dizygotic
healthy women (data available from first author).

Our data thus suggest that the incidence of anorexia
nervosa has been substantially underestimated in previ-
ous studies, because a large proportion of true cases of an-
orexia nervosa remain undetected (5, 18), even in coun-
tries with highly developed and universal health care
systems, such as Finland. More research on the patterns of
help-seeking behavior in women with anorexia nervosa is
warranted.

The other two possible explanations cannot be directly
tested by our study. The first is that the incidence rate of
anorexia nervosa in Finland may be higher than in other
countries. However, several recent studies have found life-
time prevalences of anorexia nervosa comparable to ours,
although they did not assess incidences of anorexia ner-
vosa (4, 28, 29). The second is that the high incidences of
anorexia nervosa we detected may in part reflect a secular

Recovered >5 Years (N=41)

Detected (N=21) Undetected (N=20)

Mean 95% CI Mean 95% CI
15.2 14.1–16.3 16.1 15.6–16.5
25.2 24.6–25.7 25.9 25.0–26.7
15.8 14.9–16.7 17.1 16.7–17.6
21.5 20.4–22.7 21.5 20.6–22.4

22.0 17.8–26.2 24.1 20.1–28.0
26.3 22.0–30.6 29.2 25.3–33.0
13.6 11.5–15.7 13.0 10.8–15.2
17.0 15.4–18.7 14.8 12.8–16.7

41.8 39.1–44.4 42.5 37.4–47.7
35.3 31.8–38.9 36.4 30.5–42.2
5.9 4.5–7.2 5.8 4.4–7.2

22.1 19.9–24.4 22.3 18.7–25.9
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trend that is specific to recent birth cohorts. Bulik et al. (4)
recently demonstrated that the prevalence of anorexia
nervosa is greater among Swedes born after 1945 than
among those born earlier. The incidence of anorexia ner-
vosa also has risen linearly in the United States and in the
Netherlands in recent past decades (9–11).

Clinical Recovery Rates

The 5-year clinical recovery rate of anorexia nervosa in
our study was higher than rates reported by most, though
not all, previous studies. A recent review of 119 clinical
outcome studies found that 47% of participants with an-
orexia nervosa reached clinical recovery (14). Recovery
rates increased significantly with follow-up time. In stud-
ies that recorded 5- or 6-year recovery rates from anorexia
nervosa, the proportion achieving clinical recovery ranged
from 35% to 80% of participants; the use of different defi-
nitions of clinical recovery probably contributed to the
variability of the recovery rates (31–36). In this study, more
than two-thirds of the women with DSM-IV anorexia ner-
vosa achieved clinical recovery within 5 years. Despite
this, the burden of illness was considerable: in almost two-
thirds of the cases, the illness duration was ≥2 years, and in
half, it was ≥3 years.

Outcomes After Recovery

Rather than simply relying on our evaluation of clinical
recovery, we were able to compare broad anorexia
probands with their unaffected co-twins and healthy
women on multiple measures. Probands with broad anor-
exia nervosa in clinical recovery could not be distin-
guished from their unaffected co-twins and healthy
women in self-reported BMI, nor on measures of social
function. They still differed from their unaffected co-twins
on eight measures designed to capture psychological
characteristics. Over time, however, these residua of ill-
ness receded. On six of the eight measures, the probands
progressed to full recovery. The pattern was less clear for
the other two measures of psychological characteristics:
body dissatisfaction and psychosomatic symptoms ap-
peared to be more persistent in the probands. Future fol-
low-up waves will establish whether these differences di-
minish over time.

Limitations

Selection bias due to differential participation of cases
and noncases of anorexia nervosa in the telephone inter-
views is possible but likely minimal. Telephone numbers
were obtained by letters sent to addresses updated from
the Finnish population registry (response rate, 90.4%).
The telephone interview participation rate of women with
self-reported eating disorders was 90.1%, while that of
healthy women was 84.8%.

The impact of treatment on outcome could not be di-
rectly assessed in this study. We found that the detection of
broad anorexia nervosa by the health care system had no

association with prognosis in this study. This result does
not, however, demonstrate that treatment had no effect,
because case detection does not necessarily imply treat-
ment (or proper treatment).

We did not assess mortality, because the number of
cases was small and the follow-up did not extend beyond
ages 22–28 years. Previous studies have shown that the risk
of mortality increases as a function of illness duration (16).
Only a third of women with broad anorexia nervosa (N=
38) in our study had eating disorder symptoms for more
than 5 years, and only 8.4% (N=19) had them for more
than 10 years. Thus, estimates of anorexia nervosa-related
mortality in this birth cohort will be more meaningful
when linkage with mortality and cause-of-death registries
is conducted. It is worth noting, nonetheless, that the
overall mortality in this cohort was very low; only eight
deaths were recorded in the population registry between
the first assessment wave at age 16 and the fourth wave at
ages 22–28. In the worst-case scenario, if all the deaths in
the cohort were due to anorexia nervosa, the crude mor-
tality rate of 0.3% per decade would be markedly lower
than those recorded in follow-up studies of anorexia ner-
vosa in clinical settings (37, 15–17), although they would
be in line with community-based and national registry-
based observations (38–40).

Conclusion

In this population study, the incidences of DSM-IV and
broad anorexia nervosa were much higher than rates re-
ported previously. The 5-year clinical recovery rates were
higher than those reported in most previous studies.
Nonetheless, the burden of illness was remarkable. After
clinical recovery, the residua of illness steadily receded:
women closely resembled their unaffected co-twins on
most measures after 5 years in clinical recovery, which
demonstrates that full psychological recovery is both pos-
sible and likely.
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