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I disturbi alimentari possono essere definiti come persistenti
disturbi del comportamento alimentare... finalizzato al controllo
del peso e delle forme corporee, che danneggiano la salute fisica e 
il funzionamento psicologico e che non sono secondari a nessuna
condizione medica o psichiatrica conosciuta.

Da Faiburn C.G. et al (2003). Eating Disorders. 
The Lancet – Vol. 361 - February 1, 2003



Cosa sono i Disturbi Alimentari 
Comportamenti Alimentari Disfunzionali: finalizzati al controllo delle forme
corporee e del peso (Fariburn, 2003; Dalle Grave,2020),

Espressione di coping disfunzionali di specifiche aree di vulnerabilità  (Treasure
et al, 2013; Cotugno, 2022)
§Senso pervasivo di inefficacia personale: azioni, pensieri e sentimenti non 

originano attivamente da sé (etero-determinazione dei bisogni)  
§Difficoltà di identificare le sensazioni interne e gli stati mentali
§Fragilità dell’Identità Personale
§Focalizzazione sull’Immagine Corporea e sua distorsione



UOSD
DCA

I DA sono malattie gravi, pericolose e difficili da curare

Complessità Psicologica
Transdiagnostica: Frequenti transizioni tra i diversi quadri nosografici

Fragilità dell’Identità Personale: Senso pervasivo d’Inefficacia Personale
Nucleo Psicopatologico comune: Ipervalorizzazione del Peso e delle Forme Corporee
Strategie cognitive e comportamentali: Ipercontrollo ed Evitamento emotivo-interpersonale
Comorbilità: Frequenti comorbilità psichiatriche (spettro autistico, impulsivo, ossessivo, depressivo)

Complessità Medico-Internistica
Frequente compromissione di vari distretti dell’organismo (cardio-circolatorio, osseo, gastroenterico, 
endocrinologico, ginecologico e neuropsicolgico)



Mortalità e DA
I DA costituiscono il disturbo mentale con il più elevato tasso di mortalità 

Studio sui Registri (1)                                                                                                  Studio Longitudinale (2)
(n=1885) (n=246)

(Periodo 1979-1997) (Periodo 1987-2010)

4%                                                          Anoressia Nervosa                                      4,37%
3.9% Bulimia Nervosa 2,3%

1-Crow, S.J. et al. (2009): Increased mortality in bulimia nervosa and other eating disorders. Am. J Psychiatry 166, 1342-1346.
2 Franko D et al., (2013): Do Mortality Rates in Eating Disorders Change over Time? A Longitudinal Look at Anorexia Nervosa and Bulimia Nervosa. . Am. J Psychiatry, 170(8): 917–925. 

in Italia 

3158
Morti

Anno 2022
Survey Epidemiologica MinSal, dati Registro Nominativo delle Cause di Morte – ReNCaM, 

Fattori di rischio: durata malattia, abuso alcool, sottopeso e scarso funzionamento sociale
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Cases consisted of 17·3 million (95% UI 11·3–24·9) 
people with binge-eating disorder and 24·6 million 
(14·7–39·7) people with OSFED, equivalent to 223·4 
(146·0–322·3) per 100 000 people with binge-eating 
disorder and 317·8 (190·4–512·5) per 100 000 people with 

OSFED. The estimated total number of people with eating 
disorders in 2019 was 55·5 million (95% UI 38·7–75·2), 
equivalent to 717·3 (500·4–972·1) per 100 000 people. 
Prevalence by eating disorder, sex, and age is presented in 
figure 2.

GBD 2019 reported that eating disorders (anorexia 
nervosa and bulimia nervosa only) were responsible for 
2·9 million (95% UI 1·8–4·3) DALYs globally in 2019, 
equivalent to 37·6 (23·7–56·2) per 100 000 people. We 
estimated that in 2019 binge-eating disorder accounted 
for 0·8 million (95% UI 0·3–1·6) DALYs globally 
(9·8 [3·9–20·2] per 100 000 people), and OSFED for 
3·0 million (1·5–5·2) DALYs globally (38·5 [19·7–67·3] 
per 100 000 people). Altogether, we estimated an 
additional 3·7 million (95% UI 2·0–6·5) DALYs due to 
eating disorders (48·3 [25·5–84·3] per 100 000 people) 
in 2019 compared with DALYs estimated by GBD 2019 
for anorexia nervosa and bulimia nervosa.

When combined with GBD 2019 estimates for anorexia 
nervosa and bulimia nervosa, eating disorders accounted 
for 6·6 million (95% UI 3·8–10·6) DALYs, equivalent to 
85·9 (48·8-137·2) per 100 000 people, in 2019. Burden 
was higher among females than males (4·7 million 
[95% UI 2·7–7·6] DALYs vs 2·0 million [1·1–3·2] DALYs), 
and the burden of eating disorders peaked at 25–29 years 
for females and 30–34 years for males (figure 3).

In GBD 2019, eating disorders (comprising anorexia 
nervosa and bulimia nervosa only) were ranked the 
110th cause of DALYs and 55th cause of YLDs (of 
169 level 3 causes) globally in 2019, accounting for 
0·1% of all DALYs and 0·3% of YLDs. Inclusion of binge-
eating disorder and OSFED would have increased the 
ranks of eating disorders to 73rd for DALYs and 33rd for 
YLDs. The more broadly defined eating disorders would 
have constituted 0·3% of all global DALYs and 0·8% of 
all global YLDs.

Discussion 
To our knowledge, our study is the first to estimate the 
prevalence and burden of binge-eating disorder and 
OSFED globally. By contrast with GBD 2019, the majority 
of eating disorder cases were classified as binge-eating 
disorder and OSFED. Their relative contribution to 
eating disorder prevalence increased with age. This 
finding showed that, by not including binge-eating 
disorder and OSFED, a large proportion of the burden 
due to eating disorders was not captured in GBD 2019. 
OSFED imposed the most burden owing to its relatively 
high prevalence and moderate disability weight. Despite 
having the second highest prevalence of the four eating 
disorder diagnoses considered, binge-eating disorder 
carried the least burden, because of its smaller disability 
weight. Nonetheless, the burden due to binge-eating 
disorder was not inconsequential, ranking as the 126th of 
295 level 4 causes of YLDs globally.

GBD outputs have made important contributions to 
the public health response to the burden imposed by 

Figure 2: Global prevalence by eating disorder diagnosis, sex, and age in 2019
OSFED=other specified feeding or eating disorder. Shaded areas denote 95% uncertainty intervals.
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Diagnosis
 Anorexia nervosa
 Bulimia nervosa
 Binge-eating disorder
 OSFED

β (95% UI) Ratio (95% UI) Proportion (95% UI)

Bulimia nervosa ·· ·· 0·19 (0·15 to 0·23)

Anorexia nervosa

Intercept –0·75 (–1·03 to –0·47) 2·12 (1·61 to 2·82) 0·09 (0·07 to 0·12)

Percentage female –0·56 (–0·97 to –0·14) ·· ··

Mid age 0·01 (–0·00 to 0·02) ·· ··

Past year recall –0·35 (–0·75 to 0·06) ·· ··

DSM-IV 0·18 (–0·16 to 0·52) ·· ··

Binge-eating disorder

Intercept 0·47 (0·20 to 0·75) 0·63 (0·47 to 0·82) 0·30 (0·23 to 0·39)

Percentage female –0·06 (–0·39 to 0·28) ·· ··

Mid age 0·03 (0·03 to 0·04) ·· ··

Past year recall 0·05 (–0·45 to 0·55) ·· ··

DSM-IV –0·54 (–0·91 to –0·17) ·· ··

Other specified feeding or eating disorder

Intercept 0·79 (0·39 to 1·18) 0·46 (0·30 to 0·68) 0·41 (0·31 to 0·52)

Percentage female 0·33 (–0·10 to 0·75) ·· ··

Mid age 0·02 (0·01 to 0·03) ·· ··

Past year recall –2·26 (–3·05 to –1·47) ·· ··

DSM-IV –0·05 (–0·52 to 0·43) ·· ··

β values represent the negative log of the prevalence ratio between bulimia nervosa and the remaining eating 
disorders (anorexia nervosa, binge-eating disorder, and other specified feeding or eating disorder). Ratio and 
proportion are reported for 50% female population at the mean mid age of 25·5 years (SD 16·2). Percentage female 
was centred at 50% female, and mid age was mean centred. UI=uncertainty interval.

Table: Estimated prevalence ratios and proportions for eating disorders
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The hidden burden of eating disorders: an extension of 
estimates from the Global Burden of Disease Study 2019
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Summary
Background Anorexia nervosa and bulimia nervosa are the only eating disorders included in the Global Burden of 
Diseases, Injuries, and Risk Factors Study (GBD) 2019, yet binge-eating disorder and other specified feeding or eating 
disorder (OSFED) are more prevalent. This study sought to estimate the prevalence and burden of binge-eating 
disorder and OSFED globally and present a case for their inclusion in GBD.

Methods We sourced studies from the GBD 2019 anorexia nervosa and bulimia nervosa epidemiological databases, 
two systematic reviews that included studies with epidemiological estimates of binge-eating disorder and OSFED, 
and experts in the field. Studies, published between Jan 1, 1998, and March 1, 2019, were included if they reported 
non-zero prevalence of two or more eating disorders (anorexia nervosa, bulimia nervosa, binge-eating disorder, or 
OSFED) and diagnosed cases according to DSM-IV or DSM-5. The proportions of total eating disorder cases that met 
diagnostic criteria for each individual eating disorder were estimated via network meta-regression and simulation 
using studies reporting eating disorder prevalence. The global cases unrepresented in GBD 2019 were estimated 
using the proportions from the simulation and the GBD 2019 eating disorder prevalence. Disability weights for binge-
eating disorder and OSFED were then estimated along with disability-adjusted life-years (DALYs). Estimates are 
presented with 95% uncertainty intervals (UIs).

Findings 54 studies, of which 36 were from high-income countries, were included in the analysis. The number of 
global eating disorder cases in 2019 that were unrepresented in GBD 2019 was 41·9 million (95% UI 27·9–59·0), 
and consisted of 17·3 million (11·3–24·9) people with binge-eating disorder and 24·6 million (14·7–39·7) people 
with OSFED (vs 13·6 million [10·2–17·5] people with eating disorders in GBD 2019). Together, binge-eating 
disorder and OSFED caused 3·7 million (95% UI 2·0–6·5) DALYs globally, bringing the total eating disorder 
DALYs to 6·6 million (3·8–10·6) in 2019.

Interpretation Binge-eating disorder and OSFED accounted for the majority of eating disorder cases and DALYs 
globally. These findings warrant the inclusion of binge-eating disorder and OSFED in future iterations of GBD, which 
will bring the burden experienced by people living with these disorders to the attention of policy makers with the 
means to target this burden.

Funding Queensland Health, Australian National Health and Medical Research Council, and Bill & Melinda Gates 
Foundation.

Copyright © 2021 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY 4.0 license.

Introduction 
Eating disorders manifest as persistent disordered eating 
behaviours that interfere with daily social and psy-
chological functioning.1 These disorders are physically, 
mentally, and socially disabling,2 and are associated 
with the highest rates of cause-specific mortality among 
mental disorders.3,4 Compared with people without eating 
disorders, those with these disorders have lower employ-
ment participation, greater absenteeism and presenteeism, 
higher health-care and informal care costs, and lost 
lifetime earnings for those who die prematurely.5

Accurate epidemiological and burden estimates are 
crucial for understanding the effect of eating disorders 
on population health, and planning for health systems’ 
response in terms of both prevention interventions 
and improvement of access to optimal treatment.6–8 The 
Global Burden of Diseases, Injuries, and Risk Factors 

Study (GBD) is an epidemiological study that quantifies 
mortality and disability from diseases, injuries, and risk 
factors at global, regional, and national levels. GBD uses 
the disability-adjusted life-year (DALY) as a metric for 
burden. One DALY equates to one lost year of healthy life 
due to either mortality or disability. It is calculated by 
summing the fatal burden measured in years of life lost 
(YLLs) with the non-fatal burden measured in years lived 
with disability (YLDs).

The most recent comprehensive review of the global 
burden of eating disorders was by Erskine and colleagues, 
reporting estimates for anorexia nervosa and bulimia 
nervosa from GBD 2013.9 In the latest iteration, GBD 
2019,10 anorexia nervosa and bulimia nervosa were still 
the only two eating disorders recognised as causes of 
burden within the GBD framework. This is because, 
historically, epidemiological studies have predominantly 

Prevalenza dei DA

• 55,5 milioni di soggetti
• In Italia si stima che circa 3 milioni di soggetti 

soffrono di un DA
• Prevalenza nel corso di vita: 0,9%  
• Analoga ai disturbi da abuso di sostanza
• Superiore al Disturbo Bipolare, ai disturbi dello 

Spettro Autistico e ai Disturbi della Condotta
• Superiore alla Schizofrenia (0,5%)
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Introduction 
Eating disorders manifest as persistent disordered eating 
behaviours that interfere with daily social and psy-
chological functioning.1 These disorders are physically, 
mentally, and socially disabling,2 and are associated 
with the highest rates of cause-specific mortality among 
mental disorders.3,4 Compared with people without eating 
disorders, those with these disorders have lower employ-
ment participation, greater absenteeism and presenteeism, 
higher health-care and informal care costs, and lost 
lifetime earnings for those who die prematurely.5

Accurate epidemiological and burden estimates are 
crucial for understanding the effect of eating disorders 
on population health, and planning for health systems’ 
response in terms of both prevention interventions 
and improvement of access to optimal treatment.6–8 The 
Global Burden of Diseases, Injuries, and Risk Factors 

Study (GBD) is an epidemiological study that quantifies 
mortality and disability from diseases, injuries, and risk 
factors at global, regional, and national levels. GBD uses 
the disability-adjusted life-year (DALY) as a metric for 
burden. One DALY equates to one lost year of healthy life 
due to either mortality or disability. It is calculated by 
summing the fatal burden measured in years of life lost 
(YLLs) with the non-fatal burden measured in years lived 
with disability (YLDs).

The most recent comprehensive review of the global 
burden of eating disorders was by Erskine and colleagues, 
reporting estimates for anorexia nervosa and bulimia 
nervosa from GBD 2013.9 In the latest iteration, GBD 
2019,10 anorexia nervosa and bulimia nervosa were still 
the only two eating disorders recognised as causes of 
burden within the GBD framework. This is because, 
historically, epidemiological studies have predominantly 
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mental disorders. The inclusion of binge-eating disorder 
and OSFED as formal GBD causes would provide more 
representative estimates of the burden imposed by 
eating disorders, which in turn would have important 
implications for informing the prioritisation of 
government funding towards eating disorder research 
and health care. This research is especially crucial in the 
context of much-needed innovation in prevention and 
treatment, given the suboptimal remission rates 
associated with current recommended evidence-based 
treatments for eating disorders.7,30

Furthermore, our study might provide an impetus for 
research into binge-eating disorder and OSFED, which 
have received less attention than other eating disorders. 
The current study drew on the GBD epidemiological 
dataset and modelled pre valence and burden for eating 
disorders. Although GBD is the most comprehensive 
epidemiological study globally, it is still limited by data 
coverage. The epidemiological datasets for anorexia 
nervosa and bulimia nervosa are among the smallest for 
mental disorders. Diagnostic interviews for eating 
disorders are often omitted from large nationally 
representative surveys. Instead, they are often replaced 
with questionnaires screening for disordered eating 
behaviours or atti tudes.9,31,32 The scarcity of diagnostic data 
for eating disorders is likely to be the result of, and in 
turn contributes to, the paucity of eating disorder research 
relative to other mental disorders.33,34 One result has been 
the perceived low prevalence of eating disorders relative 
to more common mental disorders. The GBD 2019 
global prevalence of eating disorders (anorexia nervosa 
and bulimia nervosa only) was estimated to be less 
than 0·2% of the population.10 The inclusion of binge-
eating disorder and OSFED increases the prevalence of 
eating disorders to 0·7% in our study, in line with drug 
use disorders, and higher than bipolar disorder, autism 
spectrum disorder, and conduct disorder.10 Inclusion of 
binge-eating disorder and OSFED in the prevalence of 
eating disorders in projects such as GBD might promote 
the incorporation of eating disorders in future nationally 
representative surveys and in turn improve data coverage 
and precision of epidemiological and burden estimates.

The current study addressed an important barrier for 
the inclusion of new disorders in GBD, which is the 
requirement of appropriate disability weights to estimate 
YLDs. Disability weights for GBD were estimated via 
two rounds of surveys in which respondents judged the 
health status of lay descriptions of health states, across 
which 235 unique disability weights were estimated.25,26 
Selecting a health state that aligns with a new disorder 
can be challenging. A novel approach used in this 
analysis was to estimate the contribution of each 
symptom described in the lay descriptions and adjust the 
disability weights accordingly. This approach does not 
replace the need for future disability weight surveys to 
include health states for binge-eating disorder and 
OSFED against which our estimated disability weights 

can be validated. However, given that disability weight 
surveys are not routinely undertaken, this approach 
enabled us to expand on the GBD cause list in the 
absence of new surveys.

There are several limitations to this study that affect the 
precision of estimates. First, the data used to estimate the 
prevalence of binge-eating disorder and OSFEDs were 
sourced from the GBD anorexia nervosa and bulimia 
nervosa epidemiological databases, two published sys-
tematic reviews, and expert collaborators. The dataset 
compiled for this study was sufficient to create and test 
the method to estimate YLDs for binge-eating disorder 
and OSFED; however, a new systematic review of binge-
eating disorder and OSFED epidemiology is needed. 
Second, as in GBD 2019, the work presented here is 
subject to the limitations of the disability weights 
estimated as part of the disability weights surveys. 
Disability weights are extremely dependent on the lay 
descriptions shown to respondents of the disability 
weights surveys.25,26 The brief lay descriptions required 
focus on the most salient and typical characteristics of a 
health state, which meant that lay descriptions often 
omitted detailed symptoms that coincide in complex 
disorders. Third, the current analysis was done at the 
global level, with the assumption that the ratios between 
disorder prevalence are similar across the globe; 
therefore, the geographical variation of binge-eating 
disorder and OSFED mirrored that of anorexia nervosa 
and bulimia nervosa. Previous work has suggested this 
ratio might vary by region.35 We tested the effect of 
geography on the prevalence ratios, but it was not 
significant. However, this finding could be limited by the 

Figure 3: Global DALYs by eating disorder, sex, and age in 2019
DALYs=disability-adjusted life-years. OSFED=other specified feeding or eating disorder.
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«Hidden burden» dei DA

• Ridotta Speranza di vita
• Ridotta Qualità di vita
• 73° causa di malattia per “anni di vita persi” a 

causa della disabilità (DALYs, Disability Adjusted
Life Years) (0,3%)

• 33° causa di disabilità (YLDs, years lived with 
disability) 

• Donne: picco tra i 20-25 anni
• Uomini: picco 30-35 anni



reported suicide ideation and more than a third re-
ported attempts.

SERVICE USE

The majority of adolescents with an eating disorder re-
ceived some sort of treatment for an emotional or be-
havioral problem. Among subjects with AN, BN, BED,
SAN, and SBED, 77.6%, 88.2%, 72.6%, 70.5%, and 64.2%,
respectively, received some form of treatment in their life-
time (Table 6). However, much smaller proportions had
sought treatment specifically for their eating or weight
problems (27.5%, 21.5%, 11.4%, and 3.4% for AN, BN,
BED, and SBED, respectively). The majority of youths who
had received services had sought treatment from a men-
tal health specialty (68.8%, 60.9%, 60.4%, 54.3%, and
48.8% for AN, BN, BED, SAN, and SBED, respectively).
A sizable minority of youths with AN had sought treat-
ment from human services (40.0%) and school services
(40.4%), while many of those with BN also sought treat-
ment from the general medical sector (49.2%) and school
services (45.4%). Adolescents with each of the eating dis-

order subtypes were significantly more likely to seek any
treatment and mental health specialty treatment than ado-
lescents without these disorders.

COMMENT

To our knowledge, this investigation provides the first
report on the prevalence, correlates, impact, and service
use patterns of both threshold and subthreshold eating
disorders in a nationally representative sample of US ado-
lescents. The observed prevalence estimates were gen-
erally similar to those of previous studies,1-8,22,23 and sa-
lient differences in sociodemographic and clinical
correlates were observed between eating disorder sub-
types. Subthreshold eating conditions that were fre-
quent in this population were characterized by many of
the same severity markers as cases meeting diagnostic cri-
teria. While most adolescents with eating disorders re-
ceived some form of treatment, only a minority of af-
fected individuals received services specifically for eating
or weight problems. These findings underscore the im-
portant public health implications for a wide spectrum
of disordered eating among US youths as well as the ne-
cessity to improve treatment access for these condi-
tions.

Prevalence estimates for eating disorders have been
difficult to compare across studies owing to differences
in research methods as well as cultural and societal dif-
ferences that affect base prevalence. The observed life-
time prevalence estimates of 0.3% for AN, 0.9% for BN,
and 1.6% for BED were only slightly lower than those
reported for US adults using parallel methods.2 How-
ever, the ages at onset of each of these disorders were
markedly younger in the present sample, thereby under-
scoring the likelihood that retrospective assessments of
adults may overestimate the age at onset of these condi-
tions for a variety of possible reasons.32

The sex ratio for most eating spectrum disorders in
this study was generally smaller than that in prior treat-
ment-seeking samples and considerably smaller than the
9:1 ratio stated in the DSM-IV. The lack of a female pre-
ponderance of eating disorders could be attributable to
either the methods of the present study or a true lack of
a sex difference in eating disorders in adolescence. One
indication that the difference may be genuine is pro-
vided by the large female to male ratio for SAN. Future
analyses will explore possible explanations for sex dif-
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Prevalence estimates of eating spectrum disorders also
varied by race, with Hispanic adolescents having the high-
est rates of BN. The greater prevalence of BN in Hispanic
adolescents should be interpreted with caution as immi-
gration status, country of birth, and length of residence in
the United States may all have an effect on the risk of BN.33-35

Nonetheless, this larger prevalence highlights an impor-
tant discrepancy between treatment-seeking samples and
the full US adolescent population.36

Although the frequent crossover of eating disorder sub-
types in longitudinal studies of adults37-39 suggests a lack
of diagnostic specificity of eating disorder subtypes,40-42
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Età d’insorgenza
(Swanson et al, 2011)

National Comorbidity Survey Replication 
Adolescent Supplement

N° = 10123

AN 12,3 aa
BN 12,4 aa
BED 12,6 aa
BED s.s. 12,6 aa



Precocità dell’Intervento Terapeutico
(APA 2023; NICE 2017; RANZCP, 2014; MinSal 2013 & 2017)

TRATTAMENTI ALTAMENTE STRUTTURATI
ü Cornice Multi-Professionale Integrata
ü FBT CRT
ü CBT-E CREST
ü DBT-ED Mindful Eating
ü Interventi Bottom-Up (TSM, EMDR) TFC

• I PZ GIOVANI CON PESO CORPOREO < 85% incontrano difficoltà a riprendere peso in programmi assistenziali poco strutturati

RISCHI:
ü Deficit irreversibile della sostanza grigia cerebrale
ü Deficit irreversibile dello sviluppo fisico
ü Aumento della resistenza al trattamento
ü Disregolazione dell’appetito
ü Aumentato rischio psicopatologico

9



Schmidt U, Treasure J. : Anorexia Nervosa:  Valued and Visible.  A Cognitive-Interpersonal 
Maintenance Model and its Implications for Research and Practice. Br.J.Clin.Psychol. 
2006;45:1-25.10

10

Comportamento Alimentare
e SNC

Stile Cognitivo

Fattori di 
mantenimento

Distorsione
Immagine
Corporea

Stile Emotivo

Stile Interpersonale



Identità Personale 
Disturbi Alimentari

e modello Bio-Psico-Sociale

BIO
Sviluppo 
Cerebrale

PSICO
Sviluppo 

Cognitivo-Emotivo

SOCIALE
Fattori Socio-Culturali

“culture giovanili” e stili di vita del tutto 
sconosciuti alle generazioni precedenti



Livello 
Psicologico

adolescenza, sviluppo psicologico 
e trasformazioni corporee



Adolescenza 
periodo di transizione psicologica

13

Adolescence
A Period of Transition

Significant transitions in:
X Neurological functioning
X Cognitive functioning
X Social-emotional functioning
X Interpersonal Relationships
X Sexual Development

Adolescence is the second 
major ‘window’ of 
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significance to early childhood 

development.
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Abstract

The current COVID-19 pandemic has created a global context likely to increase eat-

ing disorder (ED) risk and symptoms, decrease factors that protect against EDs, and

exacerbate barriers to care. Three pathways exist by which this pandemic may exac-

erbate ED risk. One, the disruptions to daily routines and constraints to outdoor

activities may increase weight and shape concerns, and negatively impact eating,

exercise, and sleeping patterns, which may in turn increase ED risk and symptoms.

Relatedly, the pandemic and accompanying social restrictions may deprive individuals

of social support and adaptive coping strategies, thereby potentially elevating ED risk

and symptoms by removing protective factors. Two, increased exposure to

ED-specific or anxiety-provoking media, as well as increased reliance on video con-

ferencing, may increase ED risk and symptoms. Three, fears of contagion may

increase ED symptoms specifically related to health concerns, or by the pursuit of

restrictive diets focused on increasing immunity. In addition, elevated rates of stress

and negative affect due to the pandemic and social isolation may also contribute to

increasing risk. Evaluating and assessing these factors are key to better understand-

ing the impact of the pandemic on ED risk and recovery and to inform resource dis-

semination and targets.

K E YWORD S

access to care, body image, COVID-19, eating disorders, media, risk and protective factors

The coronavirus disease 2019 (COVID-19) pandemic has deeply

disrupted daily life across the globe, with profound effects on mental

and physical health (Holmes et al., 2020). Accordingly, research on

the health effects of the COVID-19 pandemic has been identified as

an important priority (Holmes et al., 2020). Eating disorder (ED)

behaviors are likely to be exacerbated by the pandemic through multi-

ple pathways, particularly among vulnerable groups, including those

with body image and eating concerns. Thus, the pandemic may precip-

itate the development of ED behaviors among some and exacerbate

existing pathology among others. Here, we outline three pathways

with particular relevance for research priorities and call for research

examining how the COVID-19 pandemic and related social disruptions

may increase ED risk and symptoms (see Figure 1).

1 | PATHWAYS FOR EXACERBATION

1.1 | Disruptions and restrictions to daily activities
and movements

In many countries, the COVID-19 pandemic has incurred restrictions

in daily activities and movements with particularly constraining

Received: 25 April 2020 Revised: 17 May 2020 Accepted: 17 May 2020

DOI: 10.1002/eat.23318
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Incidenza Disturbi dell’Alimentazione 
durante la pandemia Covid-19

Short Report

Incidence and outcomes of eating
disorders during the COVID-19
pandemic
Maxime Taquet, John R. Geddes, Sierra Luciano and Paul J. Harrison

Summary
There are concerns that eating disorders have become com-
moner during the coronavirus disease 2019 (COVID-19)
pandemic. Using the electronic health records of 5.2 million
people aged under 30, mostly in the USA, we show that the
diagnostic incidence was 15.3% higher in 2020 overall compared
with previous years (relative risk 1.15, 95% CI 1.12−1.19). The
relative risk increased steadily from March 2020 onwards,
exceeding 1.5 by the end of the year. The increase occurred
solely in females, and primarily related to teenagers and anorexia
nervosa. A higher proportion of patients with eating disorders in
2020 had suicidal ideation (hazard ratio HR = 1.30, 1.16−1.47) or
attempted suicide (HR = 1.69, 1.21−2.35).
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An increased incidence of eating disorders during the COVID-19
pandemic has been reported but not accurately or robustly quanti-
fied.1–3 Referrals for eating disorders have doubled in the UK.4 This
study used electronic health records (EHR) to assess the relative
incidence and outcomes (in terms of suicidal attempt, ideation
and death) of eating disorders during the COVID-19 pandemic
compared with previous years.

Method

We used TriNetX Analytics, a federated EHR network with anon-
ymised data from 81 million patients, 93% of whom are in the
USA. The participating healthcare organisations are a mixture of
hospitals, primary care and specialist providers, and include
insured and uninsured patients. For further details about TriNetX
see Supplementary File (available at https://doi.org/10.1192/bjp.
2021.105) and Taquet et al.5

The incidence of a first diagnosis of eating disorder (ICD-10
code F50)6 was estimated for every 2-month period between 20
January 2020 (the date of the first recorded patient with COVID-
19 in the USA) and 19 January 2021 in patients under 30 years
old who made at least one healthcare visit during this time. The
incidence was compared with those in corresponding periods
in 2019 using χ2-tests. Stratified results by age, gender and sub-
categories of eating disorder are provided. We also compared
the 2020 data with 2017 and with 2018. In a sensitivity analysis,
patients were only included if they also made a healthcare visit
between 20 January 2021 and 28 April 2021 (or the same period
in 2020 for comparison), thus guaranteeing that they were not
lost to follow-up.

We assessed whether a diagnosis of COVID-19 (ICD-10 U07.1)
was associated with a higher risk of subsequent eating disorders
compared with a cohort of patients who had made a healthcare
visit for another reason (matched for timing of the visit
(in 2-month strata), demographics and risk factors for COVID-
19; see the Supplementary Methods).

The risk of suicide ideation, attempt and death within 6 months
of an eating disorder diagnosis during the pandemic was compared
with the previous 3 years using Kaplan–Meier analysis. For further

details of analyses, see Supplementary Methods. STROBE reporting
guidelines were followed.

Results

A total of 5 186 451 patients met the inclusion criteria (55.3%
female, 44.4% male, 0.3% other; mean age: 15.4 years, s.d. = 8.98).
There were 8471 people who were diagnosed with an eating disorder
in the defined pandemic period (78.1% female, mean age 16.2 years
(s.d. = 7.2) and 19 843 (75.4% female; mean age 16.3 years (s.d. =
7.6)) during the prior 3 years. For details see Supplementary Table 1.

The incidence of a first diagnosis of an eating disorder has
increased during the pandemic. An overall excess of 15.3% was
observed compared with the previous year (relative risk (RR) = 1.15,
95% CI 1.12–1.19, P < 0.001; Supplementary Table 2) with significant
excesses observed in each 2-month period during the pandemic
except for 20 March to 19 May 2020 (Fig. 1(a)). Similar results were
found in the sensitivity analysis (RR = 1.34, 95% CI 1.29–1.40; with
significant excess observed for all but the 20 March to 19 May 2021
period; P < 0.001; Supplementary Fig. 1). Results were also similar if
2020 was compared with 2017 or 2018 (see Supplementary Table 2).

The increased risk of eating disorders during the pandemic
period was limited to females (Fig. 1(b)), was greatest for 10- to
19-year-olds (Fig. 1(c)), and mostly affected anorexia nervosa diag-
noses (Fig. 1(d)).

As shown in Supplementary Table 1 and Supplementary Fig. 2,
compared with patients diagnosed with an eating disorder in the
previous 3 years, those diagnosed during the pandemic were at a
higher risk of attempting suicide (0.89% (95% CI 0.68−1.16) v.
0.52% (95% CI 0.43−0.64); hazard ratio (HR) = 1.69 (95% CI 1.21
−2.35), P = 0.0015) and having suicidal ideation (6.3% (95% CI
5.7−7.0) v. 4.8% (95% CI 4.5−5.1); HR = 1.30 (1.16−1.47), P <
0.001), but death did not differ.

Patients diagnosed with COVID-19 were not at an increased
risk of an eating disorder compared with a matched cohort of
patients who made a visit to a healthcare organisation for a different
reason during the pandemic (adequate matching was achieved for
all covariates; Supplementary Tables 3–7; HR = 0.86, 95% CI
0.65–1.12, P = 0.26, Supplementary Fig. 3).
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An increased incidence of eating disorders during the COVID-19
pandemic has been reported but not accurately or robustly quanti-
fied.1–3 Referrals for eating disorders have doubled in the UK.4 This
study used electronic health records (EHR) to assess the relative
incidence and outcomes (in terms of suicidal attempt, ideation
and death) of eating disorders during the COVID-19 pandemic
compared with previous years.

Method

We used TriNetX Analytics, a federated EHR network with anon-
ymised data from 81 million patients, 93% of whom are in the
USA. The participating healthcare organisations are a mixture of
hospitals, primary care and specialist providers, and include
insured and uninsured patients. For further details about TriNetX
see Supplementary File (available at https://doi.org/10.1192/bjp.
2021.105) and Taquet et al.5

The incidence of a first diagnosis of eating disorder (ICD-10
code F50)6 was estimated for every 2-month period between 20
January 2020 (the date of the first recorded patient with COVID-
19 in the USA) and 19 January 2021 in patients under 30 years
old who made at least one healthcare visit during this time. The
incidence was compared with those in corresponding periods
in 2019 using χ2-tests. Stratified results by age, gender and sub-
categories of eating disorder are provided. We also compared
the 2020 data with 2017 and with 2018. In a sensitivity analysis,
patients were only included if they also made a healthcare visit
between 20 January 2021 and 28 April 2021 (or the same period
in 2020 for comparison), thus guaranteeing that they were not
lost to follow-up.

We assessed whether a diagnosis of COVID-19 (ICD-10 U07.1)
was associated with a higher risk of subsequent eating disorders
compared with a cohort of patients who had made a healthcare
visit for another reason (matched for timing of the visit
(in 2-month strata), demographics and risk factors for COVID-
19; see the Supplementary Methods).

The risk of suicide ideation, attempt and death within 6 months
of an eating disorder diagnosis during the pandemic was compared
with the previous 3 years using Kaplan–Meier analysis. For further

details of analyses, see Supplementary Methods. STROBE reporting
guidelines were followed.

Results

A total of 5 186 451 patients met the inclusion criteria (55.3%
female, 44.4% male, 0.3% other; mean age: 15.4 years, s.d. = 8.98).
There were 8471 people who were diagnosed with an eating disorder
in the defined pandemic period (78.1% female, mean age 16.2 years
(s.d. = 7.2) and 19 843 (75.4% female; mean age 16.3 years (s.d. =
7.6)) during the prior 3 years. For details see Supplementary Table 1.

The incidence of a first diagnosis of an eating disorder has
increased during the pandemic. An overall excess of 15.3% was
observed compared with the previous year (relative risk (RR) = 1.15,
95% CI 1.12–1.19, P < 0.001; Supplementary Table 2) with significant
excesses observed in each 2-month period during the pandemic
except for 20 March to 19 May 2020 (Fig. 1(a)). Similar results were
found in the sensitivity analysis (RR = 1.34, 95% CI 1.29–1.40; with
significant excess observed for all but the 20 March to 19 May 2021
period; P < 0.001; Supplementary Fig. 1). Results were also similar if
2020 was compared with 2017 or 2018 (see Supplementary Table 2).

The increased risk of eating disorders during the pandemic
period was limited to females (Fig. 1(b)), was greatest for 10- to
19-year-olds (Fig. 1(c)), and mostly affected anorexia nervosa diag-
noses (Fig. 1(d)).

As shown in Supplementary Table 1 and Supplementary Fig. 2,
compared with patients diagnosed with an eating disorder in the
previous 3 years, those diagnosed during the pandemic were at a
higher risk of attempting suicide (0.89% (95% CI 0.68−1.16) v.
0.52% (95% CI 0.43−0.64); hazard ratio (HR) = 1.69 (95% CI 1.21
−2.35), P = 0.0015) and having suicidal ideation (6.3% (95% CI
5.7−7.0) v. 4.8% (95% CI 4.5−5.1); HR = 1.30 (1.16−1.47), P <
0.001), but death did not differ.

Patients diagnosed with COVID-19 were not at an increased
risk of an eating disorder compared with a matched cohort of
patients who made a visit to a healthcare organisation for a different
reason during the pandemic (adequate matching was achieved for
all covariates; Supplementary Tables 3–7; HR = 0.86, 95% CI
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An increased incidence of eating disorders during the COVID-19
pandemic has been reported but not accurately or robustly quanti-
fied.1–3 Referrals for eating disorders have doubled in the UK.4 This
study used electronic health records (EHR) to assess the relative
incidence and outcomes (in terms of suicidal attempt, ideation
and death) of eating disorders during the COVID-19 pandemic
compared with previous years.
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hospitals, primary care and specialist providers, and include
insured and uninsured patients. For further details about TriNetX
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The incidence of a first diagnosis of eating disorder (ICD-10
code F50)6 was estimated for every 2-month period between 20
January 2020 (the date of the first recorded patient with COVID-
19 in the USA) and 19 January 2021 in patients under 30 years
old who made at least one healthcare visit during this time. The
incidence was compared with those in corresponding periods
in 2019 using χ2-tests. Stratified results by age, gender and sub-
categories of eating disorder are provided. We also compared
the 2020 data with 2017 and with 2018. In a sensitivity analysis,
patients were only included if they also made a healthcare visit
between 20 January 2021 and 28 April 2021 (or the same period
in 2020 for comparison), thus guaranteeing that they were not
lost to follow-up.

We assessed whether a diagnosis of COVID-19 (ICD-10 U07.1)
was associated with a higher risk of subsequent eating disorders
compared with a cohort of patients who had made a healthcare
visit for another reason (matched for timing of the visit
(in 2-month strata), demographics and risk factors for COVID-
19; see the Supplementary Methods).

The risk of suicide ideation, attempt and death within 6 months
of an eating disorder diagnosis during the pandemic was compared
with the previous 3 years using Kaplan–Meier analysis. For further

details of analyses, see Supplementary Methods. STROBE reporting
guidelines were followed.
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A total of 5 186 451 patients met the inclusion criteria (55.3%
female, 44.4% male, 0.3% other; mean age: 15.4 years, s.d. = 8.98).
There were 8471 people who were diagnosed with an eating disorder
in the defined pandemic period (78.1% female, mean age 16.2 years
(s.d. = 7.2) and 19 843 (75.4% female; mean age 16.3 years (s.d. =
7.6)) during the prior 3 years. For details see Supplementary Table 1.
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increased during the pandemic. An overall excess of 15.3% was
observed compared with the previous year (relative risk (RR) = 1.15,
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excesses observed in each 2-month period during the pandemic
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significant excess observed for all but the 20 March to 19 May 2021
period; P < 0.001; Supplementary Fig. 1). Results were also similar if
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The increased risk of eating disorders during the pandemic
period was limited to females (Fig. 1(b)), was greatest for 10- to
19-year-olds (Fig. 1(c)), and mostly affected anorexia nervosa diag-
noses (Fig. 1(d)).

As shown in Supplementary Table 1 and Supplementary Fig. 2,
compared with patients diagnosed with an eating disorder in the
previous 3 years, those diagnosed during the pandemic were at a
higher risk of attempting suicide (0.89% (95% CI 0.68−1.16) v.
0.52% (95% CI 0.43−0.64); hazard ratio (HR) = 1.69 (95% CI 1.21
−2.35), P = 0.0015) and having suicidal ideation (6.3% (95% CI
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0.001), but death did not differ.
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A B S T R A C T   

Background: Self-harm and eating disorders are often comorbid in clinical samples but their co-occurrence in the 
general population is unclear. Given that only a small proportion of individuals who self-harm or have disordered 
eating present to clinical services, and that both self-harm and eating disorders are associated with substantial 
morbidity and mortality, it is important to study these behaviours at a population level. 
Methods: We assessed the co-occurrence of self-harm and disordered eating behaviours in 3384 females and 2326 
males from a UK population-based cohort: the Avon Longitudinal Study of Parents and Children (ALSPAC). 
Participants reported on their self-harm and disordered eating behaviours (fasting, purging, binge-eating and 
excessive exercise) in the last year via questionnaire at 16 and 24 years. At each age we assessed how many 
individuals who self-harm also reported disordered eating, and how many individuals with disordered eating also 
reported self-harm. 
Results: We found high comorbidity of self-harm and disordered eating. Almost two-thirds of 16-year-old females, 
and two-in-five 24-year old males who self-harmed also reported some form of disordered eating. Young people 
with disordered eating reported higher levels of self-harm at both ages compared to those without disordered 
eating. 
Limitations: We were not able to measure whether participants identified their disordered eating as a method of 
self-harm. 
Conclusions: Self-harm and disordered eating commonly co-occur in young people in the general population. It is 
important to screen for both sets of difficulties to provide appropriate treatment.   

1. Introduction 

Eating disorders and self-harm are serious health problems in young 
people, and are associated with significant functional impairment and 
mortality (Hawton et al., 2012; Treasure et al., 2020). They are 
phenotypically distinct - eating disorders involve weight-control be-
haviours, abnormal eating and over-evaluation of weight and shape 

(Treasure et al., 2020), whereas self-harm involves intentionally harm-
ing oneself, with or without suicidal intent (Hawton et al., 2012). 
However, they commonly co-occur in clinical populations: 14-68% of 
patients with eating disorders report self-harm and 54-61% of patients 
who self-harm also have an eating disorder diagnosis (Svirko and 
Hawton, 2007). More recently, a meta-analysis found 21.8% of patients 
with anorexia nervosa and 32.7% of patients with bulimia nervosa had a 
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males. 
There was evidence of a possible dose-response effect in females at 

age 16 and 24 years, with increasing prevalence of disordered eating in 
individuals reporting repeated, compared to one-off self-harm; there 
was limited evidence for this in males (see Supplementary Material 
Tables S6.1 and S6.2). 

4. Discussion 

In a UK population-based cohort, we found that self-harm and 
disordered eating behaviours were common, and commonly co-occurred 
in young people. The prevalence of disordered eating was notably high 
among females who reported self-harm, affecting nearly two-thirds of 

young women across both late adolescence and early adulthood. 
Furthermore, two-in-five 24-year-old males who self-harmed also re-
ported disordered eating. To our knowledge, this is the first study to 
assess comorbidity of self-harm and disordered eating in both adoles-
cence and young adulthood in the general population. 

This high rate of co-occurrence is consistent with findings from 
selected clinical (Svirko and Hawton, 2007), university student (Whit-
lock et al., 2006; Wright et al., 2009), and adolescent (Brausch and 
Boone, 2015; Ross et al., 2009; Viborg et al., 2018) samples. Our study 
extends these findings to young adults in the community, and demon-
strates that they persist across late adolescence into early adulthood. 
General population data is particularly important since the majority of 
young people with self-harm or disordered eating do not seek help 

Fig. 1. Co-occurrence of self-harm and disor-
dered eating behaviours. Panel (a) Self-harm in 
individuals with or without disordered eating 
behaviours. Panel (b) Disordered eating be-
haviours in individuals with or without self- 
harm. 
Note: Any DE = any disordered eating (fasting, 
purging, binge-eating, or excessive exercise); 
DSM-5 DE = disordered eating (fasting, purg-
ing, binge-eating, or excessive exercise) at least 
once a week (DSM-5 frequency). Error bars 
indicate standard error.   

N. Warne et al.                                                                                                                                                                                                                                  

F = 3384 M = 2326
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24  
anni 37% 16,1%, 6% 19,2% 11,1% 3,6%

The Avon Longitudinal Study of Parents and Children (ALSPAC)
13.988 soggetti a 1 anno dall’inizio dello studio (1991-1992)



Adolescenza
Corporeità, Regolazione Emotiva e Identità Personale 

Ø Marcati cambiamenti biologici, psicologici e sociali connessi alla riorganizzazione dell’identità personale

Ø Condizione di continuità e cambiamento inerenti ai processi interni (percezione di sé) e al rapporto con 
l’esterno (percezione di sé-con-l’altro) 

Ø La percezione corporea costituisce il catalizzatore dei processi di cambiamento e continuità del disagio 
psicologico 
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L’adolescenza costituisce una finestra fondamentale 
nello sviluppo umano, seconda per importanza solo 
alla prima infanzia. 

Processo di frontalizzazione



Ø Nel periodo adolescenziale il corpo è lo strumento più immediato da maneggiare 
per regolare concretamente la relazione tra sé e mondo esterno            

Ø In una condizione d’insicurezza rispetto ai propri valori, desideri e posizione nel mondo, 
il corpo costituisce un’àncora di stabilità, seppure illusoria

Ø A causa dei rapidi cambiamenti a cui va incontro, il corpo è anche 
fonte d’insicurezza e paure

Ø I disturbi della corporeità costituiscono una modalità disfunzionale, ma 
efficace e immediata, di regolazione dell’esperienza affettivo/cognitiva e     
di influenza del contesto circostante

Adolescenza
Corporeità, Regolazione Emotiva e Identità Personale 



Livello 
Biologico

adolescenza e sviluppo cerebrale



Adolescenza 
periodo di transizione psicologica
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Adolescence
A Period of Transition

Significant transitions in:
X Neurological functioning
X Cognitive functioning
X Social-emotional functioning
X Interpersonal Relationships
X Sexual Development

Adolescence is the second 
major ‘window’ of 

development, next only in 
significance to early childhood 

development.
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CONNECT – AN ATTACHMENT BASED PROGRAM
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BRITISH COLUMBIA CANADA
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L’Adolescenza costituisce una finestra 
fondamentale nello sviluppo umano, seconda 

per importanza solo alla prima infanzia

• Funzionamento Cognitivo
• Regolazione Emotiva
• Relazioni Interpersonali

Sviluppo Sessuale e Sviluppo Cerebrale



Adolescenza e Sviluppo Cerebrale 
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• “Potatura” selettiva postero-anteriore connesso al contesto sociale (Frontalizzazione)
• Mielinizzazione: passaggio dal pensiero rappresentativo a forme complesse di elaborazione dell’informazione 

(Capacità Metacognitive)
• Maturazione cerebrale connessa all’aumentata capacità di Regolazione Emotiva e Cognitiva

Kendall Powell, 2006: “Neurodelvelopment: How does the teenage brain work? Nature 442, 865-867



Alcune aree cerebrali (Substantia Nigra e Area Ventro-Tegmentale) appaiono coinvolte nel craving

L’attivazione di tali aree mostra un andamento analogo nelle condizioni di isolamento forzato e nel digiuno

 
Figure 3. Effects of food fasting on univariate activity within the anatomical ROI (upper left panel), the functional ROI 

(lower left panel) and correlations with self-reported craving (right panel). The violin plots depict the difference (in percent 

signal change) in response to food cues (contrast: food>flowers) and social cues (contrast: social>flowers) after fasting and 

after isolation. The violins illustrate the distribution of the data, the white dots indicate the median, the bold dark grey 

vertical line the interquartile range and the thin grey lines the upper/lower adjacent values. Left upper panel: Responses in 

the anatomical SN/VTA were higher for food after fasting. Left lower panel: Responses in the midbrain functional ROI 

were higher for food after fasting and for social cues after isolation. Right panel: In the anatomical SN/VTA, responses to 

food cues were correlated with craving reported in the Cue Induced Craving task, following fasting (upper panel) and 

responses to social cues were correlated with craving reported on the final Questionnaire, following isolation (lower panel). 

 

As a direct test of the similarity of activity patterns for food cues after fasting, and social cues after 

isolation, we trained a classifier on the pattern of activity in the SN/VTA after fasting to food cues 

and flower images. This learned classifier then generalized to above chance decoding of food from 

flower images on both of the other sessions (Isolation session: mean accuracy=0.54; t(39)=3.01, 

p=0.005; Baseline session: mean accuracy=0.55; t(39)=3.35, p=0.002). The same learned classifier 

could also decode social cues from flower images after isolation (mean accuracy=0.54; t(39)=3.53, 

p=0.001). On the baseline day, the classification accuracy did not survive correction for multiple 

comparisons (α =0.05/4; mean accuracy=0.53; t(39)=2.59, p=0.013). The pattern of SN/VTA activity 

in response to social cues on the isolation day was more similar to the pattern of food cues on the 
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In adolescenza l’attivazione di queste aree cerebrali è meno modulata dalle aree corticali superiori (CPF, Gangli della Base, sistema dopaminergico) ancora 
in via di sviluppo. Inoltre, l’iper-attivazione di queste aree (in condizioni di isolamento e/o digiuno) interferisce con il fisiologico sviluppo cerebrale  
(Sturman & Moghaddam, 2011)

Isolamento e alimentazione



Livello 
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Disturbi dell’Alimentazione
un’Epidemia Sociale?

Anoressia e Bulimia: anatomia di un’epidemia sociale
R.A. Gordon, 2000

Disturbi Psicologici espressione di angosce profonde 
e di contraddizioni di un determinato assetto socio-culturale

Modelli socio-culturali   
forme del disagio psichico



Il XX Secolo o
“Secolo Breve“ 

(E. Hobsbawm, 1994)

• Marcata rapidità delle trasformazioni dei processi di produzione economica

• Radicali trasformazioni del lavoro e delle forme di aggregazione sociale

• Dagli anni ’80 in poi, accelerazione del processo di globalizzazione di nuovi modelli 
culturali, rapidamente diffusi dai mezzi di comunicazione (TV commerciali, internet, 
social networks etc), punto d’arrivo del processo di trasformazione di modelli e stereotipi 
sociali, avviato negli anni ’60. 
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Il XX Secolo o
“Secolo della Magrezza“ 

(W.Bennet & J.Gurin, 1982)
Anni ‘60: gli anni della rivolta 

Il mito androgino e dell’età prepubere, liberazione dai canoni femminili di dedizione e 
sottomissione simbolo di ribellione e controcultura

Il decennio narcisista: i meravigliosi anni 80

• Culto della giovinezza da opporre allo spettro della vecchiaia
• Esplosione del mercato della moda per adolescenti

• Il corpo come simbolo di potere, fascino e successo sociale
• Rapida diffusione dei modelli e stereotipi culturali attraverso i nuovi 

media
• Inizia l’aumento progressivo del fenomeno anoressico bulimico e del 

“binge-eating”
• Aumento progressivo della chirurgia plastica

2
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Modelli socio-culturali   
forme del disagio psichico (I)

ü Maggiore  esposizione alla sessualizzazione precoce

ü Maggiore esposizione a fenomeni di “bullismo”

ü Maggiore esposizione a stimoli aggressivi/violenti

ü Maggiore esposizione alla traumatizzazione interpersonale

ü Maggiore isolamento all’interno di gruppi



Modelli socio-culturali   
e forme del disagio psichico (II)
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… nel mondo pre-tecnologico la vicinanza era 
fondamentale. Ora domina la lontananza, il rapporto 
mediato e mediatico”

L. Zoja, “La morte del prossimo”

Quando la comunicazione schermo-a-schermo si sostituisce a quella 
faccia-a-faccia, a entrare in contatto sono solo le superfici… il “moto di 
superficie”… si è finalmente esteso alla comunicazione tra esseri 
umani, a scapito dell’intimità, della profondità e della durata delle 
relazioni e dei contatti personali”

Z. Bauman, “Un’affollata solitudine”, in “Cose che abbiamo in comune”



Modelli socio-culturali   
e forme del disagio psichico (III)



Ho conosciuto eroi
ho conosciuto eroi
non indossano divise
indossano i loro fragili corpi
nelle loro mani non armi
ma le loro vite sensibili,
tumultuose.
Una più di tutte conosco
trasparente come il vetro
buia come una notte senza luna
delicata, fragile.
Forte come una roccia
combatte ogni ora della sua vita
per la sua vita


