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ABSTRACT

Introduction and aim. Orthorexia nervosa is described as an obsession with consuming

solely healthy foods accompanied by restrictive behaviors. Patients with chronic conditions

frequently require dietary interventions alongside medication to manage symptoms and slow

down disease progression. However, when dietary restrictions are taken to extremes,

individuals may develop orthorexia nervosa, resulting in malnutrition and weight loss. This

poses risks during treatment, where maintaining a balanced diet is vital. In this review we aim

to display the prevalence of orthorexia nervosa in patients suffering from selected chronic

diseases.

Material and methods. A literature review was performed to investigate the prevalence of

orthorexia nervosa among individuals with type 1 diabetes, inflammatory bowel disease,

celiac disease, rheumatoid arthritis, and cancer.

Description of the State of Knowledge. The occurrence of orthorexia reaches up to 7% in

the general population, 72% in patients with type 1 diabetes mellitus, 77% in case of

inflammatory bowel disease, 71% among individuals suffering from celiac disease, 75% in

those with rheumatoid arthritis, and 50% in case of cancer. Orthorexia nervosa predominantly

affects females who are younger, have higher levels of education, select organic foods,

prepare their own meals, and have other concurrent chronic illnesses. The distress associated
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with diagnosis is considered the primary factor contributing to the development of this

condition. Orthorexia ultimately leads to malnutrition, weight loss, impaired social

functioning, and poses a risk of complications during the management of patients suffering

from chronic diseases.

Conclusion. The prevalence of orthorexia nervosa in patients suffering from the exhibited

chronic illnesses is significantly higher compared to the general population. Therefore, early

detection of this condition and intervention are necessary to improve patient management.

Further research is needed to assess the frequency of orthorexia among individuals suffering

from other chronic diseases.

KEY WORDS: Orthorexia nervosa, Type 1 diabetes mellitus, Inflammatory bowel disease,

Celiac disease, Rheumatoid arthritis, Cancer

INTRODUCTION

The term orthorexia nervosa (ON), introduced by Steven Bratman in 1997, refers to a state of

obsession with consuming only foods considered healthy.1 This condition is characterized by a

fixation on dietary purity, anxiety when selecting food products, as well as meticulous planning

and preparing meals.2 Additionally, individuals with ON experience significant emotional

distress and fear of illness associated with violating self-imposed restrictions.3

Patients suffering from chronic diseases are often required to implement diet therapies

alongside taking medications in order to manage symptoms and delay disease progression.

Following diet recommendations allows them to actively participate in treatment and feel in

control. However, complications arise when dietary restrictions are taken to extreme levels,

which in some cases may result in developing ON.4 Ultimately, orthorexia nervosa leads to

weight loss and nutritional deficiencies, posing risk for patients with chronic diseases, as

maintaining a healthy diet is essential during treatment.5

In this literature review, we’re going to examine the prevalence of ON among individuals

with selected chronic illnesses such as type 1 diabetes mellitus (T1DM), inflammatory bowel

disease (IBD), celiac disease (CD), rheumatoid arthritis (RA), and cancer. Figure 1. illustrates

the occurrence rate of ON in the general population as well as among patients with the

selected chronic diseases. 4, 6-8
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METHODS

For this review, PubMed, Elsevier, and Google Scholar were searched to find articles

concerning the prevalence of orthorexia nervosa among patients with chronic diseases. Due to

the limited research available on this subject in the literature, we chose to display only the

sufficiently described studies that concern connections between chronic illnesses and

orthorexia nervosa. We performed a search using the keywords “Orthorexia nervosa”,

“Orthorexia nervosa chronic diseases”, “Chronic diseases eating disorders”, “Orthorexia

nervosa gastroenterology”, “Orthorexia nervosa rheumatoid arthritis”, Orthorexia nervosa

cancer”, “Orthorexia nervosa inflammatory bowel disease”, “Orthorexia nervosa diabetes”,

“Orthorexia nervosa celiac disease”. Articles were analyzed and included based on their

relevance to the subject. The inclusion criteria were: abstracts and full text format published

articles, written in English, comprising clinical trials and review articles. The exclusion

criteria were: non English articles, duplicates, clinical trials with insufficient description to be

included, and irrelevant articles. Initially 463 studies, consisting of abstracts and full texts,

were taken under consideration. Subsequently, irrelevant papers and duplicates were removed.

Following this 124 manuscripts were selected for detailed evaluation, which resulted in a

selection of 71 articles and clinical trials that were included in this literature review.

Orthorexia nervosa

Orthorexia nervosa is an eating disorder that was first introduced in 1997 by Steven Bratman.1

Etymology of this term derives from Greek words orthos meaning “right" and orexia meaning

“appetite”.9 The prevalence of orthorexia in the general population is approximately 6.9%.6 In

conducted studies it ranges from 2.3% in the study from 2021 by Greetfeld et al. concerning

the German population to 75.2% in the study from 2019 by Haddad et al. among the Lebanese

students.10,11

Even though ON is not officially recognised in The World Health Organization Eleventh

Revision of The International Classification of Diseases (ICD11) nor The Diagnostic and

Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), orthorexia is frequently

classified alongside other eating disorders.12 Furthermore, in 2003 it was acknowledged by the

National Eating Disorders Association (NEDA).9

The clinical presentation of this condition comprises fixation on dietary purity, meticulously

planning and preparing healthy meals, along with a sense of superiority regarding dietary
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choices relative to others.2 Further criteria encompass heightened anxiety involving food

selections without the primary aim being weight loss, and exaggerated emotional distress

linked to foods viewed as unhealthy, combined with at least one of the following: health

repercussions from dietary decisions such as deficiencies, decrease in body weight or

cachexia; impaired daily functioning due to dietary preferences including social, academic, or

vocational aspects; or a confidence and sense of worth contingent upon nutritional choices.3

Breach of self enforced dietary regulations triggers anxiety, shame, fear of illness, and

unpleasant physical sensations. Over time, these dietary restrictions intensify, potentially

resulting in the exclusion of entire food categories.9

In individuals with chronic diseases, dietary therapies are often necessary to alleviate

symptoms and decelerate the disease progression. This approach allows the person to actively

participate in their treatment and experience a sense of control. The key distinction from

typically observed orthorexia nervosa in this case is that the diet is not solely self-imposed,

but rather prescribed by a doctor. However, challenges arise when patients take dietary

recommendations to an extreme level.4 Perfectionists, exhibiting high levels of neuroticism,

having a propensity for obsessive-compulsive behavior, and a history of dieting due to body

dissatisfaction, are particularly susceptible to developing ON.13

The diagnosis in most cases is based on the results of Bratman Orthorexia Self - Test (BOT),

ORTO-15 Questionnaire, and Eating Habits Questionnaire (EHQ).2,14,15 Newly developed

alternatives include the Düsseldorf Orthorexia Scale (DOS), Barcelona Orthorexia Scale

(BOS), and Orthorexia Nervosa Inventory (ONI).16-18

The BOT was introduced in 2000 by Bratman and Knight. It consists of 10 items, concerning

symptoms of orthorexia nervosa, with responses attributed to 1 point for a positive answer and

0 for a negative. A result ≥4 is indicative of orthorexia nervosa, if between 2 and 3 points it

displays a tendency towards ON.14 The ORTO-15 Questionnaire, based on the BOT and the

Minnesota Multiphasic Personality Inventory (MMPI-2), was introduced in 2005 by Donini et

al. and consists of 15 items, focusing on clinical and emotional factors, with a 4 point scale

for each response, therefore the range is between 15 and 60 points. A result ≤ 40 is indicative

of orthorexia nervosa. The lower the score, the greater the likelihood of ON.2 The EHQ was

introduced in 2013 by Gleaves et al. and consists of 21 items, regarding beliefs, attitude and

behaviors towards healthy eating, with a 4 point scale for each response, and a range of 21 to

84 points. The greater the score, the higher the likelihood of orthorexia nervosa.15
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The treatment for ON is centered around psychoeducation, cognitive-behavioral therapy

(CBT), nutritional counseling with a dietitian, as well as mindfulness. Social support is vital

in maintaining healthy eating habits.13 Psychoeducation offers patients insight into the nature

of this condition, explains the psychological factors that underlie orthorexia, and its potential

health-related consequences. This knowledge enables them to identify dysfunctional beliefs

and take steps towards change.19 Cognitive behavioral therapy provides a methodical, evidence

based approach aimed at addressing maladaptive cognitive patterns and behaviors. It assists

individuals in cultivating healthier eating habits and acquiring coping strategies to effectively

manage distress. Moreover, CBT aids patients in gradually reintroducing previously avoided

foods back into their diet.20 For optimal outcomes, it’s recommended to combine

psychoeducation and CBT.13 Nutritional counseling entails collaborating with a dietitian who

specializes in eating disorders to develop a meal plan intended for addressing nutritional

deficiencies.21 Mindfulness encourages awareness in the present moment and accepting

without judgment. It allows patients to detach from their anxiety and obsessive thoughts

surrounding food, preventing impulsive reactions.22

Patients with chronic illnesses might also benefit from using the therapy options mentioned

above in order to deal with their primary diagnosis.

In the further paragraphs we’re going to display the prevalence of orthorexia nervosa

specifically among the individuals suffering from selected chronic diseases, including type 1

diabetes mellitus, inflammatory bowel disease, celiac disease, rheumatoid arthritis, and cancer.

Orthorexia nervosa and type 1 diabetes mellitus

Type 1 diabetes mellitus is a chronic autoimmune condition characterized by the destruction

of β-cells in the pancreas, responsible for insulin production, by CD4+ and CD8+ T cells

along with macrophages, which produce interleukin-22 (IL-22), interferon-α (INF-α), and

tumor necrosis factor-β (TNF-β), and infiltrate the islets of Langerhans. Subsequently, insulin

deficiency leads to hyperglycemia.23 The prevalence of T1DM in the general population is

approximately 0.15%.24 Risk factors for T1DM include genetic predisposition, adolescence,

immune and environmental influences, as well as having a positive family history.25 Dietary

and lifestyle factors, such as childhood obesity, advanced maternal age, rapid infant growth,

and short duration of breastfeeding, also play a role in the pathogenesis of type 1 diabetes

mellitus.26 Clinically, the disease manifests with symptoms comprising polydipsia, polyuria,

polyphagia, fatigue, nausea, vomiting, abdominal pain, weight loss, recurring skin infections,
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blurred vision, and diabetic ketoacidosis with Kussmaul breathing and the acetone odor.

Diagnosis is based on criteria such as fasting blood glucose concentration exceeding 126

mg/dL, random blood glucose concentration exceeding 200 mg/dL with accompanying

symptoms, abnormal results from an oral glucose tolerance test, or a glycated hemoglobin

(HbA1c) concentration exceeding 6.5%. Low levels of C-peptide serve as an indicator of

severe endogenous insulin deficiency. The majority of patients diagnosed with T1DM exhibit

antibodies against insulin, glutamate decarboxylase, islet antigen 2, tetraspanin-7, and zinc

transporter 8.27 Treatment primarily revolves around insulin replacement therapy administered

either through injections or via a pump. Additionally, hypoglycemic agents such as metformin

may be prescribed. Monitoring blood glucose levels, adhering to a balanced diet with

carbohydrates counting, and engaging in regular physical activity are also crucial components

of managing the condition.26

Eating disorders, resulting from strict self imposed food restrictions in individuals with

T1DM are associated with increased complications and worse metabolic control.28

In a 2023 study by Cosentino et al. 44 patients, with a median age of 39.7 years, with median

BMI 24.3 kg/m2 , all diagnosed with type 1 diabetes mellitus, underwent assessment using the

ORTO-15 questionnaire, DOS, Eating Disorder Examination Questionnaire version 6 (EDE-

Q6), and Brief Symptom Inventory (BSI). Each individual was required to indicate 1 healthy

acquaintance of the same sex and similar age to serve as a control group. According to the

ORTO-15 questionnaire, 72% of patients with T1DM and 29% of healthy controls had

orthorexia nervosa. Additionally, 4.5% of patients with diabetes and 0% of the controls

exhibited orthorexia based on the DOS.7

In a 2022 cross-sectional study by Elhabashy et al. 138 adolescent patients with T1DM

participated and completed the Eating Attitude Test (EAT-26), ORTO-15 questionnaire, and

EDE-Q6. Among them, 17.4% had an eating disorder based on the EAT-26 score, 38.4%

exhibited orthorexia nervosa based on the ORTO-15, and 32.6% displayed disordered eating

behavior based on the EDE-Q6. Individuals at risk of developing eating disorders showed

lower ORTO-15 scores and higher EDE-Q6 scores. Furthermore, there was a positive

correlation between ORTO-15 scores and the duration of diabetes type 1. Patients with eating

disorders were found to have a higher prevalence of peripheral neuropathy, ketoacidosis, and

microalbuminuria. Episodes of hypoglycemia were more frequent among those with high

EAT-26 and EDE-Q6 scores.29
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Orthorexia nervosa and inflammatory bowel disease

Inflammatory bowel disease is a chronic inflammatory disorder of the gastrointestinal (GI)

tract, distinguished by recurrent periods of relapses and remissions. It comprises ulcerative

colitis and Crohn’s disease.30 The prevalence of IBD in the general population is estimated to

be around 1.3%.31 In Crohn’s disease, granulomatous inflammation can impact the entire GI

tract and extend through all layers of its walls. Damaged areas typically occur as patches

alongside healthy tissue. In ulcerative colitis, inflammation is confined to the colon and

rectum, affecting solely the mucosal layer. Impaired areas are continuous, commonly

originating at the rectum and expanding further into the colon.32 Genetic factors and the

immune response to intestinal microbiota are engaged in the pathogenesis of IBD.33 The

symptoms encompass abdominal pain, anemia, cramping, diarrhea, eye inflammation, fatigue,

fever, joint pain, reduced appetite, rectal bleeding, skin rashes, and weight loss. Infrequent

complications associated with ulcerative colitis are toxic megacolon and primary sclerosing

cholangitis.34-37 The diagnosis can be established based on clinical presentation, physical

examination, and laboratory tests such as faecal calprotectin, C-reactive protein (CRP), and

erythrocyte sedimentation rate (ESR). Serological markers entail anti-Saccharomyces

cerevisiae antibody (ASCA) mainly present in Crohn’s disease and perinuclear antineutrophil

cytoplasmic antibody (pANCA) largely occuring in ulcerative colitis. Additional diagnostic

modalities comprise contrast radiography (RT), computed tomography (CT), magnetic

resonance imaging (MRI), colonoscopy with biopsies collected from various parts of the GI

tract, and wireless video capsule endoscopy.38 Management of IBD aims to decrease

inflammation and prolong remission as much as possible. Therapy consists of

glucocorticosteroids, 5-aminosalicylic acids, immunomodulation (methotrexate, calcineurin

inhibitors, Janus kinase inhibitors, thiopurines), and biological drugs (anti-TNF therapy, anti-

integrin therapy).39 In Crohn’s disease, surgeries are generally conservative, aiming to remove

only the damaged segments of the gastrointestinal tract. Due to the recurrent nature of

Crohn’s disease, more surgical procedures may be required over time.40 In ulcerative colitis

colectomy is considered a cure since inflammation is confined to the large intestine.41 A

significant link has been noted between symptomatology, disease activity, and eating habits in

individuals with IBD. It’s common for patients with this condition to impose food restrictions

upon themselves, which may potentially result in the development of orthorexia nervosa.4,42

In a 2023 study by Di Giorgio et al. 158 patients (113 with IBD diagnosis and 45 healthy

individuals) were assessed for the risk of ON using the ORTO-15 questionnaire. In the group
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with inflammatory bowel disease, 74 patients were receiving biologic drugs, 28 were

undergoing conventional therapy, and 12 were admitted due to disease flares. The prevalence

of orthorexia in patients with IBD reached 77% compared to 47% in the healthy group. The

prevalence of ON remained consistent regardless of whether the individual was diagnosed

with ulcerative colitis or Crohn’s disease. Among patients with orthorexia nervosa, 19.5%

underwent surgery for inflammatory bowel disease, compared to 3.8% without orthorexia.

There were no statistically significant differences observed regarding, age, gender,

socioeconomic status, marital status, and occupation.4

Orthorexia nervosa and celiac disease

Celiac disease is a chronic autoimmune condition affecting the mucosa of the small intestine,

leading to malabsorption due to persistent inflammation triggered by the ingestion of gluten.43

The prevalence of CD in the general population is estimated to be around 1%. The presence of

HLA-DQ2 and HLA-DQ8 heterodimers, early introduction of gluten during childhood,

infections, and socioeconomic factors, all promote the development of the disease.44 The

majority of individuals diagnosed with CD are women, primarily due to the higher occurrence

of this condition. Furthermore, women are more likely than men to undergo diagnostic testing,

which contributes to this gender disparity in diagnosis.45,46 The typical symptoms of celiac

disease include abdominal pain, anemia, ataxia, bloating, constipation, decrease in body

weight, dermatitis herpetiformis, diarrhea, depression along with anxiety, elevated liver

enzymes, eosinophilic oesophagitis, fatigue, headaches, hyposplenism, mouth ulcers, nausea,

neuropathy, osteoporosis, and reflux oesophagitis.47 Adhering to a gluten-free diet is advised

in the long term control of celiac disease.48 This dietary approach proves highly successful in

alleviating symptoms, often resulting in noticeable improvements in the psychosocial health

and overall quality of life.49 During the initial stages of transitioning to a gluten free diet,

patients may experience distress, which can increase the risk of developing eating disorders,

among others ON.50

In a 2022 study by Kujawowicz et al. 123 females, with a median age of 34 years, median

BMI 21.5 kg/m2, and with celiac disease diagnosis were evaluated for the risk of orthorexia

nervosa using the ORTO-15 questionnaire. With a cut-off at 40 points on the ORTO-15 test, a

risk of orthorexia nervosa was found in 71% of patients. Using a cut-off at 35 points, a risk

was identified in 32% of patients. Individuals were also able to self-assess the impact of CD

on their diet on a 5 point scale. Among women with increased probability of ON, 94% were
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self preparing their meals compared to 78% of those with no risk. Females at risk of ON were

paying attention to the kcal content of food only in 46% of cases, compared to 69% of those

with no risk. Moreover, 64% of women at risk of orthorexia nervosa admitted to worrying

about food, compared to 8% with no risk. The study indicated a tendency where prevalence of

ON decreases with age.6

Orthorexia nervosa and rheumatoid arthritis

Rheumatoid arthritis is a chronic autoimmune condition, likely with a genetic component, that

affects the musculoskeletal system.51 The progressive inflammation of the joints activates

various signaling molecules such as interleukin-1 (IL-1), interleukin-6 (IL-6), and TNF-α

within the osteoclasts, prompting bone resorption and cartilage erosion, ultimately resulting in

joint destruction and disability.8,52 The prevalence of RA in the general population is

approximately 1%.53 Risk factors for rheumatoid arthritis are female gender, older age, having

a positive family history, smoking, and obesity.54 Symptoms include morning stiffness for >

30 min, swelling, warmth, redness, and the presence of nodules under the skin around joints.

Other common manifestations consist of fatigue, fever, sweating, weight loss, dry eyes, and

chest pain if the lungs or heart are affected.52,55 According to the criteria established in 2010 by

the American College of Rheumatology and European League Against Rheumatism

(ACR/EULAR), the diagnosis of RA requires the presence of at least one joint with evident

swelling that cannot be explained by another disease. Additionally, a total score of 6 or more

in 4 domains is necessary for diagnosis. These domains include joint symptoms, serology,

acute phase response, and duration.56 During laboratory assessment elevated CRP and ESR are

examined. In serological tests rheumatoid factor (RF) and anti-citrullinated protein antibodies

(anti-CCP) are prominent. Diagnostic imaging techniques such as X-ray are utilized to

monitor progression, while MRI and ultrasound (USG) are employed to measure severity.52,57

Treatment consists of glucocorticosteroids, nonsteroidal anti inflammatory drugs (NSAID),

immunomodulatory agents (methotrexate, rituximab, cyclosporine A, azathioprine,

sulfasalazine, leflunomide, hydroxychloroquine, TNF-α inhibitors, T-cell costimulatory

blocking agents, and IL-1 receptor antagonists), as well as surgical interventions. To maintain

remission and enhance the quality of life, alongside pharmacotherapy, lifestyle modifications

are indispensable. A dietary approach is essential for correcting nutritional deficiencies,

reducing the need for NSAIDs, and minimizing drug toxicity. Patients with autoimmune

diseases frequently experience eating disorders due to self imposed food restrictions.8,58
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In a 2023 cross-sectional study by Sifakaki et al. 133 patients, mostly females (95%), with a

median age of 46 years, median BMI 25.83 kg/m2, and with rheumatoid arthritis, were

analyzed for the risk of orthorexia nervosa with the ORTO-15 questionnaire. Among them,

55% of patients with RA were in remission, while 45% were actively experiencing symptoms.

Furthermore, 53% of individuals were overweight, 44% had normal weight, and the 3% were

underweight. The prevalence of orthorexia nervosa reached over 75%.

In this research, there was a higher inclination towards developing ON observed amid females,

while lower tendencies were noted with increasing age and BMI.8

Orthorexia nervosa and cancer

The term cancer refers to a group of chronic diseases characterized by the abnormal

proliferation of cells beyond their typical boundaries. These cells can spread to other parts of

the body via circulatory and lymphatic systems, resulting in the formation of metastases.

Ultimately, death occurs due to widespread metastasis and cachexia.59 The overall lifetime risk

of developing cancer is estimated to be approximately 20%.60 Based on U.S. data from 2023,

the majority of new cancer cases in men affect the prostate (29%), lungs (12%), colorectum

(8%), urinary bladder (6%), and the skin (6%). In women, the most common sites are the

breast (31%), lungs (13%), colorectum (8%), uterus (7%), and the skin (4%). The leading

causes of cancer related death in men are lung cancer (21%), prostate cancer (11%), colorectal

cancer (9%), pancreatic cancer (8%), and liver cancer (6%). In women, the most frequent

causes of cancer related death are lung cancer (21%), breast cancer (15%), colorectal cancer

(8%), pancreatic cancer (8%), and ovarian cancer (5%).61 Risk factors vary between different

types of cancer. Among the most prominent are smoking cigarettes, excessive alcohol

consumption, genetic factors, age, obesity, infectious diseases, exposure to sunlight,

immunosuppression, and hormonal therapy.62 Symptoms of cancer are different depending on

the location of the tumor. General nonspecific signs include fatigue, localized pain, a lump

under the skin, unexpected weight gain or weight loss, changes in the skin, altered bowel

movements, hoarseness, cough, dysphagia, chronic indigestion, infections, fever, and

persistent unexpected bleeding.63 Diagnosis can be made upon physical examination,

laboratory tests, detecting cancer biomarkers, diagnostic imaging, and biopsies. Once detected,

cancer undergoes a staging process to assess its extent and spread.64 The cancerous mass can

be treated through several methods such as surgical removal, chemotherapy, radiation therapy,
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immunotherapy, hormonal therapy, targeted drug therapy, cryoablation, or in rare cases it may

regress on its own.65-67

Psychological distress following a cancer diagnosis may drive individuals to modify dietary

habits thought to impact prognosis or risk of recurrence. However, this pursuit of better health

can sometimes become excessive if not approached with moderation.68-70 Patients who are

highly educated, consume organic foods, and have concurrent chronic diseases are at a

particularly higher risk for orthorexia nervosa, which may lead to malnutrition, weight loss,

and social impairment. This condition poses significant risk for cancer patients, as

maintaining a healthy diet is crucial during the treatment. Especially since around 20% of

cancer patients die as a result of undernourishment.5

In a 2023 monocentric cross-sectional study by Zoghbi et al. 366 Lebanese patients with

cancer were assessed based on the results of the Düsseldorf Orthorexia Scale. Roughly 22%

of participants displayed definite orthorexic tendencies, and 9% were at risk of ON.

Hormonotherapy, female gender, and breast cancer diagnosis were associated with a higher

risk of orthorexia nervosa, whereas prostate cancer patients exhibited a lower risk of ON.70

In a 2022 study by Waterman et al. 93 women with cancer answered the DOS and the EHQ.

Nearly 36% of participants scored positive for orthorexia nervosa. Additionally, 44% of the

patients reported altering their eating habits since the diagnosis, and 79% planned to do so in

the subsequent year. Factors such as disease related stress, fear of recurrence, female gender,

and young age were linked to a greater risk of disordered eating behaviors.69

In a 2020 study by Aslan and Aktürk, 238 women diagnosed with breast cancer and 164

healthy individuals in the control group participated. They completed an information form and

the ORTO-15 questionnaire. With a cut-off score of 40 points, approximately 50% of women

suffering from breast cancer were identified as being at risk of orthorexia nervosa. With a cut-

off of 33 points, a significant difference in results was observed between women with cancer

and those in the control group. Specifically, 23.5% of women with breast cancer were found

to have a high risk of ON, in comparison to only 6.7% in the healthy group. Furthermore, the

ORTO-15 scores were lower among patients with higher education, higher income, and

concurrent other chronic disease.71
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Fig. 1. The prevalence of orthorexia nervosa in the general population and among patients

diagnosed with type 1 diabetes mellitus, Inflammatory bowel disease, celiac disease,

rheumatoid arthritis, and cancer.[6],[7],[4],[8]

CONCLUSION

The research indicates that individuals with chronic diseases, who often require dietary

therapies, exhibit a significantly increased prevalence of orthorexia nervosa compared to the

general population. Specifically, the risk reaches up to 72% in patients with type 1 diabetes

mellitus, 77% among those with inflammatory bowel disease, 71% in case of celiac disease,

75% in individuals suffering from rheumatoid arthritis, 50% in case of cancer, and

approximately 7% in the general population.4,6-8,71 Furthermore, ON particularly impacts

patients of the female gender, who are younger, have higher levels of education, higher

income, consume organic foods, prepare their own meals, and have concurrent chronic

diseases. Especially the stress associated with the disease during the initial stages of diagnosis,

adapting to a new diet, and the fear of recurrence can cause patients to experience distress,

potentially triggering the onset of orthorexia nervosa. Eating disorders resulting from self

imposed dietary restrictions among patients with chronic illnesses are linked to heightened

complications. ON ultimately leads to weight loss, nutritional deficiencies, and impaired

social functioning. This poses a risk for patients with chronic diseases because maintaining a



14

healthy diet is indispensable during treatment. For instance, malnutrition contributes to the

deaths of around 20% of cancer patients, whereas in case of type 1 diabetes mellitus

peripheral neuropathy, ketoacidosis, and microalbuminuria occur more frequently in

individuals with orthorexia.5,29

Early detection of ON and appropriate intervention are crucial to enhance the management of

patients with chronic illnesses. Therefore, they should be assessed for the risk of developing

this condition. Further research is necessary to determine the prevalence of orthorexia nervosa

in patients with other chronic diseases.
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