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Foreword

Among the “Nine Truths about Eating Disorders,” Truth #5 states, “Eating disorders 
affect people of all genders, ages, races, ethnicities, body shapes and weights, sex-
ual orientations, and socioeconomic statuses” [1]. Despite this fact, the notion that 
eating disorders are a “female problem” has created a systemic gap in the recogni-
tion, understanding, prevention, and treatment of eating disorders in boys and men. 
This gap is widened by the decreased likelihood of boys and men seeking treatment 
for their eating disorders or even volunteering for research on eating disorders. The 
resulting reliance on information based on female patients and participants contrib-
utes to a vicious cycle in which eating disorders have been defined, assessed, and 
treated based on their clinical presentation in girls and women, and then these same 
definitions, assessments, and interventions exclude boys and men. Eating Disorders 
in Boys and Men represents a must-read text for every clinician, researcher, and 
student to break this vicious cycle by offering the most up-to-date clinical informa-
tion describing clinical presentation, assessment and diagnosis, medical consider-
ations, prevention, treatment, and the intersection of gender with race, ethnicity, 
culture, sexual orientation, athletics, social media, and age.

My own interest in this topic dates back to a 1998 article I authored titled 
“Disordered eating in adolescent males from a school-based sample” [2]. In the 
opening paragraph of this article, I stated:

Published research of eating disorders in males is sparse compared to the estimated propor-
tions of males with eating disorders. For example, Carlat and Camargo (1991) reported that 
males comprise 10–15% of all subjects diagnosed with bulimia nervosa (BN); however, far 
less than 10% of BN studies screened by Carlat and Camargo (1991) included data or 
hypotheses concerning males. Similarly, a recent report concluded that “lack of familiarity 
with AN [anorexia nervosa] in males leads to a delay in evaluation, diagnosis, and referral,” 
and increased risk for medical complications (Siegel, Hardoff, Golden, & Shenker, 
1995:452). Early estimates indicate that 40% of binge-eating disorder (BED) occurs in 
males (Spitzer et al., 1992, 1993), but similar tendencies to exclude male subjects from 
empirical investigations have occurred (e.g., Arnow, Kenardy, & Agras, 1992; deZwaan, 
Nutzinger, & Schoenbeck, 1993; Berkowitz, Stunkard, & Stallings, 1993). Given these pat-
terns, determining the development of AN, BN, and BED in males may be hindered if find-
ings for females do not generalize to males.
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The article proceeded to provide correlational analyses of eating pathology in 
adolescent boys because that represented a significant contribution to the literature 
at that time! In the two decades since this paper was published, the field has made 
significant advances in determining the prevalence of eating disorders in boys and 
men from representative population-based studies, identifying prospective risk fac-
tors for the development and maintenance of eating disorders in boys and men from 
adolescence to late mid-life in longitudinal studies, and examining interventions 
that reduce eating pathology in men using randomized controlled trials. However, 
the value of this information depends entirely upon making it accessible outside 
academic and medical journals.

The editors of this essential text bring a wealth of expertise based on their 
ground-breaking contributions to identifying medical complications of eating disor-
ders in adolescent boys (Dr. Nagata), developing and evaluating prevention and 
treatment of eating disorders in late adolescent and young adult men (Dr. Brown), 
identifying clinical presentations more prevalent in boys and men (Dr. Murray), and 
contributing to more refined assessments tailored to these clinical presentations (Dr. 
Lavender). Prior to Eating Disorders in Boys and Men, each editor published scien-
tific findings in leading academic and medical journals and shared their insights at 
national and international conferences. However, these methods of dissemination 
reach a small fraction of those who need the information most. Collecting the exper-
tise of the top researchers and clinicians for each chapter provides readers with an 
accessible resource for all of their questions.

Pamela K. Keel, PhD
Department of Psychology

Florida State University 
Tallahassee, FL, USA
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Preface

The eating disorders field developed primarily through a female-centric lens. 
Although there has been progress in recognizing the diversity of individuals who are 
affected by eating disorders, certain stereotypes remain that may perpetuate stigma 
in particular groups. The goal of this book is to highlight boys and men, a popula-
tion that has been historically underrecognized and underserved with regard to eat-
ing disorders research and clinical care. The first section offers a background and 
overview of eating disorders and body image in boys and men. The second section 
focuses on the diagnosis and assessment of eating disorders and related symptoms. 
The third section addresses medical considerations, nutrition, and appearance/
performance-enhancing substance use. The fourth section focuses on prevention 
and treatment. The final section is devoted to addressing specific populations and 
sociocultural considerations. We conclude with a brief review of the core points 
raised within each section, as well as a discussion of future directions in this area.

We wish to acknowledge at the outset that, although this book is focused on boys 
and men, many of the empirical findings and clinical topics may have some degree 
of relevance across individuals with other gender identities. We also recognize that 
the majority of existing knowledge in this area derives from research on samples of 
predominantly cisgender boys and men. We further note that the opinions and asser-
tions expressed herein are those of the editors or contributing authors, and do not 
necessarily reflect the official policy or position of any academic or governmental 
institutions or agencies with which the editors or authors are affiliated.

In sum, our goal for this book is to provide a comprehensive and empirically 
informed synthesis of the most up-to-date information on important topics relevant 
to research and clinical care with boys and men with eating disorders.

San Francisco, CA, USA� Jason M. Nagata
San Diego, CA, USA� Tiffany A. Brown
Los Angeles, CA, USA� Stuart B. Murray 
Bethesda, MD, USA� Jason M. Lavender 
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Chapter 1
A Historical Overview of Eating Disorders 
in Males

Stuart B. Murray

Learning Objectives
	1.	 Overview the history of eating disorders in males.
	2.	 Evaluate how males were excluded from eating disorder research.
	3.	 Synthesize how this has impacted the recognition of eating disorders in males.

Key Points
•	 Males were reported among the first reported cases of eating disorders, although, 

subsequently, males were excluded from eating disorder research.
•	 It has been thought that eating disorders in males are rare, although this may have 

been due to the female-centricity of research examining EDs.
•	 The increasing recognition of EDs in males suggest physicians will likely see an 

upsurge in male presentations of EDs.

Eating disorders (EDs) are among the most pernicious of psychiatric disorders, 
characterized by elevated rates of mortality, suicidality, multi-systemic medical 
complexities, and an often chronic and relapsing illness course which may extend 
over several decades [1–4]. Phenomenologically, EDs have historically been con-
sidered one of the most gendered of psychiatric disorders, demonstrating a striking 
sexual dimorphism. Yet, while many associate the term “eating disorder” with ste-
reotypes of affluent, middle-class, young White females, EDs have been reported in 
male patients for as long as they have been reported in female patients.

In fact, the very first case description of the cluster of symptoms that would later 
be termed anorexia nervosa included a careful description of one female patient and 
one adolescent male patient [5]. Similarly, the simultaneous work of Gull [6] and 
Lasegue [7], which was critical in identifying the phenotype they later termed 

S. B. Murray (*) 
Department of Psychiatry & Behavioral Sciences, USC Keck School of Medicine,  
University of Southern California, Los Angeles, CA, USA
e-mail: stuartmu@usc.edu

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-67127-3_1&domain=pdf
https://doi.org/10.1007/978-3-030-67127-3_1#DOI
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anorexia nervosa, described the characteristics and sequelae of this disorder in male 
patients. Further reflecting the centrality of males in this seminal literature relating 
to EDs, even the term anorexia nervosa itself was coined to underscore the presence 
of male patients with this syndrome. An alternatively considered moniker at the 
time, anorexia hysterica, was ruled out due to the commonly held belief at the time 
that males could not be hysterical [8].

Beyond these seminal works, however, the history of EDs is characterized by a 
striking absence of male patients, and it wasn’t until almost 300 years after the work 
of Morton [5] and 100 years after the simultaneous work of Gull [6] and Lasegue 
[7] that the presence of EDs in males was systematically studied by leading authori-
ties in the field [9, 10]. Crucially, the misnomer that EDs did not afflict males pre-
vailed for large parts of the twentieth century, during a period of rapid evolution for 
the field of EDs in which the first (i) diagnostic framework, (ii) treatment modali-
ties, and (iii) measures of symptom profiles were developed [11]. As such, all criti-
cally important developments relating to diagnostic criteria were predicated on 
clinical trials exclusively comprising female patients, which inherently excluded 
male patients. The lack of utility of these diagnostic criteria in accounting for male 
presentations was broadly misconstrued as evidence that males cannot be 
afflicted by EDs.

This is perhaps best exemplified by the argument that, owing to the absence of a 
direct endocrine equivalent of the amenorrhea criterion of anorexia nervosa, which 
for many decades was a key diagnostic feature of this disorder, males could not 
meet diagnostic criteria for anorexia nervosa [12]. Indeed, despite weight loss being 
occasionally documented in clinical reports of male patients, it was thought that any 
dietary restriction or disordered eating was not a primary concern and was second-
ary to a more general psychiatric illness such as depression [13, 14]. This was exac-
erbated by the active exclusion of male patients from clinical trials on the basis of 
their proposed atypicality or rarity [15]. Consequently, the marginalization of male 
ED patients is apparent today, with less than 1% of all contemporary eating disorder-
related scientific manuscripts relating specifically to male patients [16].

�Where Are We Now?

It wasn’t until the 1980s that clinical data began to illustrate a limited number of 
male patients in specialist ED clinics [17–20], which forced the field to reconsider 
the premise that EDs don’t afflict males. More systematic research in the 1990s 
examined the prevalence and correlates of male presentations in specialist ED clin-
ics, noting that males accounted for 5–10% of cases [12, 21–23], although this was 
likely an underrepresentation, since males have faced unique stigma in seeking 
treatment for EDs. Notwithstanding, this emerging evidence was critical in dispel-
ling the long-held misnomer that EDs did not afflict males [12].

However, evidence from specialist ED clinics now suggest that males represent 
more than one in four EDs among young adolescents in Australia [24] and up to 

S. B. Murray
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33% in the UK [25]. Moreover, ED diagnoses in non-ED settings (i.e., gastroenter-
ology settings) may be more prevalent among males than females, where up to 67% 
of avoidant/restrictive food intake disorder (ARFID) diagnoses, for instance, are 
accounted for by males [26]. Even in specialist ED settings, male presentations of 
“selective eating” may account for up to 50% of all cases [27].

More broadly, epidemiological surveillance has recently illustrated shifting trends 
around the prevalence of anorexia nervosa and bulimia nervosa in males. In the USA, 
evidence now suggests that males may account for one in four cases of AN and BN 
[28]. Similarly, in Australia, epidemiological data suggest that one third of those 
reporting ED behaviors in community settings are male [29]. In light of these find-
ings, it no longer appears tenable to assume that EDs are uncommon among males 
nor that males account for only a negligible proportion of the public health burden of 
EDs and disordered eating [16]. As such, efforts to advance research around clinical 
practice relating to the treatment of males with EDs are now critical (Table 1.1).
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Chapter 2
Models of Body Image for Boys and Men

Tracy L. Tylka

Learning Objectives
	1.	 Evaluate whether current models of body image can explain body concerns 

among boys and men.
	2.	 Synthesize variables and pathways with empirical support to generate an inte-

grated model.
	3.	 Explore how this integrated model can direct future research and clinical/preven-

tion work.

Key Points
•	 Three models of body image were explored in relation to boys’ and men’s body 

concerns: the tripartite influence model, objectification theory, and gender role 
endorsement.

•	 Elements (variables, pathways) of these three models with empirical support 
among samples of boys and men were synthesized into an integrated model.

•	 This integrated model can be used to direct the next generation of research on 
body image for boys and men, which can be useful to guide public health, clini-
cal, and prevention efforts.

Body image is a multi-faceted construct that represents a person’s “inside view” of 
their body—that is, their feelings, perceptions, and thoughts about their body, which 
collectively impact how they behave toward it [1]. Body image is often studied in 
conjunction with disordered eating behavior, and both have been stereotyped as 
concerns that largely affect white adolescent girls and young adult women [2–4]. 
This stereotype guided how body image and disordered eating were originally 
defined (i.e., motivation to become very thin), measured (i.e., scales developed to 
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assess this motivation), studied (i.e., samples were predominantly young white 
women, and others were excluded), and modeled (i.e., factors primarily relevant to 
thinness were integrated) [4]. Basing the study of body dissatisfaction and disor-
dered eating on the experiences of young white women created an illusion that they 
had higher body dissatisfaction and disordered eating relative to other groups, with-
out regard to considering or assessing others’ different and diverse body and eating-
related concerns [3, 4]. See Chaps. 15 and 16 for further discussion of racial and 
ethnic factors in relation to body image and disordered eating among boys and men.

More recently, research on body image and disordered eating has been expanded 
to reflect experiences from more diverse samples and has revealed the complexity 
of body image among boys and men [5]. Researchers have moved away from 
assuming that boys’ and men’s body concerns mirror girls’ and women’s body con-
cerns (i.e., drive for thinness) and toward exploring their drive for muscularity [6], 
which has prompted additional studies that demonstrated that the body ideal for 
boys and men, or the “mesomorphic ideal,” differs from the “thin ideal” for girls and 
women [4, 7–9]. The mesomorphic ideal combines well-developed musculature 
with low body fat (to showcase muscles) and features larger shoulders, chest, and 
biceps and a narrower yet still muscled midsection (i.e., “six-pack”) [4, 8]. Measures 
focused on the drive for muscularity [6] as well as dissatisfaction with muscularity 
and body fat [4] have emerged and guided a new generation of research on boys’ 
and men’s body image (see Chap. 7 for a discussion of assessment instruments). 
Indeed, the importance of both muscularity and low body fat to boys’ and men’s 
body image has been supported in many samples [4, 6, 10, 11].

A recent meta-analysis has upheld gender differences in body concerns. This 
study revealed that girls and women consistently scored higher than boys and men 
on thinness-oriented body dissatisfaction with moderate-to-large effects, whereas 
boys and men scored higher than girls and women on muscularity-oriented body 
dissatisfaction with large effects [12]. Importantly, thinness-oriented body dissat-
isfaction decreased over time for girls and women, whereas drive for muscularity 
did not decrease over time for boys and men. The authors posited that body posi-
tive programming developed for girls and women may have promoted sociocul-
tural shifts in their body acceptance, whereas such programming has not been 
developed to be able to effectively target boys’ and men’s body image concerns. 
This meta-analysis highlights the need for additional theory and research into the 
predictors and outcomes of body image and concerns in boys and men, which then 
could be used to guide more effective programming. Exploring predictors and out-
comes within body image models, then, is an excellent starting point for this 
endeavor.

Thus, in this chapter, body image models are explored in terms of their theoreti-
cal and empirical relevance for boys and men. How these models have been modi-
fied to account for their body concerns, social identities, and adoption of gender 
roles is reviewed. An integrated conceptual model of boys’ and men’s body image 
is presented to guide research and clinical work.
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�Tripartite Influence Model

Originally developed to represent the experiences of girls and women, the tripartite 
influence model [13] specifies how appearance-related pressures from three social 
influences (media, peers, and parents) encourage girls and women to experience 
body dissatisfaction directly as well as indirectly through internalizing appearance 
ideals (i.e., adopting cultural beauty ideals, such as the thin ideal, as their own per-
sonal aspiration, e.g., “I should be thin”) and body comparison (i.e., comparing their 
body size and shape with others’ bodies). Body dissatisfaction in turn predicts dis-
ordered eating. This model has been studied and validated extensively with girls and 
women [e.g., 13–15] and has been more recently expanded and modified to more 
closely fit the experiences of boys and men [15–19]. This research is reviewed 
within the following subsections. While some studies also included girls or women, 
only the findings for boys and men are reported.

�Social Influences

Findings support the importance of examining media, peer, and parental appearance-
related influences on boys’ and men’s body dissatisfaction, and they emphasize the 
need to assess both social pressures to gain muscle and decrease body fat across 
cultures. Adolescent boys from varied cultural backgrounds report high pressure 
from media, parents, and peers to lose body fat, as well as high pressure from media, 
but lower pressure from peers and parents, to increase muscularity [20]. In Brazil, 
sources of appearance-related pressure and internalization of appearance ideals 
were strong predictors of adolescent boys’ increased body dissatisfaction over a 
1-year period [21] (see Chap. 16 for further discussion of body image and disor-
dered eating in boys and men from Latin America). In China, appearance-related 
media pressure predicted disordered eating among young adult men over a 1-year 
period, and appearance comparison mediated this association [22]. Various sources 
of appearance-related pressures are discussed below.

Media influence  Traditional forms of media showcase mesomorphic men and pro-
mulgate messages to boys and men that they should aspire to be muscular and lean. 
Indeed, meta-analyses have shown that media appearance-related pressure is sig-
nificantly linked to boys’ and men’s body dissatisfaction, with small-to-moderate 
effects [23]. A recent experimental study found that depictions of the mesomorphic 
ideal on television (in comparison to music videos or still images of male models) 
may be particularly detrimental to boys’ and men’s body image, as these televised 
images appear to activate appearance comparisons [24]. Another experimental study 
also found that men who viewed television commercials featuring mesomorphic 
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men experienced lower muscle satisfaction than those who viewed non-appearance 
commercials, with men high on appearance investment (i.e., placing more impor-
tance on appearance) more vulnerable to the effects [25]. Men high on appearance 
investment also compared themselves more to the mesomorphic men in the com-
mercials, which then predicted their lower body satisfaction.

Certain social media platforms and practices also can contribute to body con-
cerns in boys and men. Appearance-focused social media applications such as 
Instagram, Facebook, and Snapchat have been linked to sexual minority men’s mus-
cularity dissatisfaction, eating disorder symptoms, and thoughts about using ana-
bolic steroids [26]. Viewing others’ selfie posts and related likes and comments 
were positively related to adolescent boys’ facial dissatisfaction, with internaliza-
tion of social appearance ideals accounting for this association [27]. Interestingly, 
the more that boys appreciated their bodies, the less internalization related to facial 
dissatisfaction, suggesting that body appreciation may be a protective factor with 
regard to facial satisfaction when viewing selfies. Further, men who are more likely 
to digitally alter their selfies posted online and are more concerned with selecting 
and uploading their selfies to social media also report higher body dissatisfaction 
[28]. Although hypothesized as a potential protective factor, self-compassion was 
not found to moderate this link.

Dating-specific social networking applications also have been linked to men’s 
body dissatisfaction. Men who use Tinder (a dating-specific social networking 
application geared toward finding sexual partners) have been found to report higher 
facial and body dissatisfaction, internalization, and appearance comparison com-
pared to non-users [29]. Similarly, men who use Grindr (a dating-specific social 
networking application for gay, bisexual, and other men who have sex with men) 
perceived that these applications negatively impact their body image due to their 
promotion of weight stigma and objectification, as well as the encouragement of 
appearance comparison [30].

Other media sources that are not considered in the context of the tripartite influ-
ence model may be of relevance to boys’ and men’s body image. Pro-muscularity 
websites may also promote body dissatisfaction, disordered eating, and unhealthy 
muscularity-focused behaviors. Indeed, a systematic content analysis of pro-
muscularity websites revealed that these websites espouse rigid dietary practices, 
rigid exercise rules, the marginalization of other areas of life, and the use of muscle-
enhancing substances, as well as minimizing risks associated with these practices 
[31]. Additionally, pornography often displays men who are muscular and lean. 
Even after considering appearance-related pressures from other media, partners, 
family, and friends, the extent to which men viewed pornography uniquely contrib-
uted to their internalization of mesomorphic ideal, which was then linked to their 
muscularity and body fat dissatisfaction [32].

Peer influence  Peers also reinforce media messages for boys and men to be mus-
cular and lean to improve their performance (e.g., in sports) and appearance. 
Preadolescent boys often discuss sports with their peers, and sports help shape their 
appearance ideals related to being fit and muscular, as well as their athletic skills to 
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obtain popularity and acceptance [33]. By adolescence, boys report distinct body 
concerns related to body fat and muscularity, which are linked to appearance-related 
conversations with their peers [11]. Indeed, boys’ muscularity concerns were found 
to be related to more frequent muscle-building conversations, and weight concerns 
were associated with more frequent appearance conversations [11]. Men’s 
appearance-related conversations with peers were found to focus on both muscular-
ity and body fat, which were related to their body dissatisfaction, muscle dysmor-
phia, and disordered eating behaviors [34]. Further, peer pressure to be both 
muscular and lean was found to be related to higher muscularity dissatisfaction 
among men [16], and peer pressure to be lean was related to higher body fat dis-
satisfaction and disordered eating among gay men [17].

Parent influence  Parents are an important influence on boys’ body image. A sys-
tematic review revealed that mothers communicated more messages to their sons 
(compared to daughters) about the need to become more muscular, and these mes-
sages uniquely predicted boys’ body image disturbance [35]. Adolescent boys’ 
reports of parental teasing and negative parental attitudes toward their weight and 
appearance also were associated with their appearance-related rejection sensitivity 
and body dysmorphic symptoms [36]. College men’s retrospective accounts of their 
parents’ restrictive and critical eating messages were positively linked to their cur-
rent body dissatisfaction and disordered eating and inversely linked to their body 
appreciation and intuitive eating [37]. Further, parental influences (i.e., messages 
from fathers and mothers about the importance of being muscular and losing weight) 
were more closely associated with adolescent boys’ body dissatisfaction and body 
change strategies (i.e., behaviors geared toward increasing muscles and decreasing 
weight) compared to media and peer influences [38].

Partner influence  While not included in the original tripartite influence model, 
research has suggested that partners may be an important influence on men’s body 
image and body change behaviors. Pressures from partners to be muscular and lean 
were related to men’s internalization of the mesomorphic ideal, body comparison, 
muscularity and body fat dissatisfaction, muscularity-related behaviors, and disor-
dered eating [16, 17]. When examined alongside other sources of social influence, 
partner pressure to be mesomorphic was uniquely and directly related to men’s dis-
ordered eating [16]. Further, among gay men, partner pressure to be muscular was 
uniquely related to internalization of the mesomorphic ideal and muscularity 
enhancement behaviors [17].

Gay community  Certain gay communities that emphasize appearance and lean 
muscularity may also be a source of social influence impacting gay men’s body 
image and body change behaviors. Indeed, men’s regular involvement in gay culture 
has been found to be related to their internalization of the mesomorphic ideal, 
appearance comparison, and engagement in behaviors to enhance their muscularity; 
these relationships remained even when examined alongside other sources of social 
influence [17].
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�Mediating Variables Connecting Social Influences with Body 
Change Behaviors

A key feature of the tripartite influence model is its central “mediating” variables 
that connect the sources of social influence with disordered eating [13]. Variables in 
this central role in the original model include thin-ideal internalization, body com-
parison, and body dissatisfaction. Specifically, once the thin ideal is internalized, it 
is manifested in behaviors that help girls and women gauge the status of their bodies 
(body comparison). Because the vast majority of girls and women do not have a 
body type that is consistent with the “thin ideal,” they are dissatisfied with their bod-
ies if they have internalized this ideal and regularly engage in body comparison, 
which then may prompt them to engage in disordered eating.

For boys and men, the thin ideal is replaced with the mesomorphic ideal. Because 
the mesomorphic ideal focuses on muscularity and leanness, boys and men can 
become dissatisfied with their bodies on two dimensions: muscularity and body fat 
[11, 16]. Muscularity dissatisfaction may prompt muscularity enhancement behav-
iors, whereas body fat dissatisfaction may prompt disordered eating [16]. Many 
studies uphold the mediating roles of internalization of the mesomorphic ideal [16–
19, 39, 40], body comparison [16, 18, 39, 40], muscularity dissatisfaction [16, 17, 
19, 39], and body fat dissatisfaction [16, 17, 39] with men. A prospective study with 
adolescent boys revealed that internalization of the mesomorphic ideal predicted 
increased muscularity dissatisfaction, body fat dissatisfaction predicted increased 
disordered eating, and internalization of the mesomorphic ideal predicted increased 
use of muscularity enhancement behaviors across a 5-year period [41]. Therefore, 
many of the proposed pathways within the tripartite influence model are supported 
cross-sectionally as well as longitudinally.

�Objectification Theory

Researchers have also used objectification theory as a model to study men’s body 
image, albeit far less frequently than the tripartite influence model. Objectification 
theory [42] posits that the sexual objectification of women in the media and through 
interpersonal encounters (e.g., being touched or grabbed against their will, the tar-
get of catcalls and leering) places women at a higher risk for eating disorders, 
depression, and sexual dysfunction. This connection occurs due to a sequential pro-
cess by which repeated exposure to instances of sexual objectification orients 
women to see themselves from an “observer’s perspective” or focus more on their 
appearance and less on their internal experience (e.g., how they feel). This is referred 
to as self-objectification, which prompts women’s body shame, appearance anxiety, 
and safety anxiety as well as disrupts their internal body experiences (e.g., feelings, 
hunger) and flow (i.e., ability to become absorbed in challenging tasks). These con-
sequences of self-objectification then place women at higher risk for disordered 
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eating, depression, and sexual dysfunction. The tenets of objectification theory have 
been upheld in diverse samples of women [43].

Generally, research has not supported most of the proposed objectification theory 
pathways in samples of straight men [44–46]. Of note, more support for objectifica-
tion theory has been accrued for men who may personally experience being sexu-
ally objectified, such as sexual minority men [44, 47, 48] (for links between sexual 
objectification and gay community involvement, see [49]). Evidence for this asser-
tion is that straight men report lower levels of objectification (both sexual and self) 
compared to gay men [44, 47], experimentally induced self-objectification does not 
increase body shame and restrained eating for straight men but it does for gay men 
[47], and sexual objectification is unrelated to self-objectification and self-
objectification is unrelated to body shame in straight men [44, 48], although these 
links are significant in sexual minority men [44, 48]. Of note, gay men often experi-
ence minority stress, including both experienced and expected stigma for being gay 
and internalized homophobia, and these sources of minority stress are linked to their 
body dissatisfaction [50]. Researchers have examined whether objectification the-
ory may be more relevant for straight men when measures of male body image (e.g., 
drive for muscularity) are included in the model. However, self-objectification is 
either not linked or weakly linked to body shame and drive for muscularity among 
predominantly straight men [45, 46, 51].

Bodybuilding may represent a subculture that fosters sexual objectification due 
to its heightened focus on appearance [52]. In a mixed sample of male bodybuilders, 
male weightlifters, and undergraduate men, bodybuilders reported higher levels of 
self-objectification and drive for muscularity than weightlifters and/or undergradu-
ate men [52]. Additionally, self-objectification accounted for bodybuilders’ higher 
drive for muscularity.

Overall, the question of whether objectification theory is relevant for men may 
depend on whether they are involved in a community that sexually objectifies their 
bodies. As originally proposed by objectification theory, sexual objectification is the 
catalyst to psychological distress underlying body image disturbance. Objectifying 
communities may foster appearance investment [53], which may be conceptually 
similar to self-objectification, but does prospectively predict men’s internalization 
of appearance ideals and drive for muscularity [54]. Men who report higher levels 
of sexual objectification also report higher body shame [44, 46], and this link may 
be due to appearance investment and perhaps sexual objectification’s threats to 
masculinity.

�Gender Role Endorsement

The mesomorphic ideal is embodied masculinity, representing strength, power, con-
trol, and dominance [55]. Indeed, men’s drive for muscularity, leanness, and fitness 
are related to their endorsement of traditional notions of masculinity [56] and gen-
dered expectations that they need to be successful and powerful [57].
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The threatened masculinity hypothesis [58] suggests that increasing gender 
equality leaves men with fewer ways they can assert themselves over women. For 
men who endorse traditional notions of masculinity, this can lead to an identity 
crisis, whereby they may experience a compensatory need to publicly display their 
masculinity, such as through striving toward muscularity. Therefore, the more that 
men endorse traditional notions of masculinity, the more likely they are to be dis-
satisfied with their muscularity and engage in muscularity enhancement behaviors 
in particular. In contrast, the more they endorse gendered notions of femininity, the 
more they are dissatisfied with their body fat and engage in restrictive eating prac-
tices [59]. Research has supported associations between masculinity, muscularity 
dissatisfaction, and harmful muscularity enhancement behaviors, as well as associa-
tions between femininity, body fat dissatisfaction, and severe restrictive eating [60]. 
Further, men’s higher endorsement of masculinity was found to predict higher mus-
cularity dissatisfaction and muscularity-oriented disordered eating (e.g., eating 
according to a “bulking” and “cutting” cycle that involves the overconsumption of 
protein and restriction of dietary fats and carbohydrates), and higher endorsement of 
femininity predicted higher muscularity dissatisfaction and thinness- and muscular-
ity-oriented disordered eating [61].

Given these findings, researchers have suggested the need to consider boys’ and 
men’s gender role endorsement within the tripartite influence model [62, 63] and 
objectification theory [46]. Specifically, internalization of the mesomorphic ideal 
was found to account for the relationships between masculinity and both drive for 
leanness and drive for muscularity in men from the United States, Sweden, and 
Australia [62]. Further, media influences (i.e., images of muscular men), masculine 
physical attributes investment (i.e., importance of athletic and physical superiority), 
and social comparison have been found to be uniquely related to preadolescent 
boys’ drive for muscularity [63]. Also supporting this integration, gender role 
endorsement has been found to be related to body shame [46].

�Integrated Model and Future Research

Aspects of the tripartite influence model, objectification theory, and gender role 
endorsement can be represented in a conceptual model that integrates current theory 
and research findings on boys’ and men’s body image, as well as generates ideas for 
future research in this area (see Fig. 2.1). While this integrated model contains path-
ways (see blue arrows) between variable domains (rectangles) similar to those from 
the tripartite influence model, it expands the variables included and pinpoints the 
need to examine moderators of certain relationships (see red arrows).

This integrated model can be used to guide research efforts in many ways. First, 
it greatly expands the sources of social influence from the original tripartite influ-
ence model. Preliminary research supports these additional sources (e.g., partner 
influences, social media, sexually objectifying contexts, pornography, stigmatic 
messages, gender role socialization) as relevant for boys and men, but more research 
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is needed to explore the mechanisms by which they impact boys’ and men’s body 
image and body change behaviors. Second, it expands the internalization domain to 
include gender role endorsement, which can represent the internalization of societal 
gender roles, as well as internalized weight stigma and internalized homophobia. 
Third, it includes body comparison within the broader domain of appearance 
salience (i.e., how much mental energy is devoted to appearance, encompasses body 
comparison and appearance investment). Fourth, it broadens body dissatisfaction by 
including muscularity dissatisfaction, body fat dissatisfaction, and body shame 
(which may be particularly relevant to sexually objectifying environments and 
appearance investment). Fifth, it includes muscularity-oriented disordered eating as 
well as cosmetic surgery alongside thinness-oriented disordered eating and non-
eating-related muscularity enhancement behaviors in the body change behaviors 
domain. Sixth, it encourages the examination of moderators, which are variables 
that may influence the strengths of the pathways. For example, sexual orientation, 
age, ethnicity, and weight/body fat percentage may impact the strength of the model 
paths (e.g., the path from internalization of the mesomorphic ideal to body fat dis-
satisfaction may be stronger for men who have a higher percentage of body fat). 
Personality variables, such as maladaptive perfectionism and emotional regulation, 
may impact the strength of the variable pathways as well. It is important that 
researchers also explore potential resilience and protective factors as moderators in 
the model. Variables such as self-compassion, body appreciation, and body 
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Fig. 2.1  Conceptual model, integrating elements of the tripartite influence model, objectification 
theory, and gender role endorsement to explain boys’ and men’s body image and body change 
behaviors. Blue arrows represent pathways connecting variables, and red arrows represent path-
ways that could be moderated by other variables, such as self-compassion, body appreciation, 
emotional regulation, body image flexibility, and social identities (e.g., sexual orientation, race/
ethnicity, age, weight/body fat percentage). Stigmatic messages can include weight, but also other 
minority stress (e.g., stigma for being gay, racial stigma, etc.)

2  Models of Body Image for Boys and Men



16

complexity (i.e., viewing the body as more than its appearance) could be potential 
candidates. For example, they may be able to offset maladaptive social influences, 
protecting men’s body image from these influences. Overall, resilience variables 
have been understudied within the area of men’s body image.

This model is conceptual, and thus it may not be feasible to examine the model 
in its entirety in one research study. Rather, researchers may want to examine spe-
cific pathways within the model to elucidate mechanisms of action (e.g., mediators), 
as well as examine whether certain pathways vary based on men’s diverse social 
identities, experiences, personalities, and protective characteristics (e.g., modera-
tors). In these investigations, variables within each domain (see bulleted terms) 
should be examined independently rather than combined into latent variables (e.g., 
body fat dissatisfaction and muscularity dissatisfaction should be treated as separate 
variables within the same analysis, given that they have been shown to be distinct 
facets of men’s body image [16, 17]). While this suggestion does not apply to every 
case, it allows researchers to explore nuances between variables within the same 
domain. Further, the bulleted terms in Fig. 2.1 are examples that have research sup-
port, but they are not meant to be exhaustive. Researchers are encouraged to exam-
ine the ones provided and explore others that may be theoretically relevant to men’s 
body image. For instance, there may be important positive social influences (e.g., 
unconditional body acceptance, non-appearance-related hobbies and sports, nature 
exposure) that prevent the development of negative body image and particularly 
harmful body change behaviors and thus need to be explored.

�Conclusion

This chapter reviews three models of boys’ and men’s body image: the tripartite 
influence model, objectification theory, and gender role endorsement. Variables and 
pathways with empirical support were integrated into a unified model, which can 
direct the next generation of research on boys’ and men’s body image, shape public 
health and clinical efforts to prevent their body concerns, and guide clinical inter-
ventions with boys and men in eating disorder treatment. For example, pinpointing 
the sources of social influence that independently increase appearance investment 
and internalization of the mesomorphic ideal can inform public health and policy 
efforts to decrease the likelihood of these messages (e.g., removing pro-muscularity 
websites, changing public health messages to remove weight stigma). In addition, 
identifying personal variables that make boys less likely to internalize the mesomor-
phic ideal, invest their self-worth in their appearance, engage in body comparison, 
and/or experience body-related distress can be used to inform primary and second-
ary prevention programs. For example, if functionality appreciation is found to 
weaken the link between media sources and boys’ internalization of the mesomor-
phic ideal, then prevention programs can design and incorporate interventions to 
increase their functionality appreciation. In clinical work, the model can be given to 
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boys and men to generate discussion on how their body dissatisfaction and/or body 
change behaviors developed and are maintained. Interventions can also be designed 
to increase variables shown to weaken the links between model variables. For exam-
ple, if body image flexibility weakens the link between body-related distress and 
muscularity-oriented eating disorders, then interventions building body image flex-
ibility can be incorporated in eating disorder treatment with boys and men.
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Learning Objectives
	1.	 To understand the core tenets of the muscular body ideal among boys and men, 

the pursuit of which can precipitate muscle-oriented eating regimes and other 
associated medical concerns

	2.	 To gain an appreciation of the special and potentially maladaptive  muscle-
oriented eating and exercise behaviors exhibited by boys and men wishing to be 
more muscular, and how these are distinct from thinness-oriented eating practices

	3.	 To understand the issues associated with current “gold-standard” eating disorder 
assessment and treatment tools in the context of muscularity-oriented concerns 
and related eating pathology

Key Points
•	 This chapter synthesized the available literature to underscore what we currently 

understand about muscularity-oriented disordered eating among boys and men.
•	 The muscular body ideal is pursued by many boys and men, and attendant mus-

cularity dissatisfaction appears to be common across various populations of boys 
and men.

•	 A broad and unique spectrum of ED pathologies closely accompany the pursuit 
of muscularity.

•	 Widely used ED assessment and treatment tools may need to be revised to be 
sensitive to, and adequately index, muscularity-oriented ED pathology.
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�Introduction

A prevailing misconception is that eating disorders (EDs) are rare among boys and 
men1. In fact, men are estimated to make up 25% of ED diagnoses; however, remark-
ably, they represent less than 1% of published empirical research related to EDs 
(namely, anorexia nervosa) [1, 2]. This lack of male-centric research has meant that 
our knowledge of ED-related cognitions, feelings, and behaviors in men largely 
stem from, and is obstensibly analogous to, that among females [1–3]. An overvalu-
ation of weight and shape is a critical factor in the development and maintenance of 
ED pathology; yet, importantly, the idealized weight and shape for men and women 
often substantially differ [1, 2, 4]. That is, a key distinction between the sexes is that 
men often pursue a body characterized by lean and developed muscularity, which 
polarizes the overly thin body ideal typically valued by women [1, 2, 4]. 
Consequently, crucial qualitative differences likely exist in the maladaptive eating-
related cognitions, feelings, and behaviors men and women each engage in  (or 
experience) in the quest to reach their respective body ideals. Regrettably, to date, 
far richer empirical and clinical investigations have been devoted to exploring thin-
ness-oriented ED pathology in women, findings and knowledge which may not 
extrapolate well or completely to men and their drive for muscularity.

The overarching aim of this chapter is to synthesize the available and cutting-
edge literature to highlight our current understanding of muscularity-oriented disor-
dered eating among men. In doing so, we first aim to provide the reader with an 
appreciation of specific and unique medical complications facing males pursuing 
overt muscularity. Second, we describe the muscular body ideal commonly pre-
ferred by males and the prevalence of concomitant body dissatisfaction in achieving 
such an unrealistic physique.

Third, we highlight the muscularity-oriented eating behaviors likely to accom-
pany the drive for muscularity and in doing so demonstrate their clear distinction 
from thinness-oriented eating behaviors. Fourth, we consider issues with existing 
recognized and “gold-standard” ED assessment tools which are informative and 
useful in capturing thinness-oriented ED pathology, but may have limited utility in 
assessing muscularity concerns and related ED pathology. Finally, we close the 
chapter by advocating fruitful directions for future research.

�Medical Considerations Associated with the Pursuit 
of Muscularity

Eating disorders in men can lead to medical consequences affecting every organ 
system in the body [5]. Further details can be found in the chapter “Medical 
Consequences of Eating Disorders.” Males who present with muscularity-oriented 
disordered eating can develop medical instability, thus warranting urgent admission 

1 In this chapter, we use the terms males and boys/men interchangeably.
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to the hospital [6]. In particular, greater hours of exercise per week and participation 
in team sports have been shown to be associated with bradycardia (heart rate < 50 
beats per minute) among adolescents with anorexia nervosa and bulimia nervosa [7].

The female athlete triad has been long recognized as a medical consequence of 
sports participation. The triad consists of low energy availability with or without 
disordered eating, menstrual dysfunction, and low bone density [8]. However, this 
term has recently been updated to be called Relative Energy Deficiency in Sport 
(RED-S) [9], given that its health consequences can also be seen in male athletes.

Men may also use specific appearance- and performance-enhancing drugs 
(APEDs) and supplements to enhance muscularity. For example, sports supplement 
use among college athletes is associated with eating disorder symptoms [10]. 
Furthermore, adolescents who use dietary supplements for muscle building or 
weight loss had higher risk for severe adverse events and medical outcomes includ-
ing death and hospitalization [11]. In particular, anabolic-androgenic steroid use is 
associated with cardiovascular, liver, kidney, neuropsychiatric, and endocrine toxic-
ity [12]. A greater concern is that other APEDs may be available over the counter or 
online without regulation and are often mixed with harmful substances such as 
anabolic-androgenic steroids [13].

�The Muscular Body Ideal

In contrast to the stereotypical female body ideal characterized primarily by thin-
ness, men tend to exhibit a drive for a lean muscular physique [1, 4, 14–16]. 
Specifically, this body ideal is hallmarked by a mesomorphic shape consisting of 
upper-body muscularity, specifically a “well-developed chest and arm  muscles, 
with wide shoulders tapering down to a narrow waist” (p. 30) [4], in conjunction 
with little/no body fat to ensure one’s muscular stature is readily visible (i.e., to be 
“cut”) [2, 17]. The strong proclivity toward this type of appearance ideal is unsur-
prising given that this male muscular physique is typically portrayed and celebrated 
in Western culture [4, 18], which continues to be permeated today through the wide-
spread proliferation of social media messages, notably fitspiration-type content [19].

Like the overtly thin body  ideal among women, a lean muscular physique is 
extraordinary difficult, if not impossible, for most boys and men to achieve. As such, 
the pursuit of this body ideal is likely to provoke significant body dissatisfaction 
among men when they fail to procure it. Tellingly, research points to the ubiquity of 
body dissatisfaction, namely, that associated with perceptions of being insufficiently 
muscular, among different male populations. For example, Frederick and colleagues 
[16] found that over 90% of college men in the USA reported a desire for enhanced 
muscularity, as well as high prevalences of men in both Ukraine (69%) and Ghana 
(49%) [16]. Among one large Internet panel survey of US adults, 27% of men were 
found to be somewhat-to-extremely dissatisfied with their muscle tone/size, while 
10% reported as being very-to-extremely dissatisfied [20]. Muscularity dissatisfac-
tion also appears to an extent in younger male populations. For instance, a recent 
nationwide study consisting of over 15,000 adolescent boys across the USA found 
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that 29.6% reported attempts to gain weight (ostensibly in the form of greater muscle 
mass) – even among those in the healthy weight range (i.e., as judged through body 
mass index), where almost 40% of this group still engaged in efforts to put on size 
[21]. Of concern, preferences for muscularity have even been reported among boys 
as young as 6 years of age, with one study demonstrating that 32.6% of boys express 
the desire to be increasingly muscular, compared to 16.8% wishing to be less mus-
cular or thinner (20.8%) (and 8.9% wanting to be larger-fatter) [22].

�Muscularity-Oriented Disordered Eating

The drive for the lean muscular body ideal among men is likely to bring about a 
distinct profile of eating-related cognitions and behaviors aimed at bringing one 
closer to this ideal [1, 3, 23]. To more precisely conceptualize the qualitative nature 
of such behaviors, it is worthwhile underscoring two primary mechanisms (path-
ways) via which such behaviors can manifest – muscle growth/size and leanness [2, 
3, 24]. The former relates to the growing of muscle mass, that is, increasing muscle 
volume and density (i.e., to “bulk” up), while the latter concerns the minimization 
of body adiposity so one’s muscles are defined, are readily visible, and appear 
prominent. As such, different muscularity-oriented body change behaviors may 
manifest via through these two distinct muscle-change mechanisms [2, 24]. For 
example, those wanting to facilitate muscle growth may be inclined to intake sur-
plus  calories and macronutrients, particularly centered around the large and fre-
quent consumption of protein-rich foods (i.e., the building blocks of muscle mass) 
[3, 25]. In partaking in this process, men may engage in other special eating prac-
tices that are alien to the layperson, for instance, adhering to a strict dietary regime 
centered on protein intake based on arbitrary rules, including the consumption of a 
certain amount of protein per day according to one’s body weight (e.g., 3 grams per 
kilogram) [26, 27]. Some men may also feel coerced to continue eating despite 
reaching satiety, and indeed do so, to ensure their muscles are always “fed” with the 
necessary protein and macronutrients [26, 27], where some go to extreme efforts by 
liquefying foods into shakes to facilitate the ingestion of maximal calories [25]. 
There can also be a particular allure toward practices involving pre-planned food, or 
‘meal prep’, to assist these men to not deviate from their strict dietary regimes by 
providing ongoing access to ‘clean’ high-protein meals and other foods with special 
macronutrient densities (e.g., to consume in situations where high-protein or health-
ier food options are not available) [23, 26, 27].

Conversely, the pursuit of leanness is likely to elicit a distinct spectrum of eating-
related behaviors and practices aimed at enhancing muscularity indirectly, that is, 
facilitate fat loss so muscles appear more defined and unobscured [1–3]. This pursuit 
could manifest through traditional ED behaviors such as deliberate and extreme calo-
rie restriction, periods of fasting, or binge-purging behaviors. Indeed, research indi-
cates that men with an extreme pursuit of muscularity (i.e., muscle dysmorphia) 
exhibit high levels of dietary restraint (e.g., caloric restriction, fasting), shape concern, 
and weight concern compared to controls [28]. The pursuit of leanness may also be 
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typified through meticulous attention to and acute restriction of the intake of dietary 
carbohydrates [26, 29], and also cardiovascular exercise to expedite fat loss while 
preserving muscle [27]. Although at first blush this can appear counterintuitive for an 
individual wishing to put on weight (i.e., muscle mass), this indicates that individuals 
with a desire for muscularity may at times use thinness-oriented ED behaviors to 
enhance leanness  to better showcase their muscles [3]. However, the simultaneous 
pursuit of muscle growth and leanness can be conflicting and counterproductive (e.g., 
consumption of calorie surplus for muscle growth vs. calorie deficit for leanness) [2, 
3]. Consequently, those motivated to enhance muscle size and maximally reduce body 
fat may engage in rigid and prolonged “bulk and cut” dieting, which consists of alter-
nating cyclic periods of distinct eating practices to “bulk” muscle size and “cut” body 
fat [2, 3]. However, the process of “cutting” and sometimes the extreme reduction of 
calorie intake, while beneficial for muscle definition, may curtail muscle growth and 
therefore promote muscularity concerns  (and vice versa for “bulking” in terms of 
eliciting body fat concerns by virtue of increased caloric intake and body adiposity), 
potentially perpetuating this cycle of bulk-cut type of dieting [3, 30].

Although a paucity of research has purposively examined muscularity-oriented 
eating and related behaviors such as weight-lifting exercise, the available evidence 
indicates they are prevalent among male adolescents and adults. An earlier study 
among adolescent boys found that greater than 90% engaged in special exercise, and 
almost 70% reported special eating practices, exclusively aimed at improving mus-
cularity [31]. Moreover, the study found that close to 35% of the boys in the study 
consumed protein powder/shakes, 6% reported using anabolic steroids, and over 
10% had used other muscle-enhancing substances to improve muscularity during 
the past year (e.g., creatine, amino acids, growth hormones) [31]. Consistent with 
these findings, Yager et al. [32] found that, among 235 undergraduate men, 41% 
reported using protein shakes/snacks/powders, 18% used creatine supplements, and 
4% had used anabolic steroids, all of which are well-recognized muscle-seeking 
behaviors. Recently, findings among a large sample of US adults (n = 14, 891) found 
that 22% of men engage in muscularity-oriented eating behaviors, including eating 
greater volumes and special foods as well as taking dietary supplements [33]. 
Moreover, the study found that 7% used supplements for the purposes of expediting 
muscle growth, and almost 3% engaged in anabolic steroid use [33]. In a sample of 
almost 19,000 adolescents across the USA, 29% of boys reported weight gain 
attempts (vs. 7% of girls), while 25% of boys reported engaging in muscle-enhanc-
ing behaviors (vs. 4% of girls) [34]. Alongside the muscularity dissatisfaction expe-
rienced by scores of men, this preliminary research indicates the proclivity to engage 
in potentially harmful muscularity-change eating behaviors in parallel.

And while engagement in behaviors and consumption of legal substances (e.g., 
protein powder, creatine) aimed at enhancing muscularity may appear benign, 
research suggests these behaviors may in some capacity act as a gateway to illicit 
APEDs (e.g., anabolic-androgenic steroids). For instance, earlier cross-sectional 
research has found links between the use of fat loss (e.g., caffeine, ephedra) and 
muscle gain (e.g., protein powder, creatine) dietary supplements and higher endorse-
ment of the efficacy and safety of illicit APED use, which is in turn predictive of the 
actual use of these substances [35]. Emerging work by Nagata and colleagues [36] 
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builds on these findings through an examination of the prospective relationship 
between legal performance-enhancing substances and later steroid use. At one wave 
of the study, over 14,000 US adults aged 18–26 years were asked if they had used 
legal performance-enhancing substances (e.g., creatine) over the past year. Men who 
had responded in the affirmative were over three times as likely to have engaged in 
illicit anabolic-androgenic steroid use at a 7-year follow-up (no such prospective rela-
tionship was found for women), even after controlling for important covariates (e.g., 
age, ethnicity, body mass index). Indeed, research suggests a significant number of 
men are at risk of engaging in such unhealthy and illicit substance use to address 
muscularity concerns. For example, through the analysis of large national datasets, 
Pope and colleagues [37] estimate that 2.9–4.0 million Americans (virtually all men) 
have engaged in anabolic-androgenic steroid use. Together, this research provides 
compelling insight into the perhaps hidden dangers of seemingly ‘healthy’ muscular-
ity-oriented body change behaviors and dietary substances.

Another particularly interesting and nascent dietary concept in the context mus-
cularity is the ‘cheat meal’. A cheat meal is typically earmarked by an excessive 
intake of calorie-ridden food(s) in a discrete time period (e.g., up to 9000+ calories) 
[38, 39]. This concept has largely been promoted and conveyed through image-
centric social media platforms, with a search on Instagram of #cheatmeal yielding 
over 4 million posts (as of 3 March 2021). Due to its extreme calorie count and often 
times association with prohibited “junk” foods (e.g., burgers, pizza, fries), these 
meals typically represent a very brief intermission of one’s otherwise rigid and care-
fully calculated dietary schedule [39]. However, while these sporadic influxes of 
high calories may seem inconsistent with one’s pursuit of muscular leanness, these 
binge-type episodes may actually confer a positive benefit; to temporarily provides 
the body a metabolic advantage and expedite lean muscle growth [3, 39]. Specifically, 
it is believed these deluges of large and high calorie meals trick the body into pro-
cessing dietary fats as a primary source of energy, where they remain for some time 
during subsequent periods of restriction and accelerate fat loss during this period as 
a result [39, 40]. Consistent with this notion, #cheatmeal social media images are 
almost four times more likely to be associated with an overtly muscular body than a 
slender physique [38]. Cheat meals may also be used to satisfy psychological and 
physical food cravings (e.g., these have been found to be the most important motiva-
tions for consuming cheat meals [40]), portending a greater subsequent compliance 
with one’s strict, and in many cases banal, muscle-oriented dietary practices, as well 
as  thoroughly replenishing energy stores to support intensive exercise [38, 40]. A 
thematic analysis of social media (Instagram) content related to cheat meals also 
highlights this dietary practice bears semblance to objective binge eating episodes in 
the context of bulimia nervosa [38]; that is, through the overconsumption of a large 
amount of food(s), a sense of lack of control over eating these foods, and engage-
ment in immediate compensatory measures in response to the consumption of the 
cheat meal (e.g., dietary restraint, exercise to expunge ingested calories) [38]. Indeed, 
this is supported empirically, with Murray and colleagues [40] finding that 84% of 
men reported engaging in strenuous exercise, 64% restricted food consumption, and 
22% vomited or used laxatives/diuretics after consuming a cheat meal. However, 
unlike with objective binge episodes, we have only a very limited understanding 
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about what factors trigger engagement in cheat meals (e.g., emotional distress) or 
whether engagement itself is associated with psychological distress and/or psycho-
social  impairment [3]. Preliminary research suggests that, although partaking in 
cheat meal consumption is associated with ED pathology in men, it does not appear 
to be associated with significant distress or impairment  (i.e., poor mental health-
related quality of life) [40]. Rather, an analysis of  cheat meal  images that were 
accompanied by textual captions suggest this eating practice is associated with the 
idealization of food and the normalization of binge eating, as well as ‘inspiring’ 
users to commit to strict rule-driven dietary and exercise regimes (e.g., ‘no pain no 
gain’  style of messages) [38]. Considering that scores of images depicting these 
meals tend to be accompanied by idealized defined muscular physiques, it is easy to 
conceive how one with preoccupations about being inadequately muscular may be 
allured to engage in such eating practices. Further research into this overlooked phe-
nomenon is required to ascertain its clinical relevance in the context of male 
muscularity.

�Empirically Assessing and Indexing Muscularity Concerns 
and Related Eating Pathology

The emerging research reviewed to this point suggests that, like the pursuit of thinness 
eliciting thinness-oriented eating pathology, the pursuit of the muscular body ideal is 
likely to manifest through a distinct array of eating behaviors aimed at improving 
one’s muscular stature. However, as poignantly alluded to earlier, most ED research 
to date has focused predominantly on the presentation of symptoms among women. 
Consequently, the ways in which EDs are often conceptualized extrapolate from a 
female-centric diagnostic framework [2]. As a testament to this, cognitive-behavioral 
models typically conceptualize the development and maintenance of ED pathology in 
relation to an excessive drive for thinness, manifesting through core symptoms such 
as an incessant desire to lose weight, intense fear of becoming fat, and extended peri-
ods of fasting, to name a few [2]. However, the assumption underpinning these ED 
models largely derives from empirical and clinical research using females for whom 
the overvalued ideal appearance is one hallmarked by excessive thinness [2]. It 
remains actively debated how well such conceptualizations of EDs consider and 
account for the unique and broad spectrum of ED pathology in men for whom an 
overvaluation of lean and overt muscularity is more relevant [2].

Cognizant of this, the question is begged as to whether current ED assessment 
and diagnostic  tools are adequate in fully  capturing muscularity concerns and 
related ED pathology in males. Arguably the most widely recognized and utilized 
self-report measure in the ED field, the Eating Disorder Examination Questionnaire 
(EDE-Q; [41]), gauges core tenets of ED psychopathology (e.g., dissatisfaction 
with, and overvaluation of, one’s weight and shape, extreme caloric restriction, pre-
occupation with appearance or food) for use in both male and female populations. 
Nonetheless, and merely as a point of example, certain items in the EDE-Q may 
lack sensitivity among men and the concomitant pursuit of muscularity [25]. For 
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instance, the item “Have you had a definite desire to have a totally flat stomach?” 
may not map well onto muscularity concerns in men and their attendant pursuit of a 
bulging ‘six-pack’ of abdominal muscles. Items related to weight, for example, 
“Have you had a definite fear that you might gain weight?” may not be applicable 
to men who actually desire weight gain in the form of lean muscle mass [4, 25]. 
Another example is “How much would it have upset you if you had been asked to 
weigh yourself once a week (no more, or less, often) for the next four weeks?” 
where men and women may show similar concerns about being weighed, but per-
haps for entirely different reasons (e.g., women believing they weigh too much, men 
believing they weigh too little). As such, high scores on this item may conflate 
thinness-and muscularity-oriented concerns in some men. Items related to thinness-
oriented eating, such as “Have you had a definite desire to have an empty stomach 
with the aim of influencing your shape or weight?”, would not capture the ‘bulking’ 
eating practices men may wish to employ to boost muscle growth. Further, while we 
commend the inclusion of muscularity-oriented eating items in other self-report 
measures, such as the Drive for Muscularity Scale (e.g., “I drink weight-gain or 
protein shakes”; [42]) and Eating Pathology Symptoms Inventory (e.g., “I used 
muscle building supplements”; [43]), these are not exhaustive and do not account 
for the broad spectrum  of muscle-change eating behaviors one may exhibit. As 
such, while bearing clinical utility from the perspective of thinness-oriented eating 
pathology, many current “gold-standard” and recognized ED assessment tools may 
not be adequately capturing muscularity-oriented ED psychopathology [3, 25].

The recent development and publication of the Muscularity Oriented Eating Test 
(MOET) is an important advancement in addressing this caveat in the literature [23]. 
The brief questionnaire (15 items) is the first purposive instrument designed to index 
cognitive, affective, and behavioral aspects of (potentially) disordered eating practices 
related to the pursuit of muscularity. Items assessing cognitive components of muscu-
larity-oriented disordered eating pathology include “What I ate has influenced how I 
think about myself as a person” and “I cannot achieve my body ideal unless I exert 
complete control over everything I eat”; items assessing affective components include 
“I have felt less anxious about eating out if I knew the macro-nutrient content of the 
food at the restaurant.” Items which tap into behavioral facets of muscularity-oriented 
eating include “I have continued eating despite feeling full, in attempting to influence 
my muscularity” and “I have recorded the macro-nutritional values of everything that I 
ate.” The MOET has been validated for use among US college men and demonstrates 
sound psychometric properties, including convergent validity (through correlations 
with recognized muscle dysmorphic disorder symptomatology and drive for muscular-
ity scales), providing a unitary measure of muscularity-oriented eating pathology [23].

Emerging research also depicts the development of the Eating for Muscularity 
Scale (EMS; [44]). This self-report measure asks participants to rate how often 27 
statements related to muscularity-oriented attitudes and behaviors applied to them 
over the past 28 days (4 weeks), building upon the MOET by providing an increas-
ingly nuanced examination of muscularity-oriented eating. Here, EMS items form 
nine subscales: preoccupation (e.g., “I gave a lot of time and thought to becoming 
more muscular”), diet gain (e.g., “I must eat mostly protein-based foods [e.g., red 
meat, fish, chicken, etc.]”), diet loss (e.g., “I have eaten a low fat diet”), dietary restraint 
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(e.g., “I felt forced to stick to my diet regime even when I was full”), excessive atten-
tion (e.g., “I have attempted to follow definite rules about my eating”), functional 
impairment (e.g., “I have given up important social events to maintain my diet sched-
ule”), health risk (e.g., “I have used dieting methods that I know are unhealthy”), 
compensatory exercise (e.g., “I added extra exercise into my normal regime if I had 
eaten too many carbohydrates”), and negative affect (e.g., “I was uncomfortable if I 
was not able to prepare my meals and snacks in advance”). The EMS has been vali-
dated for use among men and women and demonstrates sound psychometric proper-
ties [44]. As a result, both the MOET and EMS are critical advancements in allowing 
us to index and therefore better understand muscularity-oriented disordered eating. 
Such measures will facilitate empirical research in relevant clinical populations and, 
by doing so, contribute to the discussion about how we might modify traditional ED 
conceptualizations and treatment practices to better address this unique form of ED 
pathology.

�Directions for Future Research

Given that the concept of muscularity-oriented disordered eating has only recently 
garnered empirical and clinical attention, this necessitates multiple important direc-
tions for future research to help us understand the experience and treatment of this 
clinical phenomenon. First, from a theoretical perspective, careful consideration 
needs to be given to how and when a muscularity-oriented eating belief or behavior 
should be considered “disordered” or maladaptive [2, 23]. We reiterate here that mus-
cularity-oriented behaviors are not inherently disordered and, in fact, in certain con-
texts, may be integrated as part of a healthy lifestyle  [2]. For instance, consuming 
protein and taking protein supplements is not necessarily unhealthy; however, becom-
ing highly distressed upon the prospect of running out of or not consuming sufficient 
protein would be. Counting the macronutrients of the food one consumes is not an 
intrinsically unhealthy practice; however, becoming markedly upset and/or refusing to 
eat all foods for which one does not know the precise macronutrient makeup of may 
be. Maintaining a special diet aimed at enhancing muscularity is not necessarily mal-
adaptive; however, neglecting important social events or work commitments because 
they would interfere with one’s rigid diet schedule would be. As such, the extent to 
which muscularity-oriented eating practices should be considered disordered is pro-
portional to the distress and/or functional impairment they are associated with [2, 23]. 
However, given the infancy of research in this domain, we do not yet have a precise 
understanding of what clinically relevant muscularity-oriented disordered eating may 
entail [23]. This will likely be informed through future research examining such mea-
sures as the MOET and EMS in relevant clinical populations. These findings will 
likely also contribute to the establishment of benchmarks for MOET and EMS scores 
that will aid the identification of individuals engaging in or at an exacerbated risk of 
exhibiting muscularity-oriented disordered eating and related psychopathologies, 
such as muscle dysmorphia (Chap. 8) [23]. A related consideration next regards how 
best to incorporate this knowledge and components of such instruments into current 
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“gold-standard” ED assessment and treatment tools to not only ensure the pathology 
can be accurately identified but then addressed in an effective and timely manner.

Second, we currently lack a treatment evidence base to help us specifically 
address muscularity-oriented disordered eating in men. This may be due to the fact 
that we have only begun examining this phenomenon, which is in stark contrast to 
the clinical attention which has been devoted to thinness-oriented pathology over 
the years. Despite this, inspiration for what these treatments may entail can be drawn 
from other related psychiatric domains. For instance, in treating a young male meet-
ing diagnostic criteria for muscle dysmorphia, research demonstrated that a program 
largely consistent with family-based therapy [45, 46] was useful. Here, Murray and 
Griffiths [47] facilitated a parental intervention to ensure the afflicted 15-year-old 
adolescent did not heavily scrutinize and restrict his diet to only high-protein and 
low-calorie foods, but also attenuate other muscularity-oriented eating practices 
(e.g., “seasoning” food with protein powder instead of salt, distress if he could not 
eat every 3 hours) [47]. Here, the parents directly intervened to ensure previously 
feared foods were no longer avoided at both home and school, as well as to prevent 
other disordered eating practices (e.g., cutting the fat out of meats before consump-
tion). In conjunction, the parents established strict limits on the patient’s excessive 
and compensatory exercise practices (e.g., 45 minutes of cardiovascular exercise 
each morning, up to 75 minutes lifting weights nightly, continuing workouts when 
physically injured), which would only be relaxed if his anxiety and fear about eating 
certain foods diminished. At discharge, it was reported that no disordered eating 
practices were detected over the months prior, that the patient had improved control 
over his eating and exercise regimes, and that his unhealthy preoccupation with 
muscularity significantly subsided [47]. Although promising  at first glance, this 
treatment case study needs to be extended to larger clinical populations with more 
robust designs, and its utility considered in light of its (likely) limited use among 
boys and adolescent males still living with their families or primary caregivers.

Cunningham et  al. [48] provided an overview of other potential treatment 
approaches for muscle dysmorphia which may also bear utility in addressing 
muscularity-oriented disordered eating. For example, cognitive restructuring tech-
niques may be used to dismantle the belief that masculinity is exclusively synony-
mous with hyper-muscularity. Indeed, research points to a close link between 
masculinity and the drive for muscularity [49–52] and subsequent muscle dysmor-
phia symptoms [53, 54], as well as weight gain attempts and related behaviors 
(including eating more, consuming food supplements to bulk up) [55]. Therefore, 
the pursuit to feel or be perceived as increasingly ‘manly’ and ‘larger than life’ may 
to some extent be driving one’s engagement in muscularity-oriented eating. 
Moreover, therapies  which  specifically address  problems of  emotion regulation, 
such as dialectical behavior therapy (DBT) [56], may also be useful, especially if 
muscularity-oriented eating is theorized to be precipitated by aversive emotional 
experiences and an inability to adaptively regulate them (i.e., poor emotion regula-
tion), as found among thinness-oriented eating disorders (e.g., anorexia nervosa; 
[57]). However, this is just speculation at this early stage  - to our knowledge, 
there  have been no purposive studies on the treatment of muscularity-oriented 
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disordered eating in men, and only limited research on related psychiatric condi-
tions in men (e.g., muscle dysmorphia, other EDs) [3, 48]. It is therefore imperative 
that further research aims to elucidate the utility of the aforementioned approaches (as 
well as others) for muscularity-oriented disordered eating among men.

A further complicating issue is that thinness-focused disordered eating pathol-
ogy may even transition or evolve into muscularity-oriented pathology. Murray, 
Griffiths, Mitchison, and Mond [58] present a clinical case study in which a 14-year-
old boy presented for treatment with anorexia nervosa, reporting core thinness-ori-
ented pathology including a relentless drive for weight loss, an extreme restrictive 
dietary regime, and laxative abuse. The patient was treated with family-based ther-
apy, with positive outcomes demonstrable through a relaxation of his previously 
strict and restrictive diet, an allayed drive for weight loss, and sufficient restoration 
of a ‘healthy’ weight. However, in parallel with the refeeding process to address his 
anorexia nervosa, and unbeknownst to clinicians, the patient experienced a covert 
and intensified drive for muscularity. At 6-month follow-up, the patient described 
himself as “too small” and consumed a strict high-protein diet to support muscle 
growth, became markedly distressed if he could not adhere to this diet, and engaged 
in strenuous muscle-building workouts. Regrettably, this drive for muscularity fur-
ther evolved into a severe preoccupation with gaining weight and muscularity-
oriented disordered eating which also warranted specialized treatment. At this point, 
the patient described the intensity of his pursuit of muscularity as “100/100,” while 
the intensity of his drive for thinness had seemingly diminished completely (being 
described as “0/100” by the patient) [58]. Together, these findings demonstrate the 
potential for thinness- and muscularity-oriented psychopathology to crossover, 
emphasizing the importance of continual monitoring of how the latter may evolve 
when assessing and treating the former (e.g., anorexia nervosa). With this in mind, 
it becomes even more crucial that ED treatment tools be adapted to better detect 
muscularity-oriented pathology and related eating practices.

�Summary and Conclusion

To date, men have suffered a systemic inattention in the ED field. Consequently, our 
knowledge about the presentation of EDs in men largely derives from the research 
and treatment of EDs in women. However, men and women typically aspire to attain 
vastly different body types that are likely to beget distinct arrays of eating pathol-
ogy. Specifically, men tend to be motivated to achieve an increasingly muscular 
body, which polarizes the overtly thin body ideal pursued by many women. 
Regrettably, the predominant empirical and clinical focus of ED research on women 
and the pursuit of thinness means we lack a comprehensive conceptualization of 
how ED behaviors manifest in men through the pursuit of muscularity.

This chapter synthesized the available literature to underscore what we currently 
understand about muscularity-oriented disordered eating among men. First, we 
describe the muscular ideal pursued by a diverse range of male populations and the 
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levels of body (and muscle) dissatisfaction this pursuit is likely to engender. Second, 
we highlight the distinct profile of eating behaviors men may be likely to engage in 
to move themselves closer to reaching this muscular ideal, including frequent and 
excessive consumption of protein and rigid rules around eating (e.g., “meal prep”). 
Third, we highlight issues associated with current ED assessment tools in ade-
quately gauging muscularity-oriented eating pathology, as most have been devel-
oped through the lens of thinness-oriented eating pathology. Fortunately, with the 
recent advent of dedicated and purposive muscularity-oriented eating measures [23, 
44], we can advance the discussion about how existing ED measures and tools may 
be modified to better capture muscularity-related eating and pathology. We close 
this chapter with a call for future research to continue examining muscularity-
oriented eating, in particular how it manifests in relevant clinical samples (e.g., 
individuals with muscle dysmorphia) and precisely how we might leverage emerg-
ing knowledge in this domain to update current best practice ED tools and efforts to 
address this clinical phenomenon.
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	1.	 Understand the prevalence and distribution of eating disorders among men and 

how this differs to that of women.
	2.	 Understand the shared and unique (e.g., stigma associated with identifying as a 

boy or man with an eating disorder) individual and community burden caused by 
eating disorders in men.

	3.	 Recognize the complexity of comorbidity and treatment-seeking for an eating 
disorder, which is particularly relevant for men.

Key Points
•	 Eating disorders affect around 5–10% of adolescent boys and 2% of adult men.
•	 Eating disorders tend to be more common in adolescents and younger men, com-

pared to older men; however, they can occur at any age.
•	 Men with eating disorders face significant impairment in terms of quality of life 

and comorbid psychological disorders, in particular anxiety and depression.
•	 Treatment-seeking among men with eating disorders is low and likely is related 

to stigmatization.
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�Introduction

This chapter aims to give an overview of the epidemiology of eating disorders as 
they occur in boys and men. Epidemiology includes information about the distribu-
tion, patterns, and outcomes of health conditions and is crucial in understanding 
these conditions. Furthermore, knowing the impact of health conditions, such as 
eating disorders, provides important information for evidence-based practice and 
public health policy-makers. Early research on eating disorders posed that eating 
disorders only affect young women from affluent societies [1]. However, research 
has now shown that this is not the case. It is clear that eating disorders affect men, 
as well as women [2, 3]. This chapter will cover how common eating disorders and 
eating disorder symptoms are in adolescent boys and men and how these disorders 
are distributed in terms of demographic characteristics [age, socioeconomic status 
(SES), ethnic groups, sexual orientation, and gender identity]. The burden and 
impairment of eating disorders will be discussed, in regard to impact on mental, 
physical, social, and occupational functioning, taking into account comorbidity 
with other mental health issues. Lastly, treatment-seeking among men with eating 
disorders will be summarized.

The chapter aims to highlight that eating disorders and eating disorder symptoms 
are not uncommon in boys and men, despite popular perceptions, and that the bur-
den and impairment of these disorders are similar to that observed among women 
with these problems. Thus, while more women are affected by eating disorders, 
once eating disorders have developed, they do not discriminate in terms of impair-
ment. Moreover, the epidemiology of muscularity concerns and associated sequelae 
and how this relates to eating disorders in boys and men will be explored. Where 
appropriate and the availability of literature allows, parallels and comparisons with 
girls and women will be drawn.

�Prevalence

Prevalence refers to the proportion of a particular population, in this case men, who 
are affected by a health condition, in this case eating disorders. To better understand 
the prevalence of eating disorders among men, prevalence rates of both disordered 
eating symptoms and eating disorders are presented below.

�Disorders

Eating disorders typically have an onset during late adolescence for both boys and 
girls [4], with anorexia nervosa having the earliest onset, while binge eating disor-
der has the latest onset for both sexes. Indeed, research on cumulative prevalence 
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has found that among men, new incidents of anorexia nervosa and bulimia nervosa 
reach a plateau by 20–21 years of age [5], indicating that most men develop an eat-
ing disorder during adolescence or early adulthood. Among adolescents, findings 
have shown that around 5% of boys meet criteria for an eating disorder at any one 
time [6].

�Anorexia Nervosa

Anorexia nervosa is rare among men, especially compared to women [7]. While 
some boys meet criteria for anorexia nervosa during early childhood [8], few ado-
lescents or adults meet criteria for the disorder. However, it is unclear whether this 
discrepancy is due to pathological differences whereby men are unlikely to develop 
anorexia nervosa or whether differences might be due to gender biases in diagnostic 
criteria. It is only in the most recent version of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) that the criterion for amenorrhea, for instance, was 
dropped, which had complicated application of the diagnosis among boys and men 
[11]. Thus, population-based research using the DSM-IV may have underestimated 
the rate of anorexia nervosa among men. Indeed, applying DSM-5 criteria as 
opposed to DSM-IV among adults more broadly was observed to lead to a 12% 
increase in anorexia nervosa prevalence in recent research comparing the two clas-
sification versions [12]. However, research looking at differences in diagnostic cri-
teria among adolescent boys found no difference between the versions in regard to 
anorexia nervosa, as neither version detected any boys meeting criteria in the sam-
ple used [10, 13].

�Bulimia Nervosa

Bulimia nervosa has been found to affect around 1–2% of men [3, 4, 14]. These 
rates are fairly consistent across studies and across age groups, with adolescent boys 
reporting similar prevalence rates of bulimia nervosa to that of adult men [3, 6].

�Binge Eating Disorder

Compared to other major eating disorders, research on the whole suggests that men 
are most likely to meet criteria for binge eating disorder. Among adults binge eating 
disorder affects around 0.4% of men at any one time [15], with a lifetime prevalence 
of 2% [4]. Binge eating disorder has only been added to the DSM-5  in its most 
recent version, having previous been classified as an “Eating disorder not otherwise 
specified” (EDNOS) [16]. Thus population-based studies prior to the release of 
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DSM-5 may have underestimated the prevalence of eating disorders among men or 
failed to capture the prevalence of binge eating disorder in men, if this was only 
captured alongside other eating disorders that fall under the EDNOS umbrella.

�Otherwise Specified Feeding/Eating Disorders and Unspecified 
Feeding/Eating Disorder

Alongside the major disorders, the DSM-5 includes residual diagnostic categories 
to capture clinical cases that do not quite fit the criteria for the major listed mental 
disorders. However, while this category is meant for residual cases, most men with 
an eating disorder are diagnosed with Otherwise specified feeding/eating disorders 
(OSFED) [16, 17], which encompass a range of syndromes that classifies people 
who experience symptoms of a major eating disorder, but do not meet the full crite-
ria for diagnosis of these disorders [11]. Prior to 2013, this was previously classified 
as EDNOS in the DSM-IV, leading to fewer prevalence studies using the updated 
diagnostic criteria. A recent prevalence study with Australian adolescents (see 
Fig. 4.1), however, revealed that 8.5% of adolescent boys meet criteria for OSFED, 
most commonly for night eating syndrome (4.8%) [3]. Similarly, among adoles-
cents accessing treatment for an eating disorder, 62% are diagnosed with OSFED 
[17]. However, more prevalence data is needed on these disorders to fully assess 
their prevalence among boys and men.

Another understudied eating disorder in regard to prevalence is unspecified feed-
ing/eating disorder (UFED), an eating disorder that is characterized by significant 
disordered eating and body image concerns, which are not captured in any other 
disorder or syndrome [10]. Among Australian adolescents, 1.3% of boys meet crite-
ria for UFED [3].

�Muscle Dysmorphia

Muscle dysmorphia is a fairly new disorder in the eating disorder field, which is 
being regarded as particularly relevant for boys and men and is currently included 
as a subtype of body dysmorphic disorder in the DSM-5 [11]. However, due to its 
similarity to eating disorders in regard to concerns about overall body shape and 
weight and extreme dietary and exercise behaviors [18], there is a debate that it 
should be included as an eating disorder [2]. No nationally representative studies 
have investigated the prevalence of muscle dysmorphia. However, an epidemiologi-
cal study among young men in South America found that almost half (42.37%) of 
men were classified as “at risk” for muscle dysmorphia, compared with only 3.8% 
of men who were classified as “at risk” for an eating disorder [19]. Furthermore, 
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research in adolescents found that of the 1.8% of boys who met criteria for body 
dysmorphic disorder, 44% reported primary appearance concerns regarding their 
muscularity [20].

�Disordered Eating Symptoms

In regard to disordered eating symptoms (e.g., dietary restraint, purging, binge eat-
ing, excessive exercise), boys less commonly exhibit disordered eating symptoms 
compared to girls, with the exception of driven exercise [21]. Similar differences 
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Fig. 4.1  Point prevalence of DSM-5 eating disorders in adolescent (a) boys and (b) girls. Shaded 
area indicates other specified and unspecified feeding and eating disorders. AN, anorexia nervosa; 
BN, probable bulimia nervosa; BED, probable binge eating disorder; AAN, atypical anorexia ner-
vosa; SBN, subthreshold bulimia nervosa; SBED, subthreshold binge eating disorder; PD, purging 
disorder; NES, night eating syndrome; UFED, unspecified feeding or eating disorder. (Source: 
Reprinted with permission from Mitchison D, Mond J, Bussey K, Griffiths S, Trompeter N, 
Lonergan A, et al. (2019), p. 6, Fig. 4.1)
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have been found among men; however, up to 30% of men frequently engage in 
extreme weight-control behaviors [22]. Studies have typically shown that in regard 
to eating disorder behaviors, purging (1.1%) and dietary restraint (3.4%) are rare 
among men, whereas binge eating (6%) and excessive exercise (20.7%) are more 
common [22, 23].

Another important diagnostic aspect of eating disorder psychopathology is body 
image concerns. Among adolescents, boys consistently report lower levels of body 
image concerns compared to girls [21, 24, 25]. However, despite these differences, up 
to 6% of boys can be classified as experiencing clinical levels of body image distur-
bances by age 22 [26]. Importantly, while body image concerns in girls are typically 
centered around a drive for thinness, boys are more typically concerned with a drive 
for muscularity [27]. Thus, while fewer men might report issues regarding a drive for 
thinness, they could instead experience issues with a drive for muscularity, which 
may have contributed to an underestimation of the prevalence of body image con-
cerns in previous research. Similar to women, men have also been found to engage in 
body checking and body avoidance [27], symptoms that commonly indicate an over-
evaluation of weight/shape concerns, a core feature of most eating disorders [11].

�Sociodemographic Distribution

As is the case for women, the characteristics of men with eating disorders are 
broader than once thought in terms of demographic diversity. The sections below 
examine eating disorders among boys and men in regard to differences in age, SES, 
and ethnicity. Furthermore, as recent research has highlighted that eating disorders 
may be more common in sexual minority men as opposed to heterosexual men, as 
well as transgender men compared to cisgender men [28], the distribution of eating 
disorders related to sexual orientation and gender non-conforming boys and men 
will be discussed.

�Age

Eating disorders commonly have an onset during late adolescence and tend to affect 
younger men more commonly than older men [4]. Anorexia nervosa tends to have 
the earliest onset compared to other eating disorders [4], with boys aged 15–19 years 
of age reporting the highest incidences compared to other age groups [28]. During 
adolescence, there is a steady increase in risk of eating disorders with disordered 
eating behaviors increasing linearly from younger to older boys [29].

While eating disorders tend to peak in early adulthood [30], they typically run a 
long and protracted course and occur throughout the lifespan [4]. They have been 
found to affect 0.02% of older (i.e., >40 years) men [31].

See Chap. 21 for further discussion on eating disorders and body image concerns 
among men across the lifespan.
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�SES

Research on binge eating disorder has found no significant differences in prevalence 
rates of the disorder between low-income and high-income countries [15]. This is in 
line with research on binge eating more broadly, which found that men who engage 
in regular binge eating did not differ from those who did not binge eat in terms of 
education status [32]. However, research among Australian adults found that men 
with binge eating disorder did have lower incomes than men without an eating dis-
order [33]. Looking at eating disorders more broadly, Australian prevalence research 
among adolescents found no effect of SES on current eating disorder status, when 
controlling for age, gender, and BMI status [3]. As a modifiable demographic factor, 
it is conceivable that SES status may also be influenced by the eating disorder itself 
(e.g., through loss of capacity to study or work). Longitudinal studies investigating 
the personal economic burden of eating disorders are required to examine this 
further.

Considering eating disorders more broadly across the Australian population 
(including men), research has found that household income was not related to eat-
ing disorder symptoms [34]. However, this study did not examine the effects on 
men separately. On the other hand, a recent study in Switzerland has found that 
young men at risk for disordered eating were more likely to come from a lower 
socioeconomic background than their peers [35]. More international research is 
required to examine the distribution of eating disorders and disordered eating across 
SES in men.

�Ethnicity

Prevalence rates of eating disorders in different ethnic groups generally show simi-
lar patterns among men in the United States (USA) [9, 14, 36, 37]. Moreover, 
research among ethnically diverse American men showed that ethnicity was not 
related to eating disorder prevalence [36]. Less is known about the role of ethnicity 
in non-Western countries and developing countries nor eating disorders among 
indigenous men from different world regions. Research among American Indian/
Native American adults suggests that there were no differences in terms of disor-
dered eating symptoms between American Indian/Native American men and white 
men [38]. On the other hand, recent research among Australian adolescents suggests 
that First Australians have higher rates of eating disorders compared to other 
Australians. However, much more research is needed in this area, especially in 
regard to Indigenous populations within other world regions.

See Chap. 15 for further discussion on racial and ethnic considerations regarding 
eating disorders and body image concerns among men.
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�Sexual Orientation

Increasing research shows that homosexual and bisexual men have higher levels of 
body image concerns and are at greater risk for eating disorders compared to het-
erosexual men [39, 40]. More specifically, a recent US study revealed that 0.55% 
of cisgender heterosexual men report having an eating disorder in the past year, 
whereas 2.06% of cisgender sexual minority men reported an eating disorder 
within the previous year [40]. Moreover, homosexual and bisexual men report 
greater objectification and appearance-based social comparisons than heterosexual 
men [41], key risk factors for increased body dissatisfaction and hence eating 
disorders.

See Chap. 17 for further discussion on eating disorders and body image concerns 
among sexual minority men.

�Gender Identity

Research among transgender men has further pointed to this population being at 
increased risk for eating disorders. Transgender men have been found to have higher 
rates of eating disorders compared to cisgender men [40, 42]. Among adolescents, 
transmasculine youth prevalence rates of eating disorders were six times higher 
compared to cisgender adolescent boys [43]. Additionally, disordered eating behav-
iors may functionally serve as a mechanism to disrupt unwanted biological gender 
expression (e.g., breast development) in transgender boys and men [44]. While little 
research has been conducted in this area, there is evidence to suggest that body 
image concerns among transgender boys may be mitigated by puberty suppression 
and gender reassignment [45].

See Chap. 18 for further discussion on gender identity in relation to eating disor-
ders and body image concerns.

�Impairment/Burden

Within epidemiology, impairment refers to the impact on functioning and quality 
of life of a health condition (i.e., eating disorders), whereas burden describes the 
impact of the health condition on society more broadly by taking into account 
both prevalence and impairment. Thus, information on impairment of eating dis-
orders on men gives insight into the personal impact of the disorder/symptoms on 
daily functioning and quality of life, as well as how this impacts society as 
a whole.
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�Disorders

Eating disorders are associated with significant impairment for individuals, mostly 
relating to their quality of life. Research has consistently shown that men with eat-
ing disorders report poorer health-related quality of life than men without eating 
disorders [46]. Specifically, whereas 97.8% of men without eating disorders reported 
being satisfied with life, only 87.1% of men with eating disorders reported being 
satisfied with life [7].

Eating disorders are further associated with increased societal burden, whereby 
OSFED disorders have been shown to have the highest burden among Australian 
men [47]. This burden on society can in part be explained by the impairment of eat-
ing disorders on daily functioning. For example, research consistently shows that 
men with eating disorders have more sick days than their peers (e.g., 2.3 vs 1.8 days/
year for men who binge eat vs those who do not) [32, 33]. Furthermore, these dis-
orders often require extensive treatment leading to increased service use [46]. Men 
have been found to receive less treatment compared to women and thus have lower 
treatment costs; however, this likely contributes to a more protracted illness and 
increased personal burden, and treatment costs were still found to be higher than 
that of certain other mental health disorders [48].

Eating disorders are generally associated with an increased mortality risk [49, 50] 
due to both medical complications and suicide [51, 52]. Research among adults with 
eating disorders found a crude mortality of around 4% among patients with anorexia 
nervosa, whereas patients with bulimia nervosa had the lowest mortality rate [49]. 
Indeed, men with eating disorders are typically at higher risk for suicide attempts 
(up to 7.4 times) compared to men without eating disorders [30]. No studies have 
compared the mortality associated with eating disorders between men and women.

�Disordered Eating Symptoms

Eating disorders and symptoms cause affected individuals serious distress [21, 53] 
and are associated with significant impairment to those individuals [23, 32]. In 
terms of eating disorder symptoms, research among adolescents has found that dis-
ordered eating was associated with negative physical and mental health outcomes 
[20, 51]. Similar findings have emerged for body dissatisfaction [23]. Importantly, 
these studies have shown that genders do not differ in terms of impairment. Among 
adults, disordered eating has been linked to functional impairment, in regard to both 
personal activities and work activities [23, 32].

This impairment of individuals adds a significant burden to society as a whole. 
For example, in 2012, Deloitte reported that in Australia, eating disorders had a total 
annual socioeconomic cost of $ 69.7 billion Australian dollars [54].
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�Comorbidity

Men with eating disorders often experience other mental health concerns as well. 
One common comorbidity in men with eating disorders is anxiety [7, 17, 55]. While 
the overlap between anxiety and eating disorders is well-established [4], research 
suggests that men, in particular, may be at risk for anxiety disorders if they also 
experience an eating disorder [56]. In particular, men with obsessive-compulsive 
disorder nervosa have a 37 times higher risk of having a comorbid diagnosis of 
anorexia nervosa compared to those without obsessive-compulsive disorder. 
Moreover, men with eating disorders are more likely to experience depression than 
their peers (14.5% vs 5.0% of lifetime diagnosis) [7]. Similarly, among treatment-
seeking boys with an eating disorder, 18.6% also presented with a comorbid mood 
disorder [17]. Furthermore, prospective research has shown that men who experi-
ence eating disorder symptoms, especially those with thinness concerns and bulimic 
behaviors, were at risk for subsequent depressive symptoms [57].

Men who experience muscularity concerns are also at an increased risk for drug 
use [19, 26, 57], including substances that will increase muscularity, such as ana-
bolic steroids, but also other illicit drugs. Alarmingly, this has also been found in 
adolescent boys, with 3.2% of adolescent boys reporting “often” (and a further 
6.8% “sometimes”) taking steroids or other muscle-enhancing substances to build 
muscle mass [58]. This type of drug use is particularly relevant for men, as body 
image concerns typically center around issues with muscularity, rather than thinness 
[57]. Importantly, these substances have been linked with serious health problems 
(e.g., liver damage, gastrointestinal distress), whereby using supplements for mus-
cle building or weight loss is associated with almost three times the risk for severe 
medical events when compared with using vitamins [59, 60].

The exact cause of these comorbidities is unknown. Thus, other mental health 
concerns may precede eating disorder onset, they could be a cause of the eating 
disorder, or the disorders could share a common vulnerability. While much research 
points toward a shared vulnerability model [61, 62], most studies, being cross-
sectional in nature, have been unable to investigate this fully.

�Treatment-Seeking

Treatment-seeking for eating disorders is generally low [63] and especially low for 
men [64–66]. Men report significantly lower rates of both wanting treatment (2%) 
and accessing treatment (1%) compared to women [67]. Similarly, among adoles-
cents only 6.8% boys reported seeking help for an eating disorder [68]. This is sig-
nificantly lower compared to other mental health disorders, such as depression 
(36.5%) or anxiety (14.5%) [64].

This lack of treatment-seeking may be due to both lower mental health literacy 
among individuals and gender biases within treatment settings [69, 70]. Mental 
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health literacy research has shown that people generally associate eating disorders 
with women and men might be less likely than women to identify themselves as 
having an eating disorder [71, 72]. Furthermore, public health campaigns and treat-
ment services are often aimed at women and girls, leaving men underrepresented 
[70]. This leads to a “double burden” of stigma given the documented stigma associ-
ated with eating disorders in general, which act alongside other more practical 
issues as a further barrier to treatment-seeking (e.g., stigma, cost) [73].

�Conclusion

This chapter highlighted that eating disorders are a serious concern for men, espe-
cially adolescent boys and young adult men. Estimates of prevalence are highest 
when considering the full spectrum of typical, atypical, and muscularity-oriented 
eating disorder presentations. Eating disorders and eating disorder symptoms cause 
men significant impairment, including increased risk for other mental health and 
substance use problems, for which they rarely receive adequate treatment. Thus, 
governments and other stakeholders should prioritize the allocation of resources 
toward the prevention and treatment of these disorders – which carry a significant 
burden for the population of boys and men (as well as girls and women). Further, 
clinicians and general practitioners should screen for eating disorders among boys 
and men as they would among girls and women.

These issues have important implications for clinical settings, in which it is 
important to enable treatment-seeking among men from various backgrounds by 
gearing treatment services toward these groups. Furthermore, public health cam-
paigns should be mindful of the prevalence of eating disorders occurring in boys 
and men to increase mental health literacy of eating disorders. This might be par-
ticularly relevant for school-based programs, as they are able to provide valuable 
information to adolescents and simultaneously reduce the stigma around eating 
disorders.
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in Boys and Men: An Overview
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Learning Objectives
	1.	 Describe the diagnostic criteria for core eating disorders and how they can pres-

ent differently in boys and men.
	2.	 Recognize disparities in eating disorder research and diagnostic prevalence rates 

in boys and men.
	3.	 Identify specific considerations for assessing eating disorder psychopathology in 

boys and men.

Key Points
•	 The current diagnostic criteria for eating disorders may not accurately and com-

prehensively capture the full spectrum of eating disorder symptomatology in 
boys and men.

•	 There are specific diagnostic considerations to take into account for boys and 
men with eating disorders.

•	 The recognition of eating disorder symptoms in boys and men, both by the indi-
vidual himself and by healthcare providers, may be influenced by the broader 
misperception that eating disorders are “female issues.”

Generally speaking, diagnosis is an important part of both clinical and research 
endeavors for several reasons, including that it (1) provides means of communica-
tion, (2) may serve to validate a person’s experience, and (3) can inform treatment 
for the disease/condition for which it provides a name. Undoubtedly, diagnostic 
communication is the bedrock of a multidisciplinary approach to patient care. A 
proper diagnosis can facilitate communication among providers, between providers 
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and patients/their families, and with insurance companies. Perhaps most impor-
tantly, a diagnosis communicates to patients that what they are experiencing has a 
name and has been investigated and that there may be evidence-based interventions 
for their problem. Indeed, numerous evidence-based treatments have been devel-
oped and refined for eating disorders (e.g., family-based therapy for anorexia ner-
vosa [1]; enhanced cognitive behavioral therapy for eating disorders [2]). However, 
evidence suggests that certain eating disorder diagnoses may respond better to spe-
cific treatments (e.g., bulimia nervosa and cognitive behavioral therapy for eating 
disorders [3]). Accordingly, it is imperative for clinicians to utilize appropriate diag-
nostic tools and best practices when diagnosing eating disorders.

A crucial first step to providing a diagnosis is understanding the diagnostic crite-
ria and how they apply to persons with eating disorders. Furthermore, there are 
important considerations to be made when applying these diagnoses to boys and 
men with eating disorders. Historically, eating disorders have been “gendered” in 
that they have been thought to almost exclusively affect girls and women; this is 
evidenced in the relative paucity of eating disorder research in boys and men, the 
low percentage of boys and men present in eating disorder treatment facilities, and 
the stigma that exists regarding who “can” or “should” have an eating disorder. 
Today, researchers in the field recognize that the diagnostic criteria for eating disor-
ders were created to describe a female-centric eating disorder experience [4]. As 
such, the diagnostic criteria may not fully or accurately capture the experience and 
expression of eating disorders in boys and men, which is problematic for many 
reasons (see Fig. 5.1 for a summary).

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition 
(DSM-5) [5] featured changes to the eating disorder diagnostic criteria and catego-
ries that were aimed to more accurately capture the experience of the wider popula-
tion of persons with eating disorders. For example, amenorrhea (i.e., absence of 
menstruation) was removed as a diagnostic criterion for anorexia nervosa. Further, 
binge eating disorder was recognized as its own disorder, rather than a variant of the 
“not otherwise classified” category, and the diagnosis of avoidant/restrictive food 
intake disorder (ARFID) was introduced. Additional forms of eating disorder psy-
chopathology, such as atypical anorexia nervosa and purging disorder, are also now 
explicitly recognized as examples of other specified feeding or eating disorders 
(OSFED). Researchers also have begun to document and characterize “muscularity-
oriented” disordered eating [6]. Although boys and men can and do develop symp-
toms of traditionally defined eating disorders (e.g., anorexia nervosa), recent 
evidence suggests that symptoms can often also present as “muscularity-oriented” 
based on body ideals specific to boys and men [7]. As such, there is a growing call 
for broadening conceptualizations of eating disorders to better capture muscularity-
oriented eating disorder presentations [8].

Importantly, research highlights that boys and men have a higher likelihood of 
having an undiagnosed eating disorder [9], suggesting that both past and current 
diagnostic criteria for eating disorders may not fully account for the eating disorder 
experiences of boys and men. Fortunately, there has been an increase in research 
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exploring eating disorders among boys and men in recent years, and sustained atten-
tion will help improve the applicability and utility of diagnostic frameworks for 
eating disorders in this population.

�Eating Disorder Diagnoses

Within the DSM-5 [5], anorexia nervosa, bulimia nervosa, and binge eating disorder 
could be considered the “primary” eating disorders, given that they have been rec-
ognized and specifically named within multiple versions of the DSM. In addition, 
there are two “residual” diagnostic categories for presentations that do not fit the 
diagnostic criteria for the primary disorders: OSFED and unspecified feeding or 
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Fig. 5.1  Potential consequences of applying female-centric diagnostic criteria to diagnose eating 
disorders (EDs) in boys and men
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eating disorder. The present chapter will focus on the three primary eating disorders 
and OSFED; the following chapter in this section (Chap. 6) focuses specifically on 
the newer diagnosis of ARFID.

Anorexia nervosa  The three diagnostic criteria for anorexia nervosa [5] can be 
somewhat confusing, and careful attention must be paid to these criteria to ensure 
accurate diagnosis. Criterion A can be thought of as the “low body weight” criterion. 
It states that energy intake must be restricted relative to the person’s requirements 
based on considerations, such as their age, sex, developmental trajectory, etc., and 
that this failure to meet energy requirements results in a significantly low body 
weight (i.e., less than what is considered “normal” or expected). Previous versions 
of the DSM gave suggestions for body mass index (BMI) cutoffs; however, these 
recommendations were often interpreted literally, and, as a result, some individuals 
with anorexia nervosa were misdiagnosed and/or denied treatment because of an 
insufficiently low BMI. As such, the DSM-5 defines “significantly low body weight” 
as less than what is considered “normal” or expected for that person. Criterion B 
states that one or more of the following must be present: fear of weight gain or fear 
of becoming “fat” or persistent behaviors that interfere with weight gain (e.g., 
excessive exercise). Criterion C involves body image disturbance, overvaluation of 
weight and/or shape, or denial of the seriousness of the low body weight. There are 
two anorexia nervosa subtypes: anorexia nervosa binge eating/purging subtype, in 
which the person regularly engages in binge eating and/or purging behaviors, and 
anorexia nervosa restricting subtype, in which the person does not regularly engage 
in either binge eating or purging behaviors.

Bulimia nervosa  Bulimia nervosa is characterized by recurrent binge eating epi-
sodes (Criterion A) and inappropriate compensatory behaviors (Criterion B), each 
of which must occur at least once per week, on average, for a duration of at least 3 
months (Criterion C) [5]. Binge eating involves a subjective sense of loss of control 
over eating what most people would consider an unusually large amount of food in 
a discrete period of time. Inappropriate compensatory behaviors may include purg-
ing behaviors (e.g., self-induced vomiting, misuse of laxatives, diuretics, etc.) and 
may also include non-purging behaviors, such as dietary restriction or excessive 
exercise. Another diagnostic feature of bulimia nervosa is overvaluation of weight 
and/or shape (Criterion D), which is typically exhibited as a person’s weight and/or 
shape having a large influence on that person’s self-evaluation. Consider an exam-
ple: Many people without eating disorders may evaluate themselves based on their 
familial relationships or work performance; persons with eating disorders may also 
use these metrics for self-evaluation, but to a lesser degree than they use their body 
weight or shape to evaluate whether they perceive themselves to be a “good” or 
“bad” person. Finally, in order to diagnose bulimia nervosa, the person may not be 
at a low body weight (i.e., the presentation would be better accounted for by anorexia 
nervosa; Criterion E).
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Binge eating disorder  Persons with binge eating disorder engage in recurrent 
binge eating episodes (Criterion A) at least once per week, on average, for duration 
of 3 months (Criterion D), but in contrast to those with bulimia nervosa, persons 
with binge eating disorder do not engage in inappropriate compensatory behaviors. 
The binge eating episodes also must be associated with at least three of five speci-
fied features (e.g., eating alone because one is embarrassed by the amount of food 
consumed; Criterion B) and marked distress related to the binge eating (Criterion 
C). Persons with binge eating disorder may not be at a low body weight (i.e., the 
presentation would be better accounted for by anorexia nervosa) and may not regu-
larly engage in inappropriate compensatory behaviors (i.e., the presentation would 
be better accounted for by bulimia nervosa; Criterion E). It is important to note that 
persons with binge eating disorder need not fall in the medical categories of “over-
weight” or “obesity,” although higher weight status is often associated with binge 
eating disorder. Furthermore, although overvaluation of weight and/or shape is not 
a diagnostic criterion for binge eating disorder, it is commonly associated with the 
diagnosis and may indicate a more severe presentation [10] and should thus be 
considered.

Other specified feeding or eating disorder  The OSFED diagnostic category is 
designated to describe persons with clinically significant eating pathology whose 
presentation does not fit the criteria of the other core feeding and eating disorder 
diagnoses. It is imperative to note that OSFED is no less serious or deadly than other 
eating disorders [11] and is, in fact, the most common eating disorder [12]. As 
female-centric conceptualizations of primary eating disorder diagnoses do not suf-
ficiently address the ways in which eating disorders typically present in boys and 
men (e.g., muscularity-oriented disordered eating), boys and men with eating 
pathology in particular are often placed into residual diagnostic categories [13, 14].

The DSM-5 names five examples of OSFED [5], and detailed discussion of each 
is beyond the scope of the present chapter. Three of the most common types of 
OSFED are “bulimia nervosa (of low frequency and/or limited duration),” “binge 
eating disorder (of low frequency and/or limited duration),” and “atypical anorexia 
nervosa.” The former two can be thought of as “subthreshold” forms of bulimia 
nervosa and binge eating disorder, respectively. A person may be diagnosed with 
these forms of OSFED if their eating disorder behaviors (e.g., binge eating, inap-
propriate compensatory behaviors) do not meet or exceed the frequency criterion 
(i.e., they happen less than once per week, on average) or if they do not meet or 
exceed the duration criterion (i.e., symptoms for less than 3 months). Furthermore, 
for persons who may otherwise be diagnosed with bulimia nervosa, lack of over-
valuation of weight/shape may warrant a diagnosis of “bulimia nervosa (of low 
frequency and/or duration).”

Sometimes an individual may exhibit all features of anorexia nervosa, except 
their body weight is not significantly low; this presentation is consistent with “atypi-
cal anorexia nervosa.” Oftentimes such persons are on a weight-loss trajectory that 
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is concerning due to the amount of weight lost in a relatively short amount of time, 
and if not interrupted, that trajectory could eventually lead to significantly low body 
weight (i.e., meeting diagnostic criteria for anorexia nervosa). Importantly, even in 
the absence of a currently low body weight, substantial weight loss, particularly 
over a short timeframe, also may be associated with clinically significant malnutri-
tion and other medical complications [15, 16].

�Diagnostic Considerations for Boys and Men

Overview  Overall, current findings provide evidence that more boys and men are 
affected by eating disorders than historical prevalence statistics suggested, particu-
larly those based on data derived from specialty treatment settings. Moreover, data 
suggests that distress and impairment related to eating disorder symptoms are com-
parable across genders and that certain eating disorder behaviors are increasing at 
faster rates among boys and men [14]. A number of factors may help account for the 
apparent increase in rates of eating disorders and related symptoms among boys and 
men. First, the release of DSM-5 [5] reflects a progression in the detection and 
assessment of eating disorders in general, including among boys and men, and may 
in part explain higher rates of these issues more recently detected in this population. 
Specifically, the DSM-5 expanded and refined eating disorder diagnostic criteria in 
such a way that allows more boys and men to fit primary eating disorder diagnoses 
(e.g., with the removal of amenorrhea as a criterion of anorexia nervosa and 
increased flexibility with the weight criterion). Binge eating disorder, which had 
previously been included as a provisional diagnosis encompassed within the resid-
ual “eating disorder not otherwise specified” category, is also included as a distinct 
diagnosis. Moreover, the required frequency of binge eating and duration of symp-
toms were also reduced, thus now capturing those who would have previously been 
diagnostically subthreshold.

Importantly, traditional eating disorder assessment measures (e.g., the Eating 
Attitudes Test, the Eating Disorder Inventory) were originally developed, validated, 
and normed in samples consisting predominantly or completely of girls and/or 
women [17]. As men and women often report distinct body image concerns and 
related manifestations of eating pathology (e.g., desired body weights and shapes; 
[18]), it is likely that previous research did not accurately describe and quantify 
these issues in men. In addition to affecting reported prevalence rates, this gap in the 
eating disorder literature has likely contributed to under-diagnosis and under-
treatment of eating disorders in boys and men. Further, although recent data suggest 
that eating disorders are more common among boys and men than previously 
believed, the prevalence of most eating disorders does still appear to be higher in 
girls and women (e.g., [5, 19]), and as such there are certain clinical implications to 
consider. First, eating disorder prevalence rates have a considerably higher skewed 
sex distribution in comparison with other mental health concerns [20], which may 
sustain the misconception that eating disorders in particular are “female issues.” 
This may lead to biases that could interfere with clinicians recognizing, detecting, 
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and even considering whether to assess these issues in boys and men. In addition, 
there still remains a significant social stigma for men with eating disorders that is 
compounded by the lower rates of help seeking for mental health problems in gen-
eral that have been found among men [21]. As such, boys and men can face unique 
barriers to seeking treatment for an eating disorder [9].

Body image concerns and fear of weight gain  Historically, a diagnosis of buli-
mia nervosa (and anorexia nervosa, to some degree) was conceptualized as arising 
from a desire for a smaller body size or shape (i.e., “drive for thinness”), which in 
turn can be associated with fear of weight gain, desire for weight loss, and/or behav-
iors aimed to facilitate changes in body mass (e.g., dietary restriction). However, 
recent work has also recognized that traditional “thin-ideal” conceptualizations of 
eating disorders do not adequately capture the experiences of boys and men, as the 
body ideal often held by boys and men is one of lean muscularity [8, 22]. For exam-
ple, a study of undergraduate men with eating disorders found that they reported 
greater concern for muscle tone and less concern for weight loss/fear of weight gain 
as compared to undergraduate women [23].

Boys and men with eating disorders may endorse either the traditional thin 
body ideal, muscularity-oriented ideals, or some combination, which can impact 
eating disorder presentation and symptomatology. A comparison of men with mus-
cle dysmorphia and anorexia nervosa found the differences in eating disorder 
symptoms were largely related to contrasting body ideals (i.e., thin versus muscu-
lar) being pursued; however, there were also numerous symptomatic similarities 
related to disturbed body image, disordered eating, and exercise behaviors across 
diagnoses [24]. Pursuit of contrasting body ideals may also confer risk for addi-
tional negative outcomes. A large, epidemiological study of adolescent boys found 
that boys who reported concerns related to both muscularity and thinness were 
more likely than their peers to abuse drugs [25]. Importantly, this study demon-
strated that body image concerns experienced by boys were heterogeneous and 
collectively associated with poor outcomes (e.g., depression, binge drinking, drug 
use), thus highlighting the need for careful attention and assessment of such con-
cerns in boys.

Lavender and colleagues [6] described how muscularity-oriented eating disorder 
symptoms are more common than previously understood – especially among men – 
which may partly account for the lower rates of traditionally defined eating disor-
ders among this population. An extensive epidemiological study provided additional 
evidence for the link between muscularity-oriented body concerns and eating 
pathology in boys and men from 13 to 26 years of age, citing prevalent disordered 
eating behaviors often driven by muscularity concerns [7]. In addition, muscularity-
oriented body concerns were associated with an elevated risk for nonprescription 
drug abuse. Calzo and colleagues [7] suggested that these muscularity-oriented 
body concerns may be as prevalent in boys and men as are traditional eating disor-
der symptoms (e.g., drive for thinness) in girls and women and are associated with 
similar negative physical and psychosocial outcomes.

Thus, the experience of certain diagnostic criteria among some boys and men 
may differ from the typical experience of girls and women, including in their 
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experience and expression of body image and weight concerns. As such, careful 
attention must be paid to these symptoms in order to guide a diagnosis that most 
accurately describes the individual’s experiences.

Compensatory behaviors  Men with eating disorders, bulimia nervosa in particu-
lar, are more likely to engage in non-purging compensatory behaviors (i.e., excessive 
exercise, dietary restriction) than purging behaviors such as self-induced vomiting 
[26, 27]. Furthermore, exercise is more common among boys and men than in girls 
and women with anorexia nervosa and has been documented to serve as an affect 
regulation strategy more often in boys and men than in girls and women with 
anorexia nervosa. Additionally, boys and men with anorexia nervosa tend to employ 
more rigid exercise habits than girls and women [28].

A unique and potentially pathological cyclical pattern of eating and exercise 
behaviors salient to pursuit of the lean and muscular body ideal has been termed 
“bulking” (e.g., consuming a calorie-dense meal plan, weightlifting/resistance 
training to gain muscle mass) and “cutting” (i.e., diet and exercise aimed at reducing 
fat mass so that muscularity built during the “bulking” phase is emphasized). In 
particular, the dietary restriction (often involved in the “cutting” phase) oriented 
toward pursuit of a lean body mass in order to highlight muscularity may be a diag-
nostic feature for a number of eating disorder diagnoses [8]. Another related but 
distinct and potentially pathological behavior that is clinically relevant to eating 
disorder psychopathology in boys and men is the use of appearance- and 
performance-enhancing substances (e.g., anabolic-androgenic steroids). Motivations 
for the use of such substances are heterogeneous, but may often be related to body 
image disturbance and/or muscularity-oriented concerns [25, 29]. Use of these sub-
stances may be associated with negative outcomes, such as risk for eating disorders, 
substance use disorders, and body dysmorphic disorder [25, 30], thus warranting 
their consideration in the assessment and diagnosis process.

Binge eating  As with the other diagnostic criteria for eating disorders, the opera-
tionalization of binge eating was based predominantly on the experience of girls and 
women; as such, the current definition of binge eating may not fully capture the 
experiences of boys and men, and there are several factors regarding binge eating to 
consider when assessing for eating disorders in boys and men.

Binge eating can occur in any eating disorder diagnosis, and the size of the binge 
eating episode must be considered. To be classified as objective binge eating, the 
amount of food consumed must be larger than what most people would consume 
under similar circumstances1. The size threshold for food consumed during binge 
eating episodes in boys and men may be higher than for girls and women [31, 32], 

1 Subjective binge eating is similar to objective binge eating with respect to loss of control over 
eating, but the amount of food consumed in a subjective binge eating episode is not larger than 
what most people would consume under similar circumstances (i.e., a small or normal amount of 
food). Persons with any eating disorder diagnosis can experience subjective binge eating; objective 
binge eating is required to diagnose bulimia nervosa or binge eating disorder.
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and boys and men are less likely to report distress associated with binge eating [33]. 
Cultural and social standards must be considered as well. For example, it may be 
culturally normative for men to eat more than women. It should not be automati-
cally assumed that because the amount of food a man consumes is larger than what 
a woman may consume – and is expected to be so culturally – the amount of food 
cannot be considered objectively large. Additionally, the caloric needs of boys and 
men are on average larger than those of girls and women. Careful assessment of the 
types and amounts of foods consumed during the binge eating episode is important 
for accurate diagnosis and clinical conceptualization.

A second consideration is related to the subjective experience of loss of control. 
In order for an eating episode to be considered binge eating, the person must report 
having experienced a subjective sense of loss of control over their eating. This could 
present in the form of feeling that they cannot control the types or amounts of food 
consumed, or that they could not stop eating once they started, or that it was inevi-
table that they would eat the amount of food consumed. Notably, boys and men are 
less likely than girls and women to endorse loss of control over their eating [27, 33]. 
In addition, cultural and societal norms for boys, men, and masculinity may influ-
ence one’s perceptions of or willingness to endorse loss of control. As such, careful 
assessment of loss of control that includes multiple example descriptions and alter-
native terminologies that capture the construct is warranted.

Another important consideration related to caloric overconsumption is the con-
cept of “cheat meals,” “cheat days,” and other planned eating episodes wherein 
large volumes of food are consumed, typically after prolonged periods of compara-
tive caloric restriction. This may accompany a broader pattern of “bulking and cut-
ting” as described above and may be employed by boys and men pursuing 
muscularity-oriented body image goals [34]. As such, these discrete periods of eat-
ing high volumes of calorie-dense food are often followed by compensatory behav-
iors such as strict dietary restraint and excessive exercise [35]. Accordingly, these 
“cheat meal” episodes share many of objective clinical characteristics of binge eat-
ing, although the overeating during “cheat” episodes is subjectively distinct in that 
it is typically perceived positively in the context of working toward one’s 
muscularity-oriented goals. Conversely, binge eating involves a sense of loss of 
control that is most often associated with distress, shame, and guilt. Further research 
on the consequences of engaging in “cheat” episodes is needed, as the clinical sig-
nificance of this behavior is not yet fully understood [34].

Shame and psychosocial impairment  It is crucial to consider the potential shame, 
embarrassment, and denial that may accompany eating disorder symptomatology in 
boys and men in particular, given the female-centric nature of these diagnoses and 
the sociocultural depictions that sustain the idea that eating disorders are “female 
issues.” Shame may be associated with symptom denial and/or lack of symptom 
recognition in boys and men [36], particularly among those who more strongly 
prioritize adherence to traditional masculine norms. Providing psychoeducation on 
the prevalence of eating disorder symptoms in boys and men (i.e., it is a myth that 
eating disorders only affect girls and women) and on the ways in which symptoms 
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may be experienced differently among boys and men may have clinical utility. In 
addition, enhancing mental health literacy about eating disorders among healthcare 
providers, particularly those in primary care settings, may be beneficial [37]. Finally, 
eating disorders are no less impairing for boys or men with eating disorders com-
pared to girls and women [38, 39], and as such it is important to assess general 
psychosocial functioning and to further assess for impairment related to eating dis-
order symptoms.

�Conclusion

Although diagnostic presentations of eating disorders in boys and men can be simi-
lar to those observed in girls and women, there are unique considerations that must 
be taken into account when assessing and diagnosing eating disorders in boys and 
men. Research initiatives must strive for greater inclusion of boys and men with 
eating disorders, including in epidemiological research with community samples. 
Treatment-focused research is needed to evaluate the efficacy and effectiveness of 
novel and existing interventions in samples of boys and men with eating disorders. 
In sum, greater refinement of the diagnostic criteria for eating disorders with regard 
to boys and men, outreach initiatives designed to combat stigma and educate health-
care providers about eating disorders, and treatment development specific to this 
population will allow for better understanding of eating disorders in boys and men.
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Chapter 6
Avoidant/Restrictive Food Intake Disorder

Jessie E. Menzel and Tana Luo

Learning Objectives
	1.	 Describe overall prevalence rates of ARFID and review available findings on the 

prevalence of ARFID in boys and men.
	2.	 Provide recommendations for the assessment of ARFID.
	3.	 Summarize the current evidence base for psychotherapeutic and pharmacologi-

cal interventions for ARFID.

Key Points
•	 Emerging evidence suggests ARFID may be as prevalent as other eating disor-

ders and prevalence rates of ARFID may be similar across boys and girls, 
although boys and, particularly, men are still underrepresented in published 
samples.

•	 Selective eating and/or low appetite presentations of ARFID tend to be associ-
ated with boys.

•	 Individuals with ARFID are at risk for significant medical and psychiatric comor-
bidities and sequelae.

•	 Assessment of ARFID should include a physical examination, relevant medical 
work-up, evaluation of psychosocial impairment, and standardized measures of 
ARFID symptoms.

•	 Several psychotherapeutic and pharmacological interventions show initial prom-
ise in the treatment of ARFID.
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�Introduction

Avoidant/restrictive food intake disorder (ARFID) is one of the newest eating disor-
ders to be described in the fifth edition of the Diagnostic and Statistical Manual of 
Mental Disorders [1]. Replacing the old diagnostic category of Feeding Disorders 
of Infancy and Childhood, ARFID captures a wide range of restrictive and avoidant 
eating behaviors that present across the lifespan. Unlike anorexia nervosa (AN), 
individuals with ARFID have disordered eating behaviors that are not motivated by 
a desire to lose weight or a fear of gaining weight, and they may not necessarily 
exhibit significantly low body weight. Rather, ARFID is characterized by signifi-
cantly limited volume (amount) and/or variety (range) of food intake resulting from 
sensitivity to the sensory properties of food, specific fears related to the outcomes of 
eating, and a lack of interest in eating or poor appetite.

�Epidemiology

Large-scale, epidemiological studies of ARFID are currently lacking. Estimates of 
ARFID prevalence are beginning to emerge from targeted, population-based stud-
ies; these studies currently estimate the population prevalence of ARFID to be 
between 0.3% [2] and 3.2% [3]. The range of this estimate reflects the age range of 
the samples studied, with a higher prevalence of ARFID reported in a school-aged 
sample (ages 8–13) and a lower prevalence reported in an adult, community sample. 
These prevalence rates indicate that ARFID may be as prevalent as AN and bulimia 
nervosa (BN). However, unlike AN and BN, which show higher prevalence among 
girls and women, rates of ARFID appear to be similar across genders in both child 
and adult populations [2, 3].

Prevalence rates of ARFID are higher in samples drawn from specialist medical 
settings, such as eating disorder, feeding disorder, and gastroenterology clinics. 
Among patients referred to child and adult gastroenterology clinics, the rate of 
ARFID is estimated to be between 1.5% and 6.3% [4, 5]. Prevalence rates for 
ARFID are even higher in both feeding and eating disorder-specific settings. Studies 
of children referred to hospital-based feeding disorder clinics estimate the preva-
lence of ARFID to be between 32% and 64%, depending on the inclusion or exclu-
sion of children who have comorbid medical conditions [6, 7]. Studies from eating 
disorder treatment programs have provided a range of prevalence estimates, from 
9.2% [8] on the low end to 44% [9] on the high end.

Similar to findings from population-based studies, the frequency of ARFID 
diagnoses in eating disorder treatment settings varies depending on the age of the 
treatment sample. Estimates of ARFID prevalence rates are lowest in adult treat-
ment settings (9.2%) [8] and higher in child and adolescent programs. Rates of 
ARFID in a combined child and adolescent day treatment program were reported 
to be 24.5% based on retrospective chart review [10]. Another specialist child 
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eating disorder program (ages 6–12) reported that 44% of patients admitted after 
the ARFID diagnosis was published in DSM-5 met criteria for a primary diagnosis 
of ARFID [9]. The distribution of ARFID diagnoses across genders within these 
traditional eating disorder settings is difficult to discern. No men were included in 
the study from an adult eating disorder treatment setting [8]. The child and adoles-
cent samples, however, reported a significant proportion of boys, with higher rates 
in the exclusively child setting (67% [9] vs. 19.7% [10]). Traditional eating disor-
der settings may underrepresent the proportion of boys and men suffering from 
ARFID; however, these estimates may change as the diagnosis gains more 
recognition.

�Symptoms and Presentation

ARFID presents with a great deal of symptom heterogeneity, and patients with the 
disorder may endorse a wide range of symptoms and behaviors including food 
avoidance, reduced portion sizes, acute onset of eating problems, chronic eating and 
feeding problems, reduced variety of food intake, “picky” or “fussy” eating, gag-
ging, all liquid diets, food neophobia (i.e., fear of trying new foods), nausea and 
other functional gastrointestinal symptoms (e.g., vomiting, constipation, abdominal 
pain), generalized anxiety, specific fears, lack of appetite, early satiety, compul-
sions, extended mealtimes, over-chewing food or packing food in cheeks or along 
the gum line, and use of nutritional supplements. These symptoms have been docu-
mented in numerous studies or clinical descriptions of ARFID patients [11–14]. 
Despite this heterogeneity, experts in the fields of feeding and eating disorders have 
characterized three general patterns of food avoidance: (1) selective eating due to 
sensory sensitivity, (2) avoidance due to the fear of aversive outcomes related to 
eating, and (3) lack of interest in eating or poor appetite (Fig. 6.1) [1, 15–17].

Sensory
Sensitivity  

Lack of
Interest  

Fear of
Aversive

Consequences   

• Limited variety of foods 
• May be described as “picky” or

“selective”  
 

 
• Sensitive to the taste, texture, smell,

color, or temperature of food  
• May be brand-specific 
• May be afraid of trying new foods (food

neophobia) 

• Afraid of specific, feared outcome
of eating, such as vomiting,
choking, illness/ contamination,
allergic reaction, or abdominal pain    

• May have had a traumatic event
precede onset

 
 

• May have limited variety and
volume  

• Accompanying safety or avoidance
behaviors  

• Limited volume of foods
• May not feel hungry often

and become full easily
• Prolonged periods without

eating  
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• May have associated

gastrointestinal distress 

Fig. 6.1  Description of ARFID symptom profiles
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Selective eating due to sensory sensitivity is often characterized by limitation of 
the variety of foods consumed and may be based on taste, texture, color, tempera-
ture, or brand. There may also be significant fear of trying new or novel foods, 
otherwise known as food neophobia. Individuals with this presentation are com-
monly referred to as “picky” or “selective” eaters. A fear of the aversive conse-
quences of eating is typically associated with a specific, negative feared outcome. 
Commonly reported fears include fear of vomiting, choking, illness/contamination, 
allergic reaction, or abdominal pain. A triggering, traumatic event may or may not 
precede the onset of the specific food-related fear. In addition to avoiding specific 
foods associated with the fear, these individuals may also engage in a number of 
other safety or avoidance behaviors related to eating, such as prolonged chewing of 
food, taking extremely small bites of food, checking or reading food labels and 
expirations dates, eating in isolation, seeking reassurance, and excessive hand wash-
ing. Finally, lack of interest in eating or poor appetite is associated with early sati-
ety, going prolonged periods without eating, skipping meals or snacks, and possibly 
other functional gastrointestinal complaints such as stomach discomfort, constipa-
tion, fullness, or nausea.

As the result of identifying these three patterns of food avoidance, researchers 
and clinical providers working in the field of ARFID have described “subtypes” of 
ARFID. Two studies within eating disorder treatment settings (tertiary care [18] and 
day treatment [19]) have examined the existence of such ARFID subtypes, and 
approximately a quarter of each sample was represented by boys. Both studies 
found that it was possible to assign ARFID patients to specific diagnostic subtypes. 
Findings from these samples generally supported that the fear of aversive conse-
quences subtype was the most common presentation in a specialty eating disorder 
treatment setting and that this subtype was the most likely to present with acute 
onset and weight loss and require inpatient hospital admission. Girls were also more 
likely to present with fear of aversive consequences, and this subtype was associated 
with less psychiatric comorbidity [19]. However, other reports have found an 
increased odds of a lifetime anxiety disorder individuals with fear of aversive con-
sequences [20]. While the least common subtype in both studies was the sensory 
sensitivity or selective eating subtype, individuals with this subtype were more 
likely to include boys and less likely to have poor growth or weight loss. Furthermore, 
sensory sensitivity is associated with increased odds of a current lifetime neurode-
velopmental disorder [20].

Despite the emergence of some between-group differences, there remains a great 
deal of overlap among the putative ARFID subtypes. In a study examining the most 
commonly reported clinical features of ARFID, over half of all ARFID patients 
report restricting portion sizes (96.4%), a specific onset or trigger for their eating 
disturbance (71.4%), avoiding specific foods (64.3%), nausea (60.7%), early satiety 
(57.1%), and abdominal pain (50%) [11]. Several of these features could be endorsed 
across all three subtypes. Indeed, Norris and colleagues indicated in their study that 
22% of patients presented with features of more than one subtype [18]. Furthermore, 
in a study by Zickgraf and colleagues, a fourth subtype of ARFID was identified that 
consisted of a group of patients who presented with shared features of both the 
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sensory sensitivity and lack of interest subtypes, which was referred to as “co-pri-
mary” ARFID [19]. This study also found evidence that the co-primary group was 
associated with a higher proportion of boys, poorer growth, and a significantly lon-
ger duration of ARFID symptoms compared to the other three subtypes. Other stud-
ies that have examined overlap in subtypes have found that approximately half of 
ARFID patients meet criteria for multiple presentations [9, 21].

Due to the degree of overlap among ARFID presentations, Thomas and col-
leagues have proposed an alternative system for describing the presentations of 
ARFID patients [17]. Rather than a categorical subtyping system, they suggest that 
patterns of ARFID symptoms may represent distinct, but not mutually exclusive, 
domains of dysfunction. These domains each map onto possible underlying neuro-
biological mechanisms. Selective eating due to sensory sensitivity may be the result 
of hypersensitivity in perceptual systems relevant to eating, such as taste, smell, and 
texture. Lack of interest in eating may be related to a low homeostatic drive to eat, 
as well as disturbances in neurobiological and hormonal systems relevant to appe-
tite regulation and processing of interoceptive signals. Finally, fears related to the 
aversive consequences of eating may be caused by vulnerabilities to physiological 
reactivity and hyperactivation of neurobiological threat systems. Conceptualizing 
ARFID symptoms from this perspective allows for the creation of unique profiles of 
symptoms for each individual with ARFID and reduces the need to characterize 
these complex patients by applying a single subtype. Furthermore, understanding 
the underlying mechanisms that may broadly contribute to the eating disturbances 
in ARFID will facilitate the creation of more targeted, effective treatments.

�Course and Outcomes

Medical Sequelae and Comorbidity  Patients with ARFID are at risk for severe 
medical consequences due to lack of adequate intake and/or nutrition. The majority 
of pediatric ARFID patients who present for treatment tend to be significantly 
underweight or have failed to gain weight at an expected rate, with up to one quarter 
requiring hospitalization due to low weight and/or unstable vital signs [22]. While 
ARFID patients who have had an acute onset are the most likely to require hospital-
ization, research indicates that those with a chronic course have the lowest body 
mass index (BMI) [21]. Compared to patients with AN, patients with ARFID have 
been found to have significantly lower bone mineral density, with 25% of patients 
falling in the osteoporotic range [22]. ARFID patients are also at risk for bradycar-
dia, hypotension, prolonged QT interval on electrocardiogram, anemia, amenor-
rhea, electrolyte imbalances (e.g., hypokalemia, hypophosphatemia), and elevated 
liver enzymes [23–25]. Furthermore, patients with ARFID are also more likely than 
those with AN and BN to be diagnosed with a co-occurring medical condition [24, 
26]. Gastrointestinal diseases and symptoms identified in samples of ARFID 
patients include gastroesophageal reflux disease, eosinophilic esophagitis (EOE), 
gastroparesis, nausea, abdominal pain, constipation, and irritable bowel syndrome 
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[19, 23, 27]. Individuals with ARFID are also more likely to suffer from food aller-
gies [28]. Finally, nutritional disease is a major concern for individuals with ARFID, 
particularly those with selective eating due to sensory sensitivities. Three case 
reports have detailed severe, adverse medical events – blindness, optic neuropathy, 
and spinal cord degeneration – in adolescent boys the result of vitamin deficiencies 
resulting from ARFID [29–31].

Psychiatric Comorbidity  The prevalence of current psychiatric comorbidities in 
patients with ARFID is estimated to be 45%, while the lifetime prevalence is esti-
mated to be 54% [20]. In those patients receiving treatment at higher levels of care, 
psychiatric comorbidity has been reported to be as high as 74% [21]. Associated 
comorbidities include anxiety disorders, mood disorders, neurodevelopmental 
disorders (e.g., autism spectrum disorder), attention-deficit disorders, conduct dis-
orders, and suicidality [9, 20, 24, 26, 28, 32, 33]. In comparison to patients with 
other eating disorders, patients with ARFID appear to have a higher rate of comor-
bid anxiety disorders and a lower rate of comorbid mood disorders [26, 28, 33]. 
Among anxiety disorders, generalized anxiety disorder appears to be most common, 
followed by panic disorder and social anxiety disorder [20].

Course of Illness  Compared to patients with AN, those with ARFID tend to have 
a longer course of illness and earlier onset of eating disturbances prior to presenting 
to treatment [10, 26, 34]. Among children and adolescents treated for ARFID, some 
parents report eating problems beginning in infancy, often with breastfeeding or 
transition to solid foods [9]. Selective eating behaviors, in particular, emerge at 
young ages, and for a subset of these individuals, the pattern of restrictive eating 
persists into late childhood and adolescence [35, 36]. Preschool-aged children 
identified as moderate to severe selective eaters had a greater risk of developing 
anxiety, depression, and other psychosocial impairment at 2-year follow-up [37]. 
There are few long-term treatment outcomes studies of ARFID.  One follow-up 
study of adolescent patients with ARFID (30% boys) from a day treatment program 
indicated that at 1-year post-treatment, the majority of patients were still receiving 
outpatient treatment and were continuing to take psychotropic medication [33]. 
Another study examined long-term psychiatric and psychosocial outcomes of 
patients with ARFID who received eating disorder treatment before the age of 13 
[38]. Patients were evaluated an average of 15.9 years after treatment; at follow-up, 
26.3% had a current ARFID diagnosis, 26.3% had another psychiatric diagnosis, 
and 47.4% did not meet criteria for any psychiatric diagnosis. Those who had a 
current eating disorder diagnosis all met criteria for ARFID, suggesting diagnostic 
stability. Compared with patients without a current eating disorder diagnosis, 
patients with ARFID were less likely to be earning a living through paid employ-
ment or enrolled as a student. It should be noted that ARFID diagnoses in this study 
were assigned retroactively, as the ARFID diagnosis had not been developed at the 
time of treatment for the sample. Furthermore, the majority of this sample were 
women (95%) and thus may not be reflective of long-term outcomes for ARFID 
patients who are boys and/or men.
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Studies of adults with ARFID may also inform understanding of the potential 
long-term outcomes of individuals with the disorder. Adult patients with ARFID in 
Australia (n = 10) had poorer mental health-related quality of life compared to other 
eating disorders (with the exception of binge eating disorder; BED) and healthy 
individuals [2]. They also had more non-functional days than healthy individuals, 
meaning days in which they could not work or go to school. ARFID in adults has 
been associated with psychopathology, particularly obsessive-compulsive disorder, 
depressive symptoms, and lower quality of life, on par with other adults with disor-
dered eating pathology [39]. Thus, the limited data we have on long-term outcomes 
for ARFID suggests that if left untreated, ARFID may place individuals at risk for 
other forms of psychopathology and serious impairments in psychosocial function-
ing. Therefore, it is imperative that mental health and medical professionals prop-
erly identify and treat ARFID.

�Assessment

ARFID can be diagnosed at any age when an individual presents with restrictive 
eating behavior that persistently fails to meet nutritional and/or energy needs as 
evidenced by at least one of the four major associated complications (DSM-5 
Criterion A) [1]: (1) weight loss or failure to grow as expected (i.e., faltering 
growth), (2) nutritional deficiency, (3) dependence on nutritional supplements or 
enteral (i.e., tube) feedings, or (4) psychosocial impairment. The restrictive eating 
should not be better attributed to cultural practices (e.g., observing dietary restric-
tions associated with a particular religion) or socioeconomic limitations (e.g., food 
insecurity; Criterion B). The restrictive eating should also not exist solely within the 
context of body image disturbance, a desire to lose weight, or a fear of gaining 
weight (Criterion C). Finally, the restrictive eating should not be better accounted 
for by a medical condition (Criterion D).

While best practices have yet to be established for the assessment and treatment 
of ARFID, it is generally agreed that assessment should include, at a minimum, a 
physical exam and a psychosocial interview to evaluate medical stability and crite-
ria for a diagnosis [40]. While ARFID is less likely to result in hospitalization in 
comparison with AN, hospitalization may be required in cases with acute onset and 
associated rapid weight loss [19, 22, 24]. A physical exam and review of weight 
history by a physician can determine underweight status or failure to achieve 
expected growth. For adults, it is reasonable to use the same criteria for defining 
underweight status as is used in AN (i.e., BMI < 18.5) [40]. For children and ado-
lescents, guidelines for determining underweight status such as those outlined by 
the Society for Adolescent Health and Medicine may be used [41]. Failure to achieve 
expected weight or height or “growth stunting” may be determined by examining 
individual growth curves.

Evaluation by a physician may also aid in determining whether or not criteria are 
met for nutritional deficiency. Individuals with ARFID who abstain from eating 
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whole food groups or who eat a limited number of items infrequently from a spe-
cific food group are at risk for developing nutritional diseases, such as anemia, 
scurvy, and rickets, as well as other vitamin-specific deficiencies. Recent data show 
that individuals with full or subthreshold ARFID consume significantly fewer fruits, 
vegetables, and proteins compared to healthy same-aged peers and are more at risk 
for vitamin K and vitamin B12 deficiencies [42]. Nutritional deficiencies can be 
confirmed via bloodwork, and food monitoring records or a food frequency ques-
tionnaire may further be used to evaluate nutritional risk.

Psychosocial impairment as the result of restrictive eating may manifest in sev-
eral ways. This criterion may refer to an inability to eat at school or in the work-
place, an inability to eat outside of the home (e.g., avoidance of restaurants, 
avoidance of foods prepared by others), and avoidance of social events such as 
parties or family gatherings where food is served. A significant body of literature 
exists documenting the stress that selective eating behaviors may place on families 
[43–46]. Either in response to picky eating or as the result of picky eating, parents 
report that meal times can be highly emotional, with parents and children strug-
gling over food intake [45]. Alternatively, parents may attempt to avoid conflict by 
catering to children’s preferences and cooking alternative meals. High parental 
anxiety is frequently associated with selective eating styles, and the family’s func-
tioning may be negatively impacted as a result (e.g., avoidance of family vacations 
due to fear that child will not eat) [46]. The result of any of these limitations may 
be increased family stress, social isolation, loneliness, and embarrassment, all of 
which may contribute to the subsequent development of depression or social 
anxiety.

A thorough assessment of ARFID should also consider the appropriateness of 
referrals to specialist providers, as there are a number of medical conditions that 
may influence the course of ARFID treatment or partially account for the difficulty 
eating. Referrals to gastroenterology may be indicated for patients presenting with 
functional abdominal complaints such as diarrhea, constipation, pain, frequent 
vomiting, reflux, and effortful swallowing. While a significant portion of ARFID 
patients present with food allergies, others may present with probable food allergies 
and associated avoidance due to fear of an allergic reaction. Those with diagnosed 
food allergies may also broadly avoid foods due to the potential presence of an 
allergic contaminant. A consultation with a rheumatologist or allergist is important 
to determine the sensitivity of an allergy and/or to confirm the presence of addi-
tional food allergies. In other cases, patients with a history of eczema, asthma, or a 
family history of food allergy are at risk for developing food allergies, and an undi-
agnosed allergy or intolerance may be driving food avoidance. Finally, sensory sen-
sitivities and oral-motor skills deficits may contribute to food avoidance and 
restriction. Consider referrals to occupational therapists for those patients who have 
sensitivities to tastes and textures and aversion to other sensory input, such as brush-
ing teeth, cutting nails, and tags on clothing. Individuals who over-chew foods, pack 
foods along the gum line or in cheeks, have messy chewing, or require water to 
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swallow may have an oral-motor skills deficit and should be referred to a speech 
pathologist for evaluation.

Finally, the assessment process should seek to characterize the reasons for or 
function of food avoidance or restriction. Several standardized assessment options 
are now available to help diagnose ARFID and/or provide a profile of the three 
symptom categories identified in DSM-5. The Pica, ARFID, and Rumination 
Disorder Interview (PARDI), the ARFID module of the Eating Disorder Examination 
(EDE), and the computerized Eating Disorder Assessment (EDA-5) are all semi-
structured interviews that aid in the diagnosis of ARFID. The EDA-5 allows for the 
diagnosis of ARFID (along with other DSM-5 eating disorders); however, the inter-
view does not provide information on symptom profiles and is only available for use 
in ages 8 and up [47]. The PARDI and the ARFID module of the EDE both provide 
symptom profile information. To date, the ARFID module of the EDE has only been 
piloted in children ages 8–13 [48]. Furthermore, the EDE does provide both a child 
and parent version to allow for multi-informant assessment, an important feature 
when assessing eating disorders in children. The PARDI currently has the broadest 
applicability and is the only structured ARFID assessment that can assess for 
ARFID across the lifespan [49]. The PARDI has self-informant versions for chil-
dren as young as age 8 and parent-informant versions for children as young as age 
2. In addition to providing information on diagnosis and symptom profiles, the 
PARDI also provides severity ratings for each symptom profile and includes an 
assessment of clinical impairment. It is currently the only ARFID assessment that 
provides this impairment index. Both the PARDI and the EDE have demonstrated 
good interrater reliability and the ability to distinguish ARFID from other restrictive 
eating disorders [48, 49].

Finally, a few short, self-report measures of ARFID are available that could serve 
as screening tools, although no clinical cutoffs or norms are yet available. The 
Eating Disorder in Youth Questionnaire (EDY-Q) is a 14-item self-report tool that 
provides information on the different symptom variants of ARFID. The question-
naire has been evaluated in a large sample of youth aged 8–13 years and provides 
guidelines (scoring suggestions) for the “probable” existence of ARFID “subtypes” 
[50]. The subtypes identified by the EDY-Q are selective eating, functional dyspha-
gia, and Food Avoidance Emotional Disorder (FAED), which map onto the DSM-5 
symptom profiles: selective eating with sensory sensitivity, functional dysphagia 
with fear of aversive consequences, and FAED with lack of interest/poor appetite. 
The EDY-Q also has one item each for the screening of pica and rumination and two 
items for the screening of weight and shape concerns. The other screening tool 
available is the Nine Item ARFID Scale (NIAS) [51]. The NIAS has now been vali-
dated in individuals aged 8–65 years, making it the most broadly applicable ARFID 
screening tool [51, 52]. It also provides subscale scores that map onto the DSM-5 
ARFID symptom profiles and has demonstrated good psychometric properties 
(Table 6.1).
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�Treatment

Information on the treatment of ARFID is rapidly expanding. Multiple single case 
studies and small case series are now available detailing the treatment of ARFID in 
specific presentations. A treatment manual for ARFID and a separate guide for 
ARFID caregivers/loved ones are now published and widely available [54, 55]. One 
randomized controlled trial on a brief, intensive treatment for ARFID has been pub-
lished, and data are available on the outcomes of hospital-based ARFID treatments 
from two larger cohorts. Two additional randomized controlled trials to evaluate 
specific ARFID treatments are underway, and one large-scale effectiveness study is 
in progress.

While ARFID as a diagnosis may be new, those with the symptoms of the disor-
der are not. Patients who formally received the diagnosis of Feeding Disorder of 
Infancy and Childhood (FDIC) have been treated for years in the context of hospi-
tal-based and outpatient feeding clinics. The efficacy of the programs and tech-
niques has largely been reported in small, case series reports and has included 
predominantly children in toddlerhood, late preschool, and early school ages [56]. 
The vast majority of techniques utilized in these clinics include behavioral 

Table 6.1  Summary of measures that assess ARFID

Measure name Measure type Ages
Used for 
diagnosis

Symptom 
profiles Features

Pica, ARFID, and 
Rumination 
Disorder Interview 
(PARDI)

Structured 
interview, 
self-report, and 
parent report

2 years 
to adult

Yes Yes Includes severity 
ratings and clinical 
impairment index; 
available in multiple 
languages [48]

Eating Disorder 
Examination, 
ARFID 
Supplement 
(EDE-ARFID)

Structured 
interview, 
self-report, and 
parent report

8 years 
to 
adulta

Yes Yes Assesses four ARFID 
symptom profiles, 
including Food 
Avoidance Emotional 
Disorder (FAED)

Eating Disorder 
Assessment for 
DSM-5 (EDA-5)

Computerized 
semi-structured 
interview, 
self-report

8 years 
to adult

Yes No Available in English, 
Spanish, Norwegian, 
and Turkish [47]

Nine Item ARFID 
Screen (NIAS)

Self-report 
questionnaire

8–65 No Yes Generates a total 
ARFID score and 3 
subscale scores

Eating Disorders 
in Youth 
Questionnaire 
(EDY-Q)

Self-report 
questionnaire

8–13 No Yes Includes suggested 
clinical cutoffs; items 
to assess for weight/
shape distortion and 
presence of pica and 
rumination disorder

aThe EDE-ARFID assessment was designed to be used in ages 8 to adult; the assessment has only 
thus far been evaluated in ages 8–13 years [48]
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interventions and aim to increase both the intake and variety of solid foods, often in 
children with developmental disabilities or on prolonged tube feedings. Interventions 
consistently include techniques such demand fading to increase tolerance of volume 
and new tastes/textures, effective prompting, escape extinction, and contingent rein-
forcement. Some programs also include elements aimed at improving parent-child 
dynamics, such as parent-child interaction therapy. Most feeding therapies are per-
formed on an individual basis and include the involvement of a team of profession-
als, such as psychologists, gastroenterologists, dietitians, speech and language 
pathologists (SLP), occupational therapists (OT), and nurses. The techniques used 
in feeding therapies are reported to be generally effective, but quality data from 
large-scale studies and randomized controlled trials is lacking [56]. Furthermore, 
the participants included in these studies do not generalize well to typically devel-
oping older children, adolescents, and adults.

The only published randomized trial for ARFID to date was conducted within 
the context of a pediatric feeding clinic. This pilot study evaluated the efficacy of 
a 5-day intensive day treatment program for the treatment of severe, chronic food 
refusal in children ages 13–72  months (1–6  years) [57]. Twenty children (12 
boys) and their parents were included in the trial. The treatment consisted of a 
manualized, behavioral intervention (reinforcement, escape extinction, and 
meal-time structure) delivered in the context of 40 meals. Parents were also pro-
vided with training in behavior management procedures. In comparison to a 
wait-list control, participants in the trial showed an increase in bite acceptance, 
a decrease in mealtime disruptions, an increase in grams consumed, and an 
increase in percent of median BMI-for-age percentile (%MBMI). These results 
are consistent with outcomes reported from other single case studies and case 
series using similar interventions. As is consistent with other treatment literature 
in children with feeding disorders, this study sample was very young and had a 
high comorbidity of medical problems and dependence on tube feeding, making 
the outcomes difficult to generalize to older and more typically developing chil-
dren with ARFID.

Similar data are also available for the treatment of ARFID within the context of 
traditional, hospital-based eating disorder programs. Two studies, one from a child 
and adolescent day treatment program and one from an inpatient children’s medical 
center, evaluated treatment outcomes for patients with ARFID in comparison to 
patients with AN. A retrospective chart review of 318 patients hospitalized for acute 
medical instability revealed that most patients hospitalized with ARFID (n = 41, 
11% boys and/or men) achieved the target weight gain goal of 0.2 kg per day [25]. 
However, patients with ARFID required longer hospital stays on average and 
required more frequent enteral (i.e., tube feeding) supplementation to achieve their 
nutritional goals. In a day treatment program for children ages 8–18, patients with 
ARFID (n = 32, 18.7% boys) significantly increased their %MBMI throughout the 
course of their treatment stay and showed a significant decrease in self-reported 
anxiety [10]. In this study, children with ARFID had, on average, a shorter duration 
of treatment compared to their counterparts with anorexia. Importantly, increases in 
%MBMI were maintained in the ARFID group at 1-year follow-up [33].
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Two other major types of interventions for ARFID have been proposed, and ver-
sions of these interventions are currently being evaluated in randomized controlled 
trials. First, family-based treatments for ARFID have received considerable atten-
tion, primarily due to the efficacy of Family-Based Treatment for Anorexia 
(FBT-AN) and the young average presentation of patients with ARFID. One case 
series from an ongoing trial of FBT-AN adapted for ARFID (FBT-ARFID) has been 
published to illustrate the consistencies and changes between the two treatments 
[58]. All three cases from this trial showed improvement in PARDI symptom sever-
ity at the end of treatment, although all lacked complete resolution of ARFID diag-
nostic criteria. Other case series and examples have also been published illustrating 
family-based treatments for ARFID. One case illustrated the success of an adapted 
form of FBT-AN combined with the Unified Protocol for Emotional Disorders in 
Children (UP-C) to treat the case of a young 9-year-old girl with weight loss and 
fears of choking and abdominal pain [59]. While not considered to be family-based, 
others have published on the usefulness of parenting-only interventions, particularly 
with school-aged children with selective eating due to sensory sensitivity [14, 60].

The second type of intervention proposed for use with ARFID is cognitive-
behavior therapy (CBT). Several variations of CBT-based therapies have been 
described in case studies, and the only published manual for the treatment of ARFID 
is Cognitive-Behavior Therapy for Avoidant/Restrictive Food Intake Disorder 
(CBT-AR) [54]. Unlike family-based and behavioral feeding therapies, CBT-AR 
was written for children (ages 10+) and adults with ARFID. It has two versions, one 
family-supported for children, adolescents, and young adults who are underweight 
and one that is in individual format for those who are normal weight or more moti-
vated older adults. Currently, it is the only comprehensive ARFID treatment that 
provides specific, targeted modules to address the unique symptoms profiles of 
ARFID. Results from case studies and case series suggest that a cognitive-behavioral 
approach to the treatment of ARFID may be successful [61–63]. Interventions in 
these studies generally emphasize exposure principles (to both food and fear cues), 
psychoeducation, and other skills such as cognitive restructuring, relaxation train-
ing, behavioral experiments, and relapse prevention. Cases have been illustrated 
across gender and among adolescents and adults with ARFID.  One cognitive-
behavioral intervention has been developed specifically for children presenting with 
the symptoms of poor appetite and lack of interest in eating and includes elements 
of acceptance-based treatments. The Feelings and Body Investigators (FBI) pro-
gram, ARFID Division, provides psychoeducation on the overlap between emotions 
and body feelings, combined with interoceptive exposure, to reduce discomfort with 
feelings of fullness and abdominal pain and improve tolerance of eating [64].

Finally, several medications have been used to augment hospital-based treat-
ments and psychotherapy. Olanzapine, selective-serotonin reuptake inhibitors, and 
mirtazapine have all been associated with increased weight gain, increased rate of 
weight gain, and reduction in anxious and depressive symptoms of ARFID in small 
case series [65–67]. One double-blinded, placebo-controlled feasibility trial in 20 
children (18 months to 6 years) used d-cycloserine to enhance extinction of severe 
feeding aversion during behavioral treatment, improving rapid swallowing and 
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decreasing mealtime disruptions [68]. Retrospective chart reviews have also 
revealed positive effects on feeding tolerance with the use of cyproheptadine in 
children younger than 6  years [69, 70]. Research on medication treatment for 
ARFID is still in early stages, and larger, well-controlled trials are needed.

�Conclusion

ARFID is a complex eating disorder characterized by extremely selective food 
intake due to the sensory properties of foods, fears related to the aversive outcomes 
of eating, and lack of interest in eating. A growing body of data suggests that ARFID 
may be as prevalent and serious as other eating disorders and of particular concern 
for boys and/or men, as they may represent nearly half of all ARFID cases. To date, 
boys seem to comprise the majority of patients with the sensory sensitivity presenta-
tion of ARFID. However, boys and men are underrepresented in many published 
ARFID samples, particularly from clinical settings, and future research should seek 
to better understand potential gender differences in ARFID and their impact on 
treatment and illness outcomes. Furthermore, improved understanding of the unique 
symptom profiles in ARFID, and the neurobiological etiologies that underlie them, 
will be essential for developing effective therapies for ARFID.  For now, several 
promising treatment options are under study and available to those who suffer.
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Assessment Questionnaires with Boys/Men
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	3.	 Summarize questionnaires that measure traditional eating disorder symptoms, 

that are specific to or inclusive of boys/men, and that assess related constructs of 
particular relevance to boys/men.

	4.	 Identify overall options for the approach to selecting eating disorder question-
naires to use with samples of boys/men.

Key Points
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conceptualizations focused on symptom presentations in girls/women.
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•	 A variety of questionnaires have emerged that are specific to boys/men or that 
were inclusive of boys/men in the measurement development process.

•	 Overall options include using traditional questionnaires, using traditional ques-
tionnaires with modified items, utilizing newer questionnaires, or using a 
combination.

�Introduction

Measures that provide scores with good psychometric properties are crucial for both 
research and clinical endeavors, including appropriately identifying the form and 
severity of symptoms, tracking symptoms over time either naturalistically or in 
response to interventions, and investigating relationships with other constructs that 
are theoretically salient to symptom onset, maintenance, and recovery. In particular, 
evidence of adequate reliability and validity of scores on a measure derived from 
samples similar to the group or individual to which that measure is to be adminis-
tered is key. Importantly, the first step during the process of developing any measure 
is to identify and operationalize the construct that it will assess [1]. As such, if a 
construct is operationalized from a limited, biased, or non-inclusive perspective, 
then assessments that are developed to measure that construct will have the same 
limitations as the core conceptualizations that underlie them.

In considering the assessment of eating disorder symptoms and related con-
structs such as body image among boys and men, it is important to understand first 
that the historical development of the eating disorders field was characterized by a 
predominant conceptual and empirical focus on girls and women [2, 3]. Although 
historical cases of eating disorders in boys/men were noted [2], modern conceptual-
izations of eating disorder psychopathology that developed in the later twentieth 
century were mainly based on prototypical symptom presentations in young women. 
As such, diagnostic frameworks, assessment questionnaires, and interventions for 
eating disorders developed within this context, and the vast majority of the eating 
disorder literature has traditionally focused either primarily or exclusively on sam-
ples of girls and/or women [2, 3].

Recent years have seen progress within the eating disorders field with respect to 
understanding that these disorders are not in fact a rarity among boys or men, and 
there is now greater recognition that there may be unique attitudinal and behavioral 
symptom features among boys and men (e.g., related to muscularity) [2–7]. 
However, given that recognition, consistency, and prior experience are often strong 
influences in the selection of assessment measures, the historical development of 
the field and its predominant focus on girls/women have ongoing implications 
today. Notably, several measures that remain widely used within the eating disor-
ders field were originally developed decades ago at a time in which our understand-
ing of how disordered eating, body dissatisfaction, and related symptoms might be 
distinct in boys/men was extremely limited. For instance, the Eating Disorder 
Inventory questionnaire [8–10], originally developed in the early 1980s, and its later 
versions remain widely used in research and clinical settings. Although the measure 
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has undergone updates overtime, the core eating disorder-specific scales are still 
reflective of traditional thinness-oriented eating disorder presentations. Similarly, 
the Eating Attitudes Test [11] remains in use, though it is also strongly focused on 
attitudes and behaviors reflective of a fear of weight gain and restrictive tendencies. 
Additionally, the Eating Disorder Examination [12] and its questionnaire version 
[13] were developed decades ago and have remain largely unchanged with respect 
to the core items comprising its subscales and global score. Overall, the reliance on 
such measures, particularly in the absence of supplemental assessments to address 
limitations associated with the more gendered origins of the traditional measures, 
may promote under-recognition of the presence and/or severity of symptoms among 
certain boys/men, especially for those whose symptoms do not as closely align to 
traditional conceptualizations of eating disorder psychopathology [2–5, 14].

�Measurement Properties and Psychometrics: A Brief Primer

In the most basic sense, psychometric properties reflect the extent to which a mea-
sure is useful and meaningful with regard to its intended purpose. Core psychomet-
ric properties of a measure fall under the categories of reliability and validity, with 
the former addressing the consistency of a measure and the latter addressing the 
extent to which it actually assesses what it is purported to assess; reliability is also 
a necessary precondition for validity [1, 15]. It is important to recognize that even if 
a measure is well established and has demonstrated good psychometric properties 
in prior research, those properties can vary across samples and may not generalize 
when the measure is applied to samples that are distinctive from those used in the 
development and evaluation process or in previous studies [15]. This point is par-
ticularly crucial with regard to the use of eating disorder and related questionnaires 
with boys/men, given that many of the measures in the field were developed and 
evaluated using samples primarily or entirely comprised of girls/women. The fol-
lowing sections provide a concise, basic overview of several core measurement and 
psychometric properties, with an emphasis on those that are particularly relevant to 
understanding the use of questionnaires to assess eating disorder symptoms and 
related constructs in boys/men.

�Reliability

The concept of measurement reliability is related to its consistency [1, 15], and there 
are several specific types. Two common forms that are especially important to con-
sider when selecting a questionnaire are internal consistency reliability, which 
addresses the degree to which items that are posited to assess a given construct do so 
in a consistent way (commonly indexed by Cronbach’s alpha), and test-retest reliabil-
ity, which addresses the degree to which scores are consistent across time from one 
assessment to another (commonly indexed by a correlation coefficient or an intraclass 
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correlation coefficient). A third type of reliability that is relevant for clinician-admin-
istered interviews (e.g., Eating Disorder Examination interview) is interrater reliabil-
ity, which addresses the extent to which there is agreement across raters who are 
rating the same individual (commonly indexed by Cohen’s kappa coefficient).

�Validity

In the context of measurement, validity most generally refers to the extent to which 
a measure actually assesses what it is supposed to be assessing [1, 15]. As with reli-
ability, there are several specific forms of validity. Content validity addresses the 
extent to which the score on a measure comprehensively reflects the breadth of the 
construct(s) that it is meant to represent. Convergent validity addresses the extent to 
which scores on a measure are associated with scores on measures of theoretically 
related constructs; in contrast, discriminant validity addresses whether the score on 
a measure is unrelated to scores on measures of constructs that are theoretically 
disparate (both commonly indexed by a correlation coefficient). Other forms include 
those addressing how scores on a measure relate to some criterion (e.g., concurrent 
validity, predictive validity; commonly indexed by correlation coefficients) and the 
extent to which a measure subjectively appears to assess what it is actually assessing 
(i.e., face validity).

�Measurement Invariance (Equivalence)

The extent to which a measure equivalently assesses a given construct across certain 
specified groups is addressed by statistical tests of measurement invariance [16, 17]. 
Although there are alternative approaches, invariance is often categorized across 
three hierarchical levels, including configural (i.e., the factor structure is equivalent 
across groups), metric (i.e., item factor loadings are equivalent across groups), and 
scalar (i.e., item intercepts are equivalent across groups). Establishing measurement 
invariance across specific groups is especially important when using data from a mea-
sure to compare scores across those groups (e.g., across men and women) [16, 17].

�Implications for Questionnaires Assessing Eating 
Disorder Symptoms

As described above, many of the widely used questionnaires that measure eating 
disorder symptoms were originally developed and validated with samples mostly or 
entirely comprised of girls and/or women, and as such there can be potential con-
cerns when using traditional eating disorder measures with boys/men. For instance, 
if the core construct of eating disorder psychopathology or its subcomponents differ 
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in certain ways between men and women, this could result in a traditional eating 
disorder measure demonstrating lower internal consistency in men, due to less con-
sistent responding across items supposedly assessing a certain construct. One exam-
ple of this concern would be for a questionnaire assessing body dissatisfaction that 
contains items referring to “thighs” or “hips,” along with those addressing body 
shape more generally; in this example, men may be more likely to rate “gendered” 
items in a way that is inconsistent with the other items, resulting in lower internal 
consistency reliability for the questionnaire. Importantly, given that reliability is 
necessary, although not sufficient, for validity, it is therefore crucial to consider 
whether scores on traditional eating disorder measures exhibit adequate reliability 
for use in samples of boys/men.

With regard to validity, the most likely source of concern for using traditional 
eating disorder questionnaires among boys/men derives from the basic conceptual-
ization that originally guided the development of the measure. For instance, certain 
traditional eating disorder questionnaires may have lower content validity if they are 
not fully capturing the breadth of the construct as it applies to samples of boys/men 
(e.g., absence of items addressing muscularity-oriented concerns or related behav-
iors). Further, if there are certain important elements of the construct that are not 
captured by the questionnaire, this can impact the interrelations of that question-
naire with conceptually related and unrelated measures, leading to problems with 
convergent and discriminant validity.

Finally, the concept of measurement invariance is particularly salient with regard 
to the extent to which eating disorder questionnaires are equivalently assessing a 
construct across men and women. For instance, it cannot be assumed that the sub-
scales of an eating disorder measure that were developed using empirical approaches 
in samples of girls/women (e.g., via factor analytic methods) will also be the same 
in samples of boys/men (i.e., cannot assume configural invariance). In order for that 
questionnaire to be used for making comparisons across samples of men and 
women, invariance must first be evaluated to determine what degree, if any, the 
measure demonstrates equivalence across the groups.

�Summary

In sum, when selecting a questionnaire assessing eating disorder or related symp-
toms for use with boys/men in either clinical or research contexts, it is important to 
understand the extent to which scores on that measure have demonstrated adequate 
psychometric properties in relevant samples. If a questionnaire has previously 
shown evidence of questionable psychometric properties in samples of boys/men, it 
might be preferable to consider using an alternative questionnaire until further stud-
ies are conducted that provide support for the use of the intended questionnaire with 
boys/men. Finally, even for those questionnaires that have received psychometric 
support in studies with relevant samples, it is also important for researchers to 
examine and report at least the basic psychometric properties (particularly reliabil-
ity) of each measure they use in the specific sample under investigation in their study.
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�Overview of Assessment Questionnaires

The following section provides an overview of numerous questionnaires that assess 
eating disorder symptoms and related variables of conceptual relevance for boys/men 
that have been commonly used in research or clinical settings or that have been devel-
oped specifically for or with consideration of boys and men. This is not an exhaustive 
list of questionnaires, and the descriptions are primarily based on the measures as 
originally developed and evaluated. Further, measures specific to muscle dysmorphia 
are discussed in the following chapter in this section (Chap. 8) and thus are not 
addressed below. Finally, it is important to acknowledge the limited nature of the 
literature addressing the psychometric properties of many of these questionnaires in 
boys/men [18, 19], and much of the existing evidence derives from studies with sam-
ples of predominantly non-clinical, White, young adult, and presumably cisgender 
and heterosexual men (given that many studies have not assessed or reported on 
gender identity and/or sexual orientation). See Table 7.1 for a summary of question-
naires reviewed below.

Table 7.1  Overview of assessment questionnaires

Questionnaire Construct Description

Questionnaires assessing traditional eating disorder symptoms
Eating Disorder 
Examination-
Questionnaire 
(EDE-Q)

Eating disorder 
symptoms, broad 
range

28 items; 0–6 response scale with variable 
anchors; provides a global score and 4 subscale 
scores: dietary restraint, eating concern, weight 
concern, and shape concern; also provides separate 
frequency counts for various core eating disorder 
behaviors; time frame specified to the past 4 weeks

Eating Disorder 
Inventory 
(EDI) – Multiple 
versions

Eating disorder 
symptoms, broad 
range

Item total, response format, and subscale number 
vary across versions; 3 core subscales across 
versions are drive for thinness, bulimia, and body 
dissatisfaction; no time frame specified

Binge Eating 
Scale (BES)

Binge eating 
symptoms

16 items; multiple-choice response format with 
varying content and range across items; provides a 
total score; no time frame specified

Loss of Control 
Over Eating Scale 
(LOCES)

Loss of control eating 
symptoms

24 items; Likert-type response scale (1 – Never to 
5 – Always); provides a total score and 3 subscale 
scores: behavioral, cognitive/dissociative, and 
positive/euphoric; time frame specified to the past 
4 weeks; 7-item unidimensional abbreviated version 
also available and highly correlated with original

Questionnaires assessing eating disorder symptoms developed specifically for or 
conceptually inclusive of boys/men
Eating Pathology 
Symptoms 
Inventory (EPSI)

Eating disorder 
symptoms
(boys/men inclusive)

45 items; Likert-type response scale (0 – Never to 
4 – Very often); provides 8 scale scores: body 
dissatisfaction, binge eating, cognitive restraint, 
purging, restricting, excessive exercise, negative 
attitudes toward obesity, and muscle building; time 
frame specified to the past 4 weeks
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Table 7.1  (continued)

Questionnaire Construct Description

Eating Disorder 
Assessment for 
Men (EDAM)

Eating disorder 
symptoms
(boys/men-specific)

50 items; Likert-type response scale (0 – Never to 
4 – Always); provides a total score; no time frame 
specified

Muscularity-
Oriented Eating 
Test (MOET)

Muscularity-oriented 
eating attitudes/
behaviors
(boys/men inclusive)

15 items; Likert-type response scale (0 – Never 
true to 4 – Always true); provides a total score; 
time frame specified to the past 4 weeks

Eating for 
Muscularity Scale 
(EMS)

Muscularity-oriented 
eating attitudes/
behaviors
(boys/men inclusive)

27 items; frequency-based response scale (0 – No 
days to 6 – Every day); provides a total score and 9 
subscale scores: preoccupation, diet gain, diet loss, 
dietary restraint, excessive attention, functional 
impairment, health risk, compensatory exercise, 
and negative affect; time frame specified to the 
past 4 weeks

Questionnaires assessing body-image constructs developed specifically for or conceptually 
inclusive of boys/men
Male Body 
Attitudes Scale 
(MBAS)

Body image
(boys/men-specific)

24 items; Likert-type response scale (1 – Never to 
6 – Always); provides a total score and 3 subscale 
scores: muscularity, body fat, and height; no time 
frame specified

Male Body 
Checking 
Questionnaire 
(MBCQ)

Body checking
(boys/men-specific)

19 items; Likert-type response scale (1 – Never to 
5 – Very often); provides a total score and 4 
subscale scores: global muscle checking, chest and 
shoulder checking, other comparative checking, 
and body testing; no time frame specified

Drive for 
Muscularity Scale 
(DMS)

Muscularity-oriented 
attitudes/behaviors
(boys/men inclusive)

15 items; Likert-type response scale (1 – Always to 
6 – Never), with all items reverse scored; provides 
a total score and 2 subscale scores for boys/men: 
muscularity-related attitudes and muscle-
enhancing behaviors; no time frame specified

Drive for 
Leanness Scale 
(DLS)

Leanness-oriented 
attitudes/behaviors
(boys/men inclusive)

6 items; Likert-type response scale (1 – Never to 
6 – Always); provides a total score; no time frame 
specified

Questionnaires assessing pathological exercise
Compulsive 
Exercise Test 
(CET)

Compulsive exercise 24 items; Likert-type response scale (0 – Never 
true to 5 – Always true); provides a total score and 
5 subscale scores: avoidance and rule-driven 
behavior, weight control exercise, mood 
improvement, lack of exercise enjoyment, and 
exercise rigidity; no time frame specified

Obligatory Exercise 
Questionnaire 
(OEQ)

Obligatory exercise 20 items; Likert-type response scale (1 – Never to 
4 – Always); provides a total score; no time frame 
specified

Exercise 
Dependence Scale 
(EDS-21)

Exercise dependence 
(addiction-based 
conceptualization)

21 items; Likert-type response scale (1 – Never to 
6 – Always); provides a total score and 7 subscale 
scores: tolerance, withdrawal, intention effect, lack 
of control, time, reductions in other activities, and 
continuance; time frame specified to the past 
3 months
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�Questionnaires Assessing Traditional Eating 
Disorder Symptoms

The Eating Disorder Examination-Questionnaire (EDE-Q) [13], the questionnaire 
version of the Eating Disorder Examination interview [12], is one of the most 
widely used eating disorder assessments, particularly in research contexts. The 
28-item questionnaire assesses a broad range of eating disorder attitudes and behav-
iors, providing four subscale scores (i.e., dietary restraint, eating concern, weight 
concern, shape concern), a global score reflecting the average of these four sub-
scales, and frequencies of certain eating disorder behaviors (i.e., objective binge 
eating, self-induced vomiting, laxative use, driven/compulsive exercise). The 
EDE-Q has generally received qualified psychometric support, although subscale 
reliability has been questionable in some research with boys and men, and studies 
also commonly fail to replicate the original factor structure [19–23]. Core advan-
tages of this measure in terms of use with boys and men are its broad recognition 
and acceptance in research and clinical contexts, the availability of published norms 
in various clinical and non-clinical populations of boys and men [24–26], its avail-
ability in multiple languages, and free use for non-commercial research purposes. A 
primary limitation of the EDE-Q with regard to eating disorder symptoms in boys 
and men is that it does not assess muscularity-oriented attitudes or behaviors, and 
the origins of the measure (i.e., traditional thinness-oriented) is evident in certain 
items that may have different meanings for boys/men versus girls/women [27].

The Eating Disorder Inventory, now in its third version (EDI-3) [10], is another 
questionnaire that has been widely used in both clinical and research contexts. The 
versions vary with regard to number of items, response format/scoring, and scales. 
Here, the description focuses on the EDI-3, which is comprised of 91 items across 
12 scales that are either eating disorder-specific or general. The three core scales that 
comprise the Eating Disorder Risk composite are drive for thinness, bulimia, and 
body dissatisfaction, whereas example general scales include perfectionism, intero-
ceptive deficits, and emotional dysregulation. Some advantages of using the EDI-3 
are its wide use and recognition, general psychometric support (although reliability 
has been questionable in some studies of men [19]), and availability of norms for 
clinical samples that include boys/men [10, 24]. The measure is also available in a 
computerized format, with automated scoring that generates individualized reports 
with T-scores, percentiles, and detailed information for the scales. As with the EDE-
Q, the primary limitation of the EDI-3 (and previous versions) in assessing eating 
disorder symptoms among boys and men is that it lacks items addressing muscularity-
oriented attitudes or behaviors and certain items (particularly on the body dissatis-
faction scale) are worded in a way that is more typically gendered (e.g., concern 
about hips and thighs being too large). Additionally, the EDI-3 (and previous ver-
sions) does not provide a frequency count for specific behaviors.

The Binge Eating Scale (BES) [28] is a 16-item questionnaire that assesses 
behavioral, cognitive, and affective experiences related to binge eating. Notably, the 
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measure was originally developed in a sample of adults with obesity and provides a 
continuous total score that also can be used to assign a classification of no/mild 
binge eating, moderate binge eating, and severe binge eating. The BES has demon-
strated some evidence of adequate psychometrics in mixed-gender samples of ado-
lescents and adults [28–31]; however, there remains a need to establish the reliability 
and validity of the measure specifically in appropriate samples of boys and/or men. 
Further, the BES does not provide a frequency count for episodes of binge eating 
behavior.

The Loss of Control Over Eating Scale (LOCES) [32] is a 24-item questionnaire 
that assesses the construct of loss of control eating, irrespective of type or amount 
of food consumed. The measure provides a total score and three subscale scores: 
behavioral, cognitive/dissociative, and positive/euphoric. The LOCES, particularly 
the total score, has demonstrated evidence of good reliability and validity in mixed-
gender college samples [32, 33] and in college men [34, 35], although the factor 
structure has not been consistently replicated [36]. A brief 7-item version of the 
scale, highly correlated with the total score of the longer version, is also available 
[32]. This brief LOCES has similarly demonstrated good psychometric properties 
in mixed-gender samples of college students [32, 36], patients with eating disorders 
[36], and community adolescents [37]; the brief version has also shown evidence of 
gender-based invariance in adult and adolescent samples [36, 37]. However, similar 
to the BES, neither the original nor the brief versions of the LOCES provide a fre-
quency count for episodes of loss of control eating behavior.

�Questionnaires Assessing Eating Disorder Symptoms Developed 
Specifically for or Conceptually Inclusive of Boys/Men

The Eating Pathology Symptoms Inventory (EPSI) [38] is a more recently devel-
oped 45-item questionnaire that assesses both traditional eating disorder symptoms 
and other related constructs of conceptual relevance to boys and/or men (e.g., 
muscularity-oriented behaviors). Items are rated in reference to the previous 4 
weeks and are divided across eight scales: binge eating, purging, excessive exercise, 
restricting, cognitive restraint, negative attitudes toward obesity, body dissatisfac-
tion, and muscle building. The EPSI has generally demonstrated strong psychomet-
ric properties in both men and women, including gender-based invariance, although 
certain scales (e.g., purging) have shown lower reliability among men in some stud-
ies [19, 34, 35, 39]. The EPSI also has been found to distinguish between those who 
do and do not have an eating disorder, and norms are available for both men and 
women [39]. Notably, a clinician-rated version of the measure also was recently 
developed and initially validated [40]. However, a primary limitation of the ques-
tionnaire is that it does not provide a specific frequency count for eating disorder 
behaviors and the body dissatisfaction scale contains items that are worded in a way 
that is more typically gendered (e.g., dissatisfaction with size of thighs).
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The Eating Disorder Assessment for Men (EDAM) [41, 42] is another more 
recently developed questionnaire comprising 50 items developed specifically to 
assess eating disorder symptoms among men within domains including weight con-
cerns, food issues, body image/appearance concerns, exercise issues, and disor-
dered eating. The measure provides a total score, although initial evidence also 
suggests the presence of four subscales: binge eating, muscle dysmorphia, body 
dissatisfaction, and disordered eating [41]. Preliminary evidence also supports the 
psychometric properties of the measure, which has been found to distinguish 
between men with and without an eating disorder [41, 42]. The main advantage of 
the measure is that its conceptual development focused specifically on men, with the 
inclusion of items assessing both traditional and muscularity-oriented symptoms 
and concerns. However, the questionnaire has received limited use in research and 
clinical contexts, and further evaluation and validation of the measure is necessary.

The Muscularity-Oriented Eating Test (MOET) [43] is a recently developed 
15-item unidimensional questionnaire that assesses attitudinal, affective, and behav-
ioral components of muscularity-oriented disordered eating, such as rigid planning 
and control of food and macronutrient intake. A primary advantage of the measure 
is its unique focus on manifestations of disordered eating oriented toward pursuit of 
lean muscularity, as well as its relative brevity. Preliminary evidence also supports 
the reliability and validity of the total score among college men [43]. However, the 
MOET lacks items addressing other forms of disordered eating (e.g., binge eating) 
or other muscularity-focused behaviors (e.g., workouts), does not assess theoreti-
cally underlying attitudinal constructs (e.g., body dissatisfaction), and does not pro-
vide frequency counts for disordered eating behaviors.

The Eating for Muscularity Scale (EMS) [44] is a recently developed 27-item 
questionnaire that assesses an array of cognitive, behavioral, affective, and func-
tional dimensions broadly related to the pursuit of muscularity. The measure pro-
vides a total score and nine subscale scores: preoccupation, diet gain, diet loss, 
dietary restraint, excessive attention, functional impairment, health risk, compensa-
tory exercise, and negative affect. A notable advantage of the measure is the breadth 
of the subconstructs it assesses, and in particular, the inclusion of items assessing 
functional impairment related to the disordered eating behaviors. Preliminary evi-
dence also supports reliability and validity in both men and women [44]. However, 
as with the MOET, the EMS does not provide frequency counts for any muscularity-
oriented behaviors.

�Questionnaires Assessing Body-Image Constructs Developed 
Specifically for or Conceptually Inclusive of Boys/Men

The Male Body Attitudes Scale (MBAS) [45] is a 24-item questionnaire developed 
specifically to assess body image dissatisfaction in men. The measure provides a 
total score and three subscale scores: muscularity, low body fat, and height. The pri-
mary advantage of this measure is its focus on body image concerns of particular 
salience to men, including both body fat and muscularity, consistent with the lean 
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and muscular body ideal for boys/men. Evidence also supports the reliability and 
validity of the measure in men [19, 45, 46]. However, it is focused entirely on attitu-
dinal aspects of body dissatisfaction, and thus does not capture relevant body image- 
or disordered eating-related behaviors. Notably, a revised and briefer 15-item version 
(MBAS-R) also was developed and evaluated in a sample of Irish men, with evidence 
supporting its reliability, validity, and a three-factor structure reflecting subconstructs 
similar to those in the original version (i.e., body fat, muscularity, height) [47].

The Male Body Checking Questionnaire (MBCQ) [48] is a 19-item questionnaire 
that assesses the frequency of various body checking behaviors specific to men, such 
as checking the hardness of one’s biceps or taking measurements of muscle size. The 
questionnaire provides a total score and four subscale scores for men: global muscle 
checking, chest and shoulder checking, other comparative checking, and body testing. 
The primary advantage of this questionnaire is that its conceptual development focused 
on men, with items addressing body checking behaviors consistent with both muscu-
larity and leanness, as well as body parts of particular salience for boys/men (e.g., 
biceps, abs). The MBCQ has demonstrated preliminary evidence of reliability and 
validity in college-aged men [49], although more research is needed to further evaluate 
and validate the measure. Further, the behavioral focus of the measure excludes other 
aspects of the broader experience of body image (e.g., attitudinal, affective).

The Drive for Muscularity Scale (DMS) [50, 51] is a 15-item questionnaire that 
assesses thoughts and behaviors related to the desire to become more muscular. The 
measure provides a total score and two subscale scores for boys/men: muscularity-
related attitudes and muscle-enhancing behaviors. The DMS is arguably the most 
well-established and widely used muscularity-oriented questionnaire, and the ques-
tionnaire has demonstrated good reliability and validity in samples of boys and men 
[50–54]. However, the DMS does include items for assessing disordered eating 
behaviors, with the exception of two items that address protein intake and supple-
mentation, and does not provide frequency counts for muscularity-oriented behaviors.

The Drive for Leanness Scale (DLS) [55] is a 6-item questionnaire that assesses 
the desire to have a body characterized by low body fat and toned, fit muscularity. 
Given the potentially greater salience of leanness over thinness for boys/men, the 
focus on this particular dimension is the primary strength of this questionnaire, 
along with its brevity. The DLS also has demonstrated evidence of good psychomet-
ric properties in college-aged men, as well as evidence supporting gender invariance 
[55–57]. However, contrasting with the DMS, the DLS is entirely attitudinal in 
nature, and does not include items assessing either disordered eating or muscularity-
oriented behaviors.

�Questionnaires Assessing Pathological Exercise

The Compulsive Exercise Test (CET) [58] is a 24-item questionnaire that assesses 
cognitive, behavioral, and affective features of compulsive exercise. The measure 
provides an overall score and five subscale scores: avoidance and rule-driven behav-
ior, weight control exercise, mood improvement, lack of exercise enjoyment, and 
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exercise rigidity. The CET has demonstrated adequate psychometric properties in a 
mixed-gender community sample of adolescents [59], in a community sample of 
sexual minority men [60], and in a clinical sample of boys/men with anorexia ner-
vosa [61]. A primary advantage of the questionnaire is that its items and subscales 
are consistent with the common conceptualization of the nature of pathological 
exercise in eating disorders [62]. However, the factor structure of the CET has been 
questioned [63], and items addressing body weight/shape in relation to exercise are 
more consistent with traditional thinness-oriented and fear of weight gain 
motivations.

The Obligatory Exercise Questionnaire (OEQ) [64, 65] is a 20-item question-
naire that assesses the frequency of certain exercise-related experiences and pro-
vides an overall score. A main advantage of the OEQ, similar to the CET, is the 
inclusion of items addressing experiences of particular relevance to eating disorder 
populations (compensatory exercise, body shape motivations). The measure has 
demonstrated evidence of reliability and validity in mixed-gender samples of adults 
[64, 66] and in samples of college and community men [67, 68]. However, whereas 
the OEQ was originally developed as a unidimensional measure, other research in 
different groups (e.g., mixed-gender sample of adolescents) has suggested the util-
ity of a briefer, multidimensional version of the measure [69].

The Exercise Dependence Scale (EDS-21) [70–72] is a 21-item questionnaire 
that assesses exercise dependence based on an addiction-oriented conceptualiza-
tion, with items derived from the criteria for substance dependence. The measure 
provides an overall score and seven subscale scores: withdrawal, continuance, toler-
ance, lack of control, reduction in other activities, time, and intention effects. The 
questionnaire is also designed to classify individuals by severity, based on degree 
and number of symptoms endorsed. The measure has generally demonstrated evi-
dence of adequate reliability and validity in mixed-gender samples of adults [62, 
72–74] and in athletic-specific and non-athletic-specific samples of men [54, 75–
77]; however, the reliability of the reduction subscale in particular has often been 
found to be lower [62, 73–74]. Advantages of the EDS-21 are its breadth of subcon-
structs and the unique addiction-oriented framework underlying the measure. 
However, the questionnaire is focused entirely on exercise behaviors and thus does 
not assess potentially salient underlying attitudes (e.g., body dissatisfaction) or 
other symptoms relevant to eating disorders.

�Choosing Questionnaires for Assessing Boys and/or Men

�General Considerations

After deciding on the particular variable of interest that one is interested in assess-
ing, be it eating disorder symptoms broadly or a more specific construct such as 
binge eating or body image, one is faced with a number of choices. Ultimately the 
selection of a specific measure or measures will depend on a number of 
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considerations. First, the context in which the measure will be administered is a core 
consideration, particularly whether the measure will be used for clinical (e.g., 
understanding the clinical significance of patient’s symptoms at intake, tracking 
treatment progress over time) or research (e.g., describing symptom characteristics 
of a sample, examining associations of symptom severity with other constructs) 
purposes. For example, availability of well-established clinical norms or cut-offs for 
a questionnaire may be useful for clinical screening or intake assessments, as well 
as questionnaires that assess a wide breadth of symptomology. In contrast, within a 
research study, the empirical questions of interest may at times call for using ques-
tionnaires that focus on more narrowly defined constructs.

A second consideration is overall assessment burden [78], which relates particu-
larly to the number of items on a questionnaire and the total number of question-
naires a patient or participant is asked to complete (and in the case of repeated 
assessments, how many times). Excessive assessment burden may result in poorer 
data quality and thus must be balanced with considerations of assessment depth and 
breadth. A third consideration is the characteristics of the individual or sample(s) 
one is assessing and whether the measure is appropriate for that individual or sam-
ple, as well as appropriate for comparisons across samples (e.g., evidence of invari-
ance) if group comparison is a question of interest (e.g., men versus women). For 
instance, it is important to ensure that the language of a questionnaire is appropriate 
for the age level of the individual(s) who will be completing the assessment (par-
ticularly relevant for youth) and to confirm that a questionnaire has shown evidence 
of reliability and validity in samples with sociodemographic features similar to the 
individual or group being assessed. Finally, numerous other practical considerations 
may play a role in selecting a questionnaire, such as the format in which a question-
naire is administered and/or scored (e.g., computerized versus paper-and-pencil, 
hand-scoring versus automated scoring) and whether a questionnaire is freely avail-
able or requires purchase.

�General Options

The options described below for using eating disorder and related questionnaires 
among boys/men should be evaluated within the context of the considerations 
addressed above, as well as the other general assessment and psychometric implica-
tions described earlier.

The first option involves using a traditional questionnaire, despite limitations 
related to the measure’s original development (e.g., absence of muscularity-oriented 
items, presence of items that are potentially gendered). Advantages of this approach 
are that the traditional eating disorder questionnaires typically have a long, well-
established history of use across many settings and as such are familiar to many 
researchers and clinicians. These measures have also had more time to undergo 
investigation in a variety of samples and thus may have psychometric support and 
norms in a wider range of specific populations. However, it is important to 
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recognize the limitations associated with this option, including that a traditional 
measure in the absence of other secondary measures may not fully capture eating 
disorder symptom features that can be more unique to boys/men. A further limita-
tion that is particularly relevant to assessments in clinical settings is that the use of 
traditional measures could promote feelings of alienation for boys/men confronted 
with items on a questionnaire that seem especially gendered. This could potentially 
lead to problems with rapport and treatment engagement, and could also inadver-
tently increase stigma or shame deriving from the misconception that eating disor-
ders only affect girls or women [79, 80].

A second option involves using an existing questionnaire with modifications to 
certain items or content. For example, items that address thinness could be modified 
to address leanness or low body fat, or items that focus on dissatisfaction with body 
parts that may be more gendered (e.g., thighs) could be reworded to be more general 
(e.g., legs) or muscularity-focused (e.g., quads). One notable advantage of this 
approach is that it could avoid the potential for unintended alienation and stigma/
shame, as described above. However, there are numerous disadvantages to this 
approach, and the implications must be understood and carefully considered. 
Namely, when modifying an existing questionnaire, prior evidence regarding psy-
chometric support may no longer hold, and comparisons to scores from the original 
questionnaire, including norms and/or cut-offs, may become inaccurate or invalid. 
As such, it is recommended to consider an alternative approach when feasible.

The third option is to select a questionnaire that was developed conceptually and 
methodologically with a specific consideration for or inclusive of boys and/or men. 
For instance, one might choose a questionnaire that contains items assessing both 
traditional and muscularity-oriented eating disorder symptoms, and that included 
boys and/or men in the sample(s) used in the initial measure development and vali-
dation process. Examples of this include the broadly focused EPSI [38] or the more 
narrowly focused EMS [44], both of which were developed with consideration for 
eating disorder-related symptoms in men and women, or the EDAM [41, 42] or 
MBAS [45], which were developed specifically for men. This approach maintains 
the benefit of the second option (i.e., limiting alienation arising from predominantly 
gendered items), but also has the advantage of consistency with the original ques-
tionnaire and the associated benefits (e.g., psychometrics, facilitating comparisons 
to other samples and norms/cut-offs). Additionally, for questionnaires that have util-
ity for use with both men and women, particularly if measurement invariance has 
been established, this approach facilitates group-based comparisons between men 
and women.

A final option that may have the most utility with regard to balancing depth and 
breadth of assessment is the use of multiple questionnaires. Each of the question-
naires included in the (non-exhaustive) list in Table 7.1 has its own unique advan-
tages and disadvantages with regard to format, content, time frame, and 
psychometrics. In particular, given that eating disorder symptoms in boys and 
men may present traditionally, may present as more muscularity-focused, or may 
present with mixed features (concurrently or over time) [2, 3, 5, 81], there may be 
benefit in including multiple measures to capture the full spectrum of eating 
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disorder attitudes and behaviors that boys and men may experience. This may not 
always be practical or feasible given the context, and as noted above, assessment 
burden must be considered. In addition to the rationale for the assessment (e.g., a 
specific research question or a general clinical assessment), understanding over-
lapping versus distinct content across questionnaires, as well as evidence regard-
ing the extent to which certain questionnaires are correlated, may provide 
guidance in selecting which specific questionnaires to include when this approach 
is taken.

�Conclusions

There has been much progress in recent years with regard to the assessment of eat-
ing disorder psychopathology and related constructs in boys and men, both with 
regard to understanding the limitations of traditional questionnaires and in terms of 
the development of new questionnaires that are specific to or inclusive of distinct 
features and symptoms relevant to boys/men (e.g., lean and muscular body ideal). 
Considering and selecting a questionnaire for use with boys or men in clinical or 
research contexts should take a number of important issues into account, including 
the content of the questionnaire (e.g., items addressing traditional thinness-oriented 
attitudes and behaviors, muscularity-oriented attitudes and behaviors, or both), the 
specific use of the questionnaire (e.g., understanding severity in comparison to clin-
ical norms or cut-offs, tracking symptoms over time naturalistically or during treat-
ment, examining in relation to another variable or construct), evidence regarding the 
measurement and psychometric properties of the questionnaire in samples similar to 
the intended respondent(s), and other issues related to practicality and feasibility 
(e.g., age-appropriate language and wording, assessment burden, requirement to 
purchase).

Despite this progress, there remain areas in need of further study. For example, 
given evidence that measures of certain specific symptoms may demonstrate lower 
reliability in men, more research on the basic nature and conceptualization of these 
constructs, and how they may differ in men versus women (e.g., how men recognize 
and perceive loss of control over eating), is warranted. Additionally, most question-
naires require further evaluation and validation in boys and men, and many require 
measurement and psychometric investigation in specific sub-groups that have been 
especially under-represented in the literature. In particular, further studies are 
needed in racial and ethnic minority men, sexual minority men, transgender men, 
and men across the lifespan (particularly children, younger adolescents, and older 
men), as well as in men from different countries and areas of the world (often neces-
sitating proper language translations for questionnaires). Further, given that many 
of the measures were developed and evaluated in non-clinical samples, there remains 
a need for additional investigations of the psychometric properties of many of the 
measures in relevant clinical samples of boys and men.
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Disclaimer  The opinions and assertions expressed herein are those of the author and do not nec-
essarily reflect the official policy or position of the Uniformed Services University or the 
Department of Defense.
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Chapter 8
Muscle Dysmorphia

William Grunewald and Aaron J. Blashill

Learning Objectives
	1.	 Introduce Muscle dysmorphia (MD) and detail its symptoms, comorbidity, and 

prevalence.
	2.	 Summarize measures for assessing MD.
	3.	 Examine and offer suggestions for current limitations of the MD research 

literature.

Key Points
•	 MD is a disorder in which one believes they are insufficiently lean/muscular, 

leading to clinical distress.
•	 The nosology of MD is unclear due to its similarities with both eating disorders 

and body dysmorphic disorder.
•	 MD research lacks validated assessments for use with clinical populations.
•	 MD research lacks evidence for its theoretical models of development.
•	 Future MD studies must sample men diagnosed with MD in order to better 

inform assessment and treatment of this disorder.
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�What Is Muscle Dysmorphia?

�Clinical Description

In the current edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5), muscle dysmorphia (MD) is classified as a subtype of body dysmorphic 
disorder (BDD), which is defined by an excessive preoccupation with a perceived 
defect in one’s appearance leading to marked distress [1]. Specifically, MD involves 
preoccupation with the thought that one is not muscular enough, coupled with a 
pervasive fear of muscle loss [2]. This preoccupation continues even if one is objec-
tively muscular and may lead to withdrawal from social relationships, excessive 
exercise, disordered eating, and psychological distress [2]. Further symptoms of 
MD include persistent thoughts about muscularity, dissatisfaction with one’s 
appearance, and functional impairment [3]. Specific behaviors associated with MD 
include intensive weight-lifting regimens, specialized diets meant to maximize 
muscle mass, compulsive mirror-checking, social comparisons, and discomfort at 
the presentation of one’s body [4].

�Prevalence

There is a paucity of data on the prevalence of clinically diagnosed MD within 
large community samples; however, some data exist on the prevalence of MD 
symptoms in the general public. Among university students taking courses in 
nutrition, exercise sciences, or biology, 5.9% of students showed traits of MD 
symptoms through the Muscle Dysmorphic Disorder Inventory (MDDI) [5]. In a 
sample of 472 male university students from six schools in Buenos Aires, 5.99% 
of participants met criteria for probable MD using the Drive for Muscularity 
Scale (DMS) [6]. In addition, the prevalence of MD among entry-level military 
personnel in the USA was 12.7% for males [7]. In a study of South-African 
bodybuilders (n = 28) that used structured clinical interviews to diagnosis MD, 
the prevalence rate for MD was estimated as 53.6% [8]. Finally, in a systematic 
review of studies of DSM-IV-defined BDD, it was found that approximately 
2.2% of US men have been diagnosed with BDD, with 9–25% of these men fit-
ting the subtype of MD [9]. Thus, the prevalence of MD for US men may range 
between 0.2% and 0.6% [9].

It is important to note that many of these studies utilized self-report instruments 
without validated cut scores for the diagnosis of MD and its symptoms, and that 
future research on MD should utilize clinician-based assessments to derive preva-
lence estimates. In addition, due to the narrow nature of the samples used in many 
existing studies (e.g., university students, military personnel, bodybuilders), more 
representative sampling approaches should be emphasized in future research to bet-
ter capture the prevalence of MD in the general population.
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�Comorbidity

MD is often associated with a host of comorbid psychopathology and/or maladap-
tive behaviors. In a sample of 21 male patients with MD, 90% of patients endorsed 
lifetime use of appearance- and performance-enhancing drugs (APEDs), such as 
anabolic steroids, human growth hormones, laxatives, and diuretics [10]. However, 
due to the inclusion of laxatives and diuretics as “APEDs” in this study, these rates 
appear higher than in other past studies. For example, in two studies of men with 
MD, 10 of 23 men (44%) and 11 of 24 men (46%) reported lifetime use of anabolic-
androgenic steroids [3, 11]. In a clinical comparison of men with MD vs men with 
BDD (no MD specifier), men with MD were shown to have significantly higher 
rates of anabolic steroid abuse, polysubstance abuse (inclusive of substance abuse 
disorders), and lifetime suicide attempts compared to men with BDD [12]. Of note, 
significantly higher rates of mood/anxiety disorders were found among individuals 
with a history of MD compared to individuals with no history of MD [3]. A study 
that sampled men clinically diagnosed with MD as well as men diagnosed with 
anorexia nervosa (AN) discovered that men with MD experience similar levels of 
eating pathology compared to men with AN, albeit with varied body ideals [10]. 
Mirroring this, in a sample of 60 natural bodybuilders, MD symptomatology was 
positively associated with scores on the 26-item Eating Attitudes Test, a measure of 
eating pathology [13]. With regard to prospective studies, data from the 2014 
Growing Up Today Study (GUTS) revealed that as drive for muscularity increased, 
there was an increase in depressive symptoms, dieting, binge drinking, and use of 
muscle-building products (creatine/steroids) over time [14].

�Classification Debate

There has been continued debate regarding how to classify MD. Although MD is 
currently classified as a subtype of BDD in the DSM-5 [1], its associations with 
eating pathology, anabolic steroid misuse, and strict dietary rules have cast doubt on 
whether this is an accurate classification [15]. In a sample of 106 male weightlifters 
that examined the association of certain attributes of MD with symptoms of 
obsessive-compulsive disorder (OCD), BDD, and eating disorders, MD symptoms 
were positively correlated with OCD symptoms, BDD symptoms, perfectionism, 
and body image dissatisfaction, but were not associated with other ED symptoms 
such as drive for thinness, bulimia symptoms, interoceptive awareness, etc. [16]. 
Furthermore, in a sample of 97 college-age men, scores on the Muscle Dysmorphia 
Inventory (MDI) and levels of social physique anxiety were positively correlated 
with obsessive-compulsive symptoms [17]. Notably, in a clinical comparison of 14 
men diagnosed with MD versus 49 men diagnosed with BDD (without the MD 
specifier), there were no group differences on BDD severity, number of non-muscle-
related areas of concern, and delusionality [12].
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The positive associations between MD and OCD symptoms as well as the 
similarity in BDD symptomology for men with MD/BDD seem to lend support to 
the classification of MD as a BDD subtype. However, in a systematic review 
meant to aid the classification of MD, it was suggested that MD shares more simi-
larities with eating disorders due to symptomatic overlap (perfectionism, preoc-
cupation with diet and exercise as a means of affect regulation), comorbidity with 
various eating disorders, and response to similar treatment approaches such as 
Enhanced Cognitive Behavior Therapy (CBT-E) [15]. Further, in a clinical com-
parison of men with AN and men with MD, the groups showed similar levels of 
body image dissatisfaction, disordered eating, and compulsive exercise [10]. In 
contrast, it has been argued that AN, BDD, and MD should all be classified as 
body image disorders, in that the psychopathology associated with these disor-
ders theoretically stems from a desire to achieve an unrealistic body image ideal 
[18]. Overall, the classification of MD remains unclear, and future research is 
needed with clinical samples in order to elucidate where MD belongs in future 
versions of the DSM.

�Assessment of Muscle Dysmorphia

Although several measures of MD symptomatology have been published, most vali-
dation studies have lacked clinical samples of men diagnosed with MD. Specifically, 
only two studies have used clinically diagnosed samples of MD in empirical com-
parisons to other disorders [10, 12]. For this reason, it is difficult to make definitive 
statements regarding the psychometric properties of MD assessments in clinical 
MD samples. Nevertheless, a summary of different assessments commonly used in 
MD research is addressed below and summarized in Table 8.1.

With regard to early MD research, clinicians often used the Body Dysmorphic 
Disorder Modification of the Yale Brown Obsessive-Compulsive Scale (BDD-
YBOCS) with modifications to some of its items to represent concerns with muscu-
larity [26]. The BDD-YBOCS is a semi-structured clinician-based assessment that 
determines the number of BDD symptoms during the previous week and is com-
prised of two factors: preoccupations and repetitive behaviors [25]. The measure 
can be used in MD research to assess muscularity-oriented intrusive thoughts and 
behaviors, although use of the BDD-YBOCS as a semi-structured interview requires 
training for both assessors and raters. A further limitation is that the measure has yet 
to be validated in a sample of men clinically diagnosed with MD.

Several self-report measures assessing symptoms of MD are available. The 
Muscle Appearance Satisfaction Scale (MASS) is a 19-item self-report measure 
with a five-factor structure that assesses muscle checking, muscle satisfaction, sub-
stance use, injury, and bodybuilding dependence [20]. The MASS has demonstrated 
high internal consistency, test-retest reliability, and construct validity [20]. An alter-
native measure of MD symptoms is the Muscle Dysmorphia Inventory (MDI), a 
27-item self-report questionnaire that consists of six subscales assessing drive for 
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size, body dissatisfaction, weight control, exercise behaviors, physique concealment, 
and dietary behaviors [21]. The MDI has demonstrated high internal consistency, 
construct validity, and convergent validity [21]. While these measures contain items 
that theoretically encompass specific aspects of MD (e.g., satisfaction with muscu-
larity, diet/exercise behaviors), both lack validation in clinical samples of MD.

The most widely used measure of MD is the Muscle Dysmorphic Disorder 
Inventory (MDDI), which is a 13-item self-report questionnaire that assesses body 
image disturbance related to a perceived lack of muscle size/leanness [19]. The 
MDDI is comprised of three factors: the desire for size subscale (perceptions of 
being smaller/weaker than desired), the appearance intolerance subscale (anxiety 
regarding negative beliefs about one’s body), and the functional impairment sub-
scale (negative feelings/interference associated with body image disturbance). The 

Table 8.1  Assessments used in MD research

Measure Construct Description

Muscle Dysmorphic 
Disorder Inventory 
(MDDI)

MD symptoms 13-item self-report questionnaire that has shown 
to have strong test-retest reliability, divergent 
validity, and convergent validity [19]

Muscle Appearance 
Satisfaction Scale 
(MASS)

MD symptoms 19-item self-report measure with a five-factor 
structure: muscle checking, muscle satisfaction, 
substance use, injury, and bodybuilding 
dependence. Shown to have high internal 
consistency, test-retest reliability, and construct 
validity [20]

Muscle Dysmorphia 
Inventory (MDI)

MD symptoms 27-item self-report measure with six subscales: 
drive for size, body dissatisfaction, weight 
control, exercise behaviors, physique 
concealment, and dietary behaviors. Shown to 
have high internal consistency and construct/
convergent validity [21]

Drive for Muscularity 
Scale (DMS)

Attitudes and 
behaviors 
regarding 
muscularity

15-item self-report measure with two subscales: 
attitudes toward muscularity and behaviors to 
increase muscularity. Found to have acceptable 
internal consistency and criterion-related/
concurrent validity [22]

Muscularity-Oriented 
Eating Test (MOET)

Eating attitudes 
and behaviors 
regarding 
muscularity

15-item self-report measure that has shown 
strong internal consistency, test-retest reliability, 
and convergent/divergent validity [23]

Eating for Muscularity 
Scale (EMS)

Eating attitudes 
and behaviors 
regarding 
muscularity

27-item self-report measure that has shown 
strong internal consistency, construct validity, 
convergent validity, and test-retest reliability 
[24]

Body Dysmorphic 
Disorder Modification of 
the Yale Brown 
Obsessive-Compulsive 
Scale (BDD-YBOCS)

BDD symptoms 12-item clinician-based assessment with a 
two-factor structure (preoccupations and 
repetitive behaviors) [25]. Phillips et al. [26] 
demonstrated the internal consistency and 
convergent validity of this measure
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total score for the MDDI as well as its three subscales has shown to demonstrate 
strong internal consistency, test-retest reliability, and convergent/divergent validity 
[19]. Notably, the MDDI focuses on muscle-related body image more than the 
MASS or the MDI, but has similarly not yet been validated in clinical MD samples.

Several other measures are available that address muscularity-oriented attitudes 
and/or behaviors more generally. The Drive for Muscularity Scale (DMS) is a 
15-item self-report questionnaire that assesses participants’ preoccupation with 
their own muscularity [22]. The measure contains two subscales, one assessing atti-
tudes toward muscularity and one assessing behaviors meant to increase muscular-
ity [27]. The DMS has demonstrated acceptable internal consistency, temporal 
stability, criterion-related validity, and concurrent validity [28]. The DMS is a meth-
odologically sound instrument for the use of studying attitudes and behaviors related 
to the pursuit of muscularity more generally, but it should not be conflated with a 
measure specific to MD or a diagnostic instrument for MD.  Additionally, two 
recently developed questionnaires focus on eating attitudes and behaviors associ-
ated with the pursuit of muscularity. The first of these is the 15-item single-factor 
Muscularity-Oriented Eating Test (MOET), which has demonstrated promising 
internal consistency, test-retest reliability, and convergent/divergent validity [23]. 
The second is the Eating for Muscularity Scale (EMS), a 27-item single-factor ques-
tionnaire that displays high construct validity, internal consistency, test-retest reli-
ability, and concurrent validity [24].

�Proposed Etiology of Muscle Dysmorphia

Theoretical models for the development of MD have been proposed, but no sin-
gle model has been empirically confirmed and widely accepted. One multifaceted 
model states that nine interacting factors contribute to the development of MD: per-
fectionism, body mass, sport participation, media pressure, ideal body internaliza-
tion, body dissatisfaction, low self-esteem, negative affect, and body distortion [29]. 
Body dissatisfaction is influenced by other factors such as ideal body internaliza-
tion, low self-esteem, etc. Body dissatisfaction theoretically leads to body distor-
tion (the inability to accurately assess one’s appearance), which has a direct path 
to MD in the proposed model. External pressures to appear a certain way (media 
influence, ideal body internalization, etc.) contribute to body dissatisfaction/distor-
tion, which can be exacerbated by traits/feelings (perfectionism and negative affect), 
eventually leading to the theoretical development of MD [29]. A second model for 
MD development based on a biopsychosocial framework includes factors such as 
genetics, body image consciousness, social pressures to appear a certain way, low 
self-esteem, and the drive for muscularity [30]. Pressures to appear a certain way, 
in combination with low self-esteem and other factors, can lead men to overvalue 
muscularity, theoretically leading to a persistent drive for muscularity that could 
develop into MD [30]. A third proposed model emphasizes factors including cer-
tain precipitating variables (self-esteem, body dissatisfaction), psycho-behavioral 

W. Grunewald and A. J. Blashill



109

characteristics (exercise dependence, use of supplements/steroids, etc.), and nega-
tive outcomes (alienation/narcissism) [31]. In this model, MD is conceptualized as 
beginning with body dissatisfaction and low self-esteem, is maintained through the 
psycho-behavioral characteristics, and may lead to negative outcomes such as alien-
ation or narcissism [31].

Theoretical models for the development of body image dissatisfaction/eating 
pathology have been applied to MD. For example, the transdiagnostic model of eat-
ing disorders [32] suggests that a dysfunction in self-evaluation (characterized by 
perfectionism and overvaluation of weight, shape, eating, and their control) under-
lies the full eating disorder spectrum, with symptoms maintained by a variety of 
factors such as mood intolerance, interpersonal difficulties, and low self-esteem. In 
a sample of 119 Australian college students, associations were found between MD 
symptoms and mood intolerance, perfectionism, and low self-esteem, suggesting 
that the transdiagnostic model of eating disorders may be applicable to MD [33]. 
Additionally, the tripartite model of body image [34], which states that pressures 
from society (media, peers, and family) may lead to body image dissatisfaction via 
internalization of societal body ideals, has also been investigated with regard to MD 
symptomology [35]. In a sample of 180 US undergraduates, internalization of the 
muscular ideal and the thin ideal were associated with MD symptoms. Further, the 
association between MD symptoms and muscular-ideal internalization was higher 
among those with lower thin-ideal internalization [35]. Lastly, Ricciardelli and 
McCabe developed a biopsychosocial model for the pursuit of muscularity in ado-
lescent boys, which may be informative vis-à-vis the development of MD [36]. In 
this model, biological factors (e.g., body mass index, pubertal timing), psychologi-
cal factors (e.g., body image concerns, negative affect), and sociocultural factors 
(e.g., pressure from parents/peers, participation in “power” sports) culminate in the 
pursuit of muscularity, which is theoretically associated with unsafe weight/muscle 
gain strategies, anabolic steroid misuse, and bodybuilding behaviors. This model 
was similar to a model for the development of disordered eating in adolescent boys 
that was posited in the same review, providing additional support for the conceptual 
similarity between MD and eating pathology [36]. Models of MD have utilized a 
biopsychosocial approach or built upon theories for the development of eating 
pathology/body image concerns, demonstrating the wide range of theories and lack 
of consensus regarding MD development.

Numerous studies have examined potential risk factors in relation to the etiology 
of MD symptoms. Unfortunately, there are very few studies that empirically test 
variables from the theoretical models outlined above [37]; however, several person-
ality traits have been implicated in the development of MD. For example, in one 
study of 158 males, the association of perfectionism, sociocultural influences, and 
MD symptoms was investigated cross-sectionally, and perfectionism was suggested 
to be a mediator for the association between sociocultural influences and MD [38]. 
This suggests that individuals high in perfectionism may internalize sociocultural 
norms for how muscular one should appear, potentially leading to the development 
of MD symptoms. In an online study of 74 men examining self-objectification as a 
posited risk factor for MD, men with high levels of self-objectification also 
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indicated a high drive for muscularity and multiple symptoms of MD [39]. In a 
second online study of men, self-objectification mediated the association of inter-
nalization of the mesomorphic ideal and body surveillance, with body surveillance 
further being associated with MD symptoms [40]. Taken together, these findings 
suggest that perfectionism and self-objectification might potentially be risk factors 
for MD; however, the cross-sectional nature of the study designs precludes the abil-
ity to make definitive statements on temporality and causality regarding their role in 
MD development. A summary of different models/risk factors for the development 
of MD is presented in Table 8.2.

One glaring limitation in the field of MD research is the lack of prospective, 
longitudinal studies examining potential risk factors for MD. Investigating risk fac-
tors for MD cross-sectionally certainly provides interesting insights, but the etiol-
ogy of MD cannot accurately be characterized without prospective studies. Future 
MD research must be conducted longitudinally to evaluate theoretical risk factors 
for MD, such as perfectionism or self-objectification [38, 39]. Furthermore, future 
research must attempt to confirm the aforementioned theoretical models, as there is 
scant literature that tests these models empirically [37].

�Prevention/Treatment

Concerning the prevention of MD, certain dissonance-based interventions (e.g., The 
Body Project) have shown to decrease internalization of body ideals, bulimic symp-
toms, dietary restraint, drive for muscularity, and MD symptoms, suggesting that 
these types of interventions should be utilized in the effort to prevent the onset of 
MD [41]. These reductions in bulimic and MD symptoms were mediated by a 
decrease in body-ideal internalization, indicating the importance of addressing 
internalization of body ideals in attempts at MD prevention. Further, in a mixed 
gender randomized control trial, delivery of dissonance-based interventions over 
two separate hour-long sessions was shown to reduce dissatisfaction with muscular-
ity, body fat, and global appearance at a 2-month follow-up and dissatisfaction with 
body parts/body fat at a 6-month follow-up [42]. The Body Project has shown to be 
an effective program for reducing body image/muscular dissatisfaction in men, and 
thus shows promise with regard to the prevention of MD. See Chap. 13 for further 
discussion on prevention in males.

There are no known empirically supported treatments for MD, per se; however, 
cognitive behavioral therapy (CBT) for BDD has strong empirical support [43]. 
Modular-based CBT for BDD is a promising treatment which includes a module on 
MD; however, to date, there is no data on whether the efficacy of CBT varies as a 
function of MD diagnosis [44, 45]. Similarly, no known established treatments for 
eating disorders (e.g., CBT-E) have been tested among men with MD [46]. Given 
the common co-occurrence, it would also be prudent to assess for, and treat, comor-
bid eating pathology as necessary in individuals with MD. See Chap. 14 for further 
discussion on treatment in males.
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Table 8.2  Theoretical models addressing MD risk factors and etiology

Manuscript Framework Theory/findings

Grieve (2007) 
[29]

Biopsychosocial Nine factors contribute to the development of MD: 
perfectionism, body mass, sport participation, media 
pressure, ideal body internalization, body dissatisfaction, 
low self-esteem, negative affect, and body distortion

Olivardia (2001) 
[30]

Biopsychosocial Biological factors (genetics), psychological factors (body 
image consciousness, low self-esteem), and sociocultural 
factors (societal pressures to appear a certain way) may 
culminate in the development of MD

Lantz, Rhea, and 
Mayhew (2001) 
[31]

Psychological MD occurs in three stages:
 � 1. � MD arises from body dissatisfaction and low 

self-esteem
 � 2. � MD is maintained through psycho-behavioral 

characteristics (exercise dependence, steroid use, etc.)
 � 3. � MD leads to negative outcomes, such as alienation or 

narcissism
Murray, Rieger, 
Karlov, and 
Touyz (2013) 
[33]

Psychological The transdiagnostic model of eating disorders can be 
applied to MD. Individuals with MD may overvalue 
eating, weight, and shape, as well as display mood 
intolerance, low self-esteem, perfectionism, and 
interpersonal difficulties. In an undergraduate sample, 
there were associations between perfectionism, mood 
intolerance, low self-esteem, and MD symptoms

Klimek, Murray, 
Brown, Gonzales 
IV, and Blashill 
(2018) [35]

Psychosocial The tripartite influence model of body image can be 
applied to MD. Pressures from media, peers, and family 
may lead to body image dissatisfaction via internalization 
of societal body ideals. Muscular-ideal internalization was 
increasingly associated with MD symptoms as thin-ideal 
internalization decreased

Ricciardelli and 
McCabe (2004) 
[36]

Biopsychosocial Biological factors (BMI, pubertal timing, etc.), 
psychological factors (body image concerns, negative 
affect, etc.), and sociocultural factors (societal pressures to 
appear a certain way) may culminate in the pursuit of 
muscularity in adolescent males

Dryer, Farr, 
Hiramatsu, and 
Quinton (2016) 
[38]

Psychosocial Sociocultural norms for how to appear were associated 
with MD symptoms, and this association was mediated by 
perfectionism

Grieve and 
Helmick (2008) 
[39]

Psychological Self-objectification was associated with drive for 
muscularity and MD symptoms

Heath, Tod, 
Kannis-Dymand, 
and Lovell (2016) 
[40]

Psychosocial Self-objectification, internalization of the mesomorphic 
ideal, and body surveillance contribute to MD symptoms
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�Future Research

With regard to future research, there is a definitive need to isolate factors leading to 
thin-ideal internalization, muscular-ideal internalization, or both, in order to better 
understand how and why men internalize societal cues about how they “should” 
appear [35, 47]. Internalization of these ideals may theoretically be an important 
starting point for the development of the symptoms of MD, and determining why 
men internalize different appearance ideals may reveal further approaches for the 
prevention or treatment of MD. Furthermore, there is a pressing need for prospec-
tive/longitudinal designs in MD research in order to explore/confirm theoretical 
models for the development of MD. Existing MD research almost exclusively con-
sists of cross-sectional designs, limiting the field’s ability to make claims about the 
etiology of MD, as well as limiting the understanding of the course and outcomes of 
MD over time.

Moreover, there must be an emphasis on studies with representative sampling 
approaches to better understand the true prevalence of MD in the general commu-
nity. As previously mentioned, there is a lack of research with clinical samples of 
MD, in addition to MD being compared to other clinical disorders, which limits our 
ability to accurately classify and tailor treatment for MD. Clinical MD research also 
needs to include larger sample sizes in order to increase power to detect significant 
effects in future research. Lastly, additional studies need to be conducted on various 
forms of treatments with MD, in order to illuminate which proposed therapies are 
efficacious in the treatment of MD and whether a distinct form of treatment for MD 
needs to be established.

�Conclusions

MD is currently classified as a subtype of BDD defined by dissatisfaction with one’s 
muscularity and clinical distress regarding one’s appearance. MD is associated with 
a host of co-occurring forms of psychopathology, including various mood/anxiety 
disorders, eating pathology, suicidality, and substance abuse. Several risk factors/
theoretical models for the development of MD have been proposed, but none have 
been empirically validated. Furthermore, there is no current form of treatment spe-
cific to MD, but dissonance-based interventions have shown efficacy in preventing 
the development of MD, and CBT for BDD shows some support as a treatment 
option for MD. Future research regarding MD must emphasize the use of clinical 
samples and longitudinal designs, as these two issues would address the most glar-
ing limitations of the current literature on MD.
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Chapter 9
Medical Complications of Eating Disorders 
in Boys and Men

Jason M. Nagata, Kyle T. Ganson, and Neville H. Golden

Learning Objectives
	1.	 Identify cardiovascular, endocrine, skeletal, growth, gastrointestinal, neurologi-

cal, and hematological complications of eating disorders in boys and men.
	2.	 Describe gaps in evidence of medical complications of eating disorders in boys 

and men.

Key Points
•	 Eating disorders in boys and men are associated with high morbidity and high 

mortality rates.
•	 Medical complications of eating disorders in boys and men can affect nearly 

every organ system in the body.
•	 Medical complications of muscle dysmorphic disorder and muscularity-oriented 

disordered eating remain largely unknown.

�Introduction

Eating disorders include, but are not limited to, anorexia nervosa, atypical anorexia 
nervosa, bulimia nervosa, binge eating disorder, and avoidant/restrictive food intake 
disorder, according to the Diagnostic and Statistical Manual of Mental Disorders, 
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5th Edition (DSM-5) [1]. These disorders can cause significant medical compli-
cations affecting every organ system in the body [2]. Most research on medical 
complications of eating disorders have focused on girls and women, particularly in 
anorexia nervosa. However, there is a limited and growing evidence base on medi-
cal complications of eating disorders in boys and men.1 The Minnesota Starvation 
Experiment conducted by Ancel Keys from 1944 to 1945 comprehensively evalu-
ated medical consequences of starvation in young men [3]. Although these men 
did not necessarily experience eating disorders, many developed disordered eating 
through out the course of the experiment, and these findings may be applicable to 
young men who experience starvation from eating disorders.

The purpose of this chapter is to review the evidence on medical complications 
of eating disorders in boys and men. In particular, we review cardiovascular, elec-
trolyte, refeeding syndrome, endocrine, bone density, growth and body composi-
tion, gastrointestinal and liver, neurological, and hematological consequences of 
eating disorders in boys and men (Table 9.1). Less is known about medical conse-
quences of muscle dysmorphic disorder, characterized by a preoccupation with not 
being sufficiently muscular or lean, and muscularity-oriented disordered eating; the 
chapter on appearance- and performance-enhancing drugs reviews medical compli-
cations associated with use of those substances (Chap. 12).

�Mortality

Eating disorders have among the highest mortality rates of any psychiatric illness. 
Crude mortality rates for men with eating disorders are estimated at 12.9% for 
anorexia nervosa, 11.1% for bulimia nervosa, and 6.4% in eating disorders not oth-
erwise specified [4]. Standardized mortality rates in men with anorexia nervosa are 
six to eight times that of the male reference population [4, 5].

�Cardiovascular Consequences

In a state of malnutrition, bradycardia and hypotension are cardiovascular responses 
due to a decreased basal metabolic rate and parasympathetic activation [6]. Among 
adolescent boys and young adult men evaluated for a restrictive eating disorder in an 
outpatient medical subspecialty clinic, 39.4% presented with bradycardia (heart rate 
58.7 ± 17.5 beats/min), and 12.1% had orthostatic heart rate changes (change in 
heart rate 22.0 ± 21.6 beats/min) [7]. Over half (51.5%) of these patients met hospi-
tal admission criteria during their first outpatient evaluation based on vital sign 
instability [7]. Exercise, including team sports participation and hours of exercise 

1 In this chapter, we use the terms males and boys/men interchangeably.
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per week, is associated with bradycardia in the setting of eating disorders. Bradycardia 
warranting hospital admission has been documented in adolescent boys with muscu-
larity-oriented disordered eating [8]. Other cardiac complications noted in men with 
anorexia nervosa include supraventricular tachycardia (SVT) and cardiopulmonary 
arrest with subsequent tachycardic episodes and a pericardial effusion [9].

Table 9.1  Medical complications in eating disorders in boys and men

Cardiovascular Bradycardia
Prolonged QT interval
Orthostatic hypotension
Mitral valve prolapse
Pericardial effusion
Reduced left ventricular wall thickness and mass
Elevated cholesterol

Electrolyte abnormalities Refeeding syndrome
Hypokalemia
Hypophosphatemia
Hypomagnesemia
Hyponatremia
Hypernatremic dehydration
Hypocalcemia

Endocrine Diminished libido
 � Gonadal Low testosterone

Low follicle-stimulating hormone (FSH)
Low luteinizing hormone (LH) pulsatility

 � Thyroid Low free triiodothyronine (fT3)
Low free thyroxine (fT4)

Skeletal Low bone mineral density
Increased fracture risk

Growth Growth stunting and retardation
Body composition Low fat mass index

Low lean body mass index
Gastrointestinal and liver Impaired gastric emptying

Superior mesenteric artery syndrome
Elevated liver enzymes

Neurological Cortical atrophy
Reduced temporal and parietal volumes
Peripheral neuropathy
Muscle weakness

Hematological Anemia
Thrombocytopenia
Leukopenia
Neutropenia

Table adapted from Nagata and Golden, 2018 [31]

9  Medical Complications of Eating Disorders in Boys and Men



122

Total cholesterol abnormalities were present in 16.7–40.0% of boys and men 
with eating disorders [7, 10]. Abnormal triglycerides were noted in 26.1% of ado-
lescent boys with eating disorders [10]. Cholesterol elevation in eating disorders 
may be related to liver dysfunction, dehydration, reduced cholesterol turnover, and 
delayed cholesterol metabolism, but the exact etiology is unclear [11]. Binge eating 
in young men is associated with incident hyperlipidemia [12].

�Electrolyte Abnormalities

Eating disorders can lead to electrolyte abnormalities due to malnutrition, purging, 
refeeding syndrome, kidney dysfunction, or other etiologies [13]. Among a sample 
of 20 adolescent boys and young men presenting for eating disorder care who had 
available laboratory data, 25% had abnormal potassium, while 5.3% had abnormal 
phosphorus [7]. In the sample, three patients reported vomiting at the time of pre-
sentation. One-fifth had a creatinine level in the abnormal range [7]. In another 
sample of 71 male youth with eating disorders, abnormal phosphorus (23.2%), 
magnesium (9.1%), potassium (5.2%), chloride (4.0%), and sodium (1.7%) levels 
were noted [10]. In a small case series of ten adolescent boys with anorexia nervosa, 
one 12-year-old boy presented with hypernatremic dehydration (serum sodium 
172 meq/l) [9].

�Refeeding Syndrome

Refeeding syndrome is characterized by shifts in fluid and electrolyte levels from 
extracellular to intracellular spaces in malnourished patients who are undergoing 
nutritional refeeding [14]. These fluid and electrolyte shifts can have serious car-
diac, respiratory, neurologic, and hematologic consequences and are associated 
with significant morbidity and mortality [14]. Although there is a paucity of studies 
examining refeeding syndrome in boys and men with eating disorders, refeeding 
syndrome was noted among the young men who experienced starvation and then 
refeeding in the Minnesota Starvation Experiment [3].

�Endocrine

Malnutrition from eating disorders may suppress the hypothalamic-pituitary-
gonadal axis in boys and men, leading to low luteinizing hormone (LH), follicle-
stimulating hormone (FSH), and testosterone levels [10, 15]. Among male youth 
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with eating disorders, 13.3% had abnormal testosterone levels [10]. Associated 
symptoms may include diminished libido. In the Minnesota Starvation Experiment, 
young men experiencing starvation also had decreased sperm counts and mobility [3].

Eating disorders in boys and men can also affect the hypothalamic-pituitary-
thyroid axis, with dysregulation of thyroid feedback control. Among adolescent 
boys and young men with eating disorders, 10.5% had abnormal thyroid-
stimulating hormone (TSH) levels, and 5.6% had abnormal free thyroxine (free 
T4) levels [7].

�Bone Density

Osteoporosis and osteopenia are complications of eating disorders in boys and men 
[16, 17]. Adolescent boys with anorexia nervosa have significant deficits in bone 
mineral density [16, 17]. Bone mineral density Z-scores < −1 were present at the 
lumbar spine (48%), total hip (44%), and femoral neck (40%) among adolescent 
boys [18]. Atypical anorexia nervosa is associated with higher bone mineral density 
compared to anorexia nervosa in adolescent samples including boys [19]. In adult 
men, low bone mineral density Z-scores (<−2 at ≥1 site) were documented in men 
with anorexia nervosa (65%), atypical anorexia nervosa (33%), and avoidant/restric-
tive food intake disorder (18%) [20]. Weight-bearing exercise and participation in 
team sports may be protective of whole body bone mineral content and bone min-
eral density at the hip [21]. Among men older than 40 years, anorexia nervosa is 
associated with higher fracture risk compared to healthy controls (hazard ratio: 
2.54) [22].

�Growth and Body Composition

Growth stunting and retardation has been noted in adolescent boys with anorexia 
nervosa. In a sample of 12 boys with anorexia nervosa, 11 exhibited growth retarda-
tion as evident by a decrease in their height standard deviation score [23]. Weight 
restoration was associated with accelerated linear growth in all patients [23]. 
Complete catch-up growth was not achieved in 9 of 12 patients [23]. In terms of 
body composition, adolescent boys with anorexia nervosa have significant lean 
body mass index (mean Z-score  −  0.47  ±  0.63) and fat mass index (mean 
Z-score − 2.41 ± 0.96) deficits [24]. In adolescent samples including boys, partici-
pation in team sports was associated with greater deficits in fat mass index Z-score, 
while duration of weight-bearing exercise was associated with higher lean body 
mass index Z-score [21].
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�Gastrointestinal and Liver

Eating disorders may affect the entire gastrointestinal tract [25]. Although most 
research on gastrointestinal complications has been in women with anorexia ner-
vosa, limited research has included men with eating disorders [25]. Studies includ-
ing boys and men with eating disorders have demonstrated impaired gastric 
emptying, but sex differences were not noted [26, 27]. Superior mesenteric artery 
syndrome has been documented in a 38-year-old man with a delayed diagnosis of 
an eating disorder [28]. Elevated liver enzymes (alanine aminotransferase ≥40 U/L) 
have been documented in adolescent boys with anorexia nervosa [10, 29]. Male 
versus female sex was associated with higher risk of elevated liver enzymes in 
anorexia nervosa [29].

�Neurological

Brain volume may be affected in the setting of restrictive eating disorders, resulting 
in structural brain changes on brain imaging [2]. For instance, cortical atrophy was 
noted in seven of nine adolescent boys with eating disorders on computed tomogra-
phy (CT) scans [9]. Another study that included an adolescent boy demonstrated 
reduced temporal and parietal volumes on magnetic resonance imaging (MRI) [30]. 
Peripheral neuropathy and muscular weakness have been noted in an adolescent boy 
with anorexia nervosa [9].

�Hematological

Eating disorders can affect all blood lines, including red blood cells, white blood 
cells, and platelets [31]. In one study of adolescent boys with anorexia nervosa, 
seven of the ten boys had mild anemia based on normative values for their sexual 
development stage [9]. In another study, adolescent boys and young men with eat-
ing disorders had abnormal hemoglobin (23.8%), hematocrit (33.3%), white blood 
cell count (23.8%), absolute neutrophil count (10.0%), and platelet count (19.0%), 
presumably lower than the normal range [7].

�Conclusion

This chapter summarizes the literature on medical complications of eating disorders 
among boys and men. See Chap. 10: Medical Management of Eating Disorders in 
Boys and Men: Current Clinical Guidance and Evidence Gaps for information on 
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medical management of eating disorders. Evidence indicates that medical compli-
cations of eating disorders can affect nearly every organ system in boys and men 
[32]. However, there remains a need for more research on medical complications in 
eating disorders in boys and men, especially by diagnosis type, particularly for atyp-
ical anorexia nervosa and avoidant restrictive food intake disorder. There is a pau-
city of research on medical consequences of muscularity-oriented disordered eating 
[33], and this remains an important area of future research.
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Chapter 10
Medical Management of Eating Disorders 
in Boys and Men: Current Clinical 
Guidance and Evidence Gaps
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Learning Objectives
	1.	 Recognize that current clinical guidance may lack sensitivity for the unique pre-

sentations of eating disorders among boys and men.
	2.	 Identify multiple areas, including monitoring bone health, body mass index, 

treatment goal weight, refeeding protocols, testosterone testing, use of 
performance-enhancing substances, and muscle dysmorphia, that have unique 
considerations for eating disorders in boys and men.

	3.	 Identify areas for future research to address the gaps in the current clinical 
guidance.

Key Points
•	 Current clinical guidance does not disaggregate by sex, despite differences in 

clinical presentation of boys and men experiencing eating disorders.
•	 Specific areas of current clinical guidance that could be refined include monitor-

ing bone health, body mass index, treatment goal weight, refeeding protocols, 
testosterone testing, use of performance-enhancing substances, and muscle 
dysmorphia.

•	 Overall, there is a need for more empirical observational and experimental medi-
cal research to develop the evidence base to inform specific clinical guidance for 
boys and men experiencing eating disorders.
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�Introduction

Guidance for the clinical treatment of eating disorders can be presented in a number 
of formats, including clinical practice guidelines, position papers, and review arti-
cles, among others. In this chapter, we discuss different aspects of these recommen-
dations as they relate to boys and men1 experiencing eating disorders. To simplify 
our discussion, we will refer to each of these documents more generally as clinical 
guidance.

Current clinical guidance lacks specificity by sex, largely due to gaps in the evi-
dence base on eating disorders in males. Instead, guidance in the United States for 
adolescents [1] and adults [2] and guidelines in the United Kingdom [3] and 
Australia and New Zealand [4] provide direction to medical providers based on 
diagnosis and level of care. This guidance may not apply to boys and men given 
these groups experience eating disorders differently compared to girls and women. 
Additionally, prior to the Diagnostic and Statistical Manual, Fifth Edition (DSM-5), 
which was published in 2013, amenorrhea was a diagnostic criterion for anorexia 
nervosa in post-menarcheal females [5]. This criterion did not apply to males and 
may have led to inaccurate diagnosis for boys and men that presented with the 
remaining criteria of anorexia nervosa. Ultimately, current clinical guidance does 
not provide adequate direction on how medical professionals can provide effective 
assessment and treatment for boys and men. In the age of precision medicine [6, 7], 
developing specific clinical guidance for the treatment of boys and men experienc-
ing eating disorders is imperative [8]. This chapter will focus on additions and 
updates needed to current clinical guidance in order to effectively include boys 
and men.

While eating disorders treatment often requires an interdisciplinary team, the 
role of the medical professional is critical and multifaceted. Medical professionals 
may be the first point of contact for boys and men who are experiencing an eating 
disorder. Therefore, it is crucial that medical professionals are knowledgeable and 
skilled at screening for eating disorders among these populations [9]. Medical pro-
fessionals are the primary member of the treatment team who assess medical stabil-
ity, which will ultimately inform the treatment provided by psychiatrists, dietitians, 
and psychotherapists. Subsequently, assessment of medical stability will inform the 
appropriate level of care (i.e., inpatient versus outpatient management) necessary 
for the individual to receive optimal clinical intervention. It is clear that the role of 
the medical professional is critical to providing effective eating disorders treatment, 
as is guidance used to provide appropriate medical care.

1 In this chapter, we use the terms “males” and “boys/men,” as well as “females” and “girls/women,” 
interchangeably.
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�Summary of Current Medical Treatment Guidance

Medical treatment guidelines have been published by the American Psychiatric 
Association (APA) [2], the National Institute for Health and Care Excellence 
(NICE) [3], and the Royal Australian and New Zealand College of Psychiatrists 
(RANZCP) [4]. Further, the Society for Adolescent Health and Medicine 
(SAHM) has published a position paper [1] with an accompanying review article 
to update the medical management of restrictive eating disorders in adolescents 
[9]. See Table 10.1 for the characteristics of these publications. While there are 
many components of these recommendations that apply to both sexes (i.e., the 
role of the medical provider and standardization of terminology), the clinical 
guidance is not disaggregated by sex. This may inhibit males from receiving 
appropriate care.

Overall, major components of the current clinical guidance that do not account 
for the unique differences in the presentation of eating disorders in boys and men 
may negatively impact these individuals. These recommendations include guidance 
for monitoring bone health, body mass index (BMI), target weight goals, refeeding 
protocols, testosterone testing, use of performance-enhancing substances, and mus-
cle dysmorphia. The remainder of this chapter will discuss each of these problems 
as it relates to the treatment of boys and men. It is important to note that the lack of 
specific clinical guidance for boys and men is due to the overall lack of evidence to 
support specific recommendations. Therefore, we provide potential solutions and 
areas of needed research aimed at remedying these problems and building the evi-
dence base to develop clear medical treatment guidelines.

Table 10.1  Clinical guidance referred to in this chapter

Year 
published Country published Population

Clinical practice guidelines

American Psychiatric Association (APA) 2006 United States Adolescents and 
adults

National Institute for Health and Care 
Excellence (NICE)

2017 United Kingdom Adolescents and 
adults

Royal Australian and New Zealand 
College of Psychiatrists (RANZCP)

2014 Australia and New 
Zealand

Adolescents and 
adults

Position paper

Society for Adolescent Health and 
Medicine (SAHM)

2015 United States Adolescents

Review paper

Society for Adolescent Health and 
Medicine (SAHM) “Update”

2015 United States Adolescents
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�Monitoring Bone Health

Clinical guidance outlined in the SAHM review article indicates that dual-energy 
X-ray absorptiometry (DXA) scans should be conducted to monitor bone health 
when there has been a loss of menses for 6 or more months in adolescent girls [9]. 
This does not provide adequate guidance on how to monitor the bone health of ado-
lescent boys, despite boys experiencing similar bone deficits compared to adoles-
cent girls [10]. The APA guidelines also indicate that amenorrhea should be used as 
a marker for monitoring bone health in adult patients [2]. The NICE [3] and 
RANZCP [4] guidelines recommend that the monitoring of bone health via DXA 
scans should be based on duration of illness. This improved language is more inclu-
sive and appropriate for boys and men who may be at risk for reduced bone mineral 
density (BMD) for age or osteoporosis. Additionally, medical professionals should 
consider the degree of weight-bearing exercise boys and men engage in when 
assessing and monitoring bone health. Boys and men may engage in excessive exer-
cise behaviors, which may be protective of BMD at the hip and whole-body bone 
mineral content (BMC) [11].

Further studies examining the progression of BMD and fractures through the 
time course and duration of illness could help guide when to obtain a DXA. In par-
ticular, understanding how BMI, duration of illness, specific eating disorder diagno-
sis, age, and other factors may affect BMD and fracture risk in males could inform 
future clinical practice guidelines.

�Body Mass Index

The use of BMI as a measure of health or severity of illness presents a significant 
issue for boys and men experiencing eating disorders. As noted by the SAHM posi-
tion paper, BMI is used in conjunction with other measures to assess the degree of 
malnutrition [1]. Ultimately, this assessment of malnutrition guides treatment goals 
for weight gain and refeeding and meal planning.

The SAHM review article indicates that the degree of malnutrition is based on 
percent median BMI, Z-scores, and percent weight loss [9]. Adolescent boys and 
young adult men may present higher percent median BMI and have a higher mean 
weight loss [12]. This updated definition of the degree of malnutrition recognizes 
that an individual can be severely malnourished even at a normal or high weight if 
he or she has lost a great deal of weight (>20% in 1 year or > 10% in 6 months). 
However, medical professionals who strictly use BMI as a measure of malnutrition 
may miss boys and men experiencing eating disorders who are more likely to be at 
a normal weight or are overweight based on their BMI [12]. Low BMI is indicated 
in the NICE guidelines as a primary eating disorder assessment measure, as well as 
a marker of recovery [3]. Similarly, the RANZCP guidelines recommend that BMI 
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be used as a primary measure to differentiate between a psychiatric and medical 
admission criteria in adults [4]. BMI may not effectively differentiate between fat 
mass and muscle mass. Therefore, BMI will not be able to effectively identify boys 
and men who are attempting to gain muscle mass and may have deficits in body fat. 
BMI is also used in the APA guidelines; however, it is noted that both degree of 
muscularity and body frame size may decrease the validity of the BMI as a marker 
of medical condition in adult patients [2]. Therefore, medical professionals should 
consider using multiple measures, such as the patient’s growth charts, percent 
weight loss, BMI, and pubertal stage to accurately measure body composition in 
boys and men.

Future research could characterize to what extent BMI is associated with med-
ical instability in specific eating disorder diagnoses in males, especially atypical 
anorexia nervosa, avoidant/restrictive food intake disorder, and muscle dysmor-
phia. Furthermore, alternative markers such as weight suppression, weight loss, 
or body composition could be explored as alternative predictors of medical 
instability.

�Determining Treatment Goal Weight

The SAHM position paper proposes a two-step process to calculate treatment goal 
weight: (1) determination of degree of malnutrition and (2) determination of a 
healthy weight range for that particular individual. For the determination of degree 
of malnutrition, as discussed above, percent median BMI, BMI Z-score, and amount 
and rate of weight loss may have limitations in males who may seek to gain weight 
or muscularity [1]. In particular, evaluating for weight loss may miss boys who are 
seeking a larger body size and muscularity given that these boys may not experience 
weight loss [13]. The APA guidelines for the treatment of anorexia nervosa indicate 
that a goal weight is reached when normal testicular functioning is resumed [2]. The 
APA guidance indicates that atypical anorexia nervosa, which may be more preva-
lent among males, poses challenges for identifying a treatment goal weight. The 
RANZCP guidelines emphasize that BMI percentiles can be used as a marker for 
determining weight goals in children and adolescents with eating disorders [4]. The 
current NICE guidelines do not have specific recommendations for treatment goal 
weight [3].

Ideally, future randomized controlled trials could compare different treatment 
goal weight methods in males for markers of remission, including medical stability, 
psychological stability, and others. Additionally, studies should investigate the opti-
mal (if any) treatment goal weights (or alternative goal markers) for boys and men 
experiencing atypical anorexia nervosa and muscle dysmorphia. This may include 
comparisons of treatment outcomes for different treatment goal weight needs and 
methods.
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�Refeeding Protocols

In conjunction with treatment goal weight, the measurement of refeeding protocols 
may not provide effective guidance for the treatment of boys and men despite early 
research on refeeding protocols focusing solely on young adult men [14]. The 
review article on medical management of eating disorders in adolescents indicates 
that for inpatient treatment, initial caloric intake should be between 1400 and 2000 
calories per day [9]. The APA guidelines indicate that caloric intake should be mea-
sured from 30 to 40 calories per kilogram of weight per day (approximately 
1000–1600 calories per day) [2]. The APA guidelines appropriately note that caloric 
intake may need to be higher (upward of 4500 calories per day) for male patients 
with anorexia nervosa as men may have higher lean body mass and lower fat mass 
compared to women [2]. Additionally, men have generally larger body frames com-
pared to women, which may require greater weight gain to return to a normal weight 
[2]. The current NICE guidelines for refeeding indicate starting with 5–10 calories 
per kilogram of weight for severely underweight patients, eventually increasing 
caloric intake to 20 calories per kilogram of weight within the first 2 days of inpa-
tient treatment [15]. Lastly, the RANZCP guidelines recommend starting at roughly 
1400 calories per day and increasing by roughly 500 calories per day every 2–3 days 
until the individual’s weight goal has been achieved [4].

The current SAHM, APA, NICE, and RANZCP recommendations all neglect to 
discuss specific refeeding protocols for boys and men who are engaging in 
muscularity-oriented disordered eating (see Chap. 3 on Muscularity-Oriented 
Disordered Eating). These boys and men often engage in behaviors that include 
increasing exercise (i.e., exercising for the sole purpose of gaining muscle), chang-
ing dietary intake (i.e., increasing protein intake and decreasing fat and carbohy-
drate intake or cycling between bulking and cutting eating), and even using 
muscle-enhancing supplements (i.e., creatine, whey protein, etc.) and steroids in 
order to gain muscle mass [16]. These are unique behaviors that will require tar-
geted nutrition protocols for effective treatment.

Future research could design randomized controlled trials using various refeed-
ing protocols in males to determine short- and long-term treatment outcomes, such 
as refeeding syndrome (short-term) and clinical remission (long-term). Different 
refeeding protocols, such as weight-based and fixed calories (i.e., starting at 2000 
calories and advancing by 200 calories per day), could be compared using multiple 
study sites to increase sample sizes.

�Testosterone Testing

Chronic dieting or excessive exercise in patients with eating disorders leads to 
hypothalamic suppression as an adaptive response to an energy deficit. Impaired 
pulsatility of gonadotropin-releasing hormones suppresses the secretion of 
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gonadotropins. In females, this manifests as primary or secondary amenorrhea with 
low luteinizing hormone (LH), follicle-stimulating hormone (FSH), and estradiol 
levels and regression of the ovaries and uterus to prepubertal size. Duration of 
amenorrhea is directly correlated with low BMD [17, 18], providing an evidence 
base to recommend prolonged duration of amenorrhea (>6 months) as a reason to 
order a DXA in females with eating disorders [9, 19–21]. Resumption of menses in 
females is one indicator of restoration of hypothalamic-pituitary-gonadal function, 
and an estradiol level > 30 pg/mL has been shown to be predictive of resumption of 
menses within 3–6 months in adolescent females with eating disorders [22]. Serial 
estradiol levels have been used by some to help set treatment goal weights in females 
[23, 24]. Others have used serial pelvic ultrasound [25–28].

In males, hypothalamic suppression leads to low LH, FSH, and testosterone lev-
els [29–33], accompanied by the symptoms of diminished libido and loss of early 
morning erections. Testosterone has both an anabolic and antiresorptive effect on 
bony structures, and low testosterone levels may contribute to reduced bone mineral 
density and increased fracture risk in males with anorexia nervosa. Testosterone 
levels improve with weight restoration [34, 35]. However, data are lacking on spe-
cific testosterone cutoffs to guide clinical decision-making, such as when to order a 
DXA or how to determine treatment goal weight. Future research could determine 
clinically significant testosterone levels and associations with DXA, medical stabil-
ity, and treatment goal weight.

�Muscle Dysmorphia and Performance-Enhancing Substances

As already noted in this chapter, boys and men commonly engage in muscularity-
oriented disordered eating [16, 36, 37] and are often more concerned with muscu-
larity and leanness rather than thinness [13]. These characteristics are emblematic 
of muscle dysmorphia. Currently, the DSM-5 does not classify muscle dysmorphia 
as an eating disorder, but instead classifies this disorder as a subtype of body dys-
morphic disorder under the obsessive-compulsive disorders [5]. Given the similari-
ties between the characteristics of eating disorders among boys and men and muscle 
dysmorphia, it may be important to reclassify muscle dysmorphia as an eating dis-
order and, therefore, develop specific medical treatment recommendations for this 
disorder.

An additional concern for boys and men experiencing eating disorders is the use 
of performance-enhancing substances (PES). PES are legal (i.e., creatine) and ille-
gal (i.e., anabolic-androgenic steroids) substances that are used to improve athletic 
performance and increase muscularity [38, 39]. These substances are widely used 
by adolescent boys [36] and men [37] and are often used in conjunction with other 
disordered eating behaviors [40, 41]. It is crucial for medical professionals to be 
screening for PES use among boys and men who present for treatment for an eating 
disorder or who are engaging in muscularity-oriented behaviors. Additionally, there 
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is a need to develop treatment recommendations on how medical professionals can 
assist patients in safely tapering off the use of PES.

Future research could design randomized controlled trials to investigate tapering 
protocols based on type of PES, frequency of use, and dosage. Future research is 
also needed to investigate the longitudinal health outcomes of legal PES use specifi-
cally related to physiological (i.e., cardiovascular, endocrine, and circulatory sys-
tems), psychological (i.e., mental health diagnoses and substance use), and social 
(i.e., relational, violence, and criminal justice) health outcomes. These data will 
assist in developing effective treatment protocols related to these domains.

�Conclusion

This chapter outlines areas of the current adolescent and adult eating disorder medi-
cal treatment guidance from SAHM, APA, NICE, and RANZCP that do not effec-
tively consider the unique presentation of eating disorders among boys and men, 
largely due to gaps in the evidence base among males with eating disorders. We 
provide some suggestions to address the knowledge gap; however, there remains a 
need for the development of a more robust research base in order to develop more 
inclusive medical treatment guidelines specific to the needs of boys and men.
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Chapter 11
Nutritional Considerations for Boys 
and Men with Eating Disorders

Melissa Whitelaw and Jason M. Nagata

Learning Objectives
	1.	 Recognize that energy requirements for boys and men with eating disorders may 

differ compared to girls and women with eating disorders due to sex, weight, 
age, and energy expenditure.

	2.	 Identify refeeding syndrome in the nutritional management of eating disorders.
	3.	 Describe unique nutritional considerations for males with eating disorders with 

regard to macronutrients, micronutrients, and diagnosis.

Key Points
•	 Energy requirements for boys and men with eating disorders may differ com-

pared to girls and women with eating disorders due to sex, weight, age, and 
energy expenditure.

•	 Refeeding syndrome can occur with the commencement of refeeding following 
prolonged dietary restriction and starvation.

•	 A dietician with experience in nutritional counselling for eating disorders is an 
important member of the interdisciplinary team caring for boys and men with 
eating disorders.
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�Introduction

The lower prevalence of eating disorders in males1 compared to females has resulted 
in the under-representation of males in eating disorder research [1, 2]. This under-
representation is not surprising as males are underdiagnosed and undertreated [3]. 
Males are more susceptible to the stigma associated with mental health [4], the 
perception that eating disorders are a “female condition” [5], and they are less likely 
to seek treatment and experience longer duration of eating disorder pathology 
before seeking treatment [2, 4]. Further, eating disorder diagnostic criteria are 
skewed to the female pursuit of thinness and therefore less reflective of males who 
frequently strive for leanness and increased muscle mass [4, 6–8].

The absence of specific guidelines for treatment of males and the unique nutri-
tional requirements for boys and men diagnosed with eating disorders is problem-
atic. Evidence-based protocols for refeeding and nutritional support in males are 
currently based on research that has been undertaken predominantly in females. 
This chapter describes the limited published recommendations to guide nutritional 
support in boys and men diagnosed with eating disorders. The chapter focuses pre-
dominantly on eating disorders that involve dietary restriction leading to weight loss 
and the state of starvation. These are the eating disorders that require dietetic exper-
tise to prescribe nutrition to reduce the risk of refeeding syndrome, to support 
weight gain to reverse the complications of malnutrition, and, finally, for weight 
restoration with normalized eating. Nutrition is discussed in the following eating 
disorders: anorexia nervosa, atypical anorexia nervosa, and bulimia nervosa.

�Energy Considerations for Eating Disorders in Males

Calculating energy requirements in eating disorders is complex. In healthy popula-
tions, energy calculations may differ among males and females based on age, sex, 
body weight, and physical activity [9–11]. Daily energy expenditure includes the 
energy requirement for basal metabolic rate that accounts for approximately 
60–70% of the expenditure. Diet-induced thermogenesis from the effect of food 
consumption requires approximately 10% of additional energy expenditure. The 
most variable component of energy expenditure is physical activity that can be 10% 
in a sedentary person and up to 70% of the total daily expenditure in an athlete [12].

In general, males may have greater estimated energy requirements than females 
from adolescence to adulthood. Males with eating disorders may present at a later 
age (due to delayed diagnosis), have a higher body weight, and have more engage-
ment in excessive or compulsive exercise compared to females with eating disorders 
[1], which may contribute to greater energy requirements. For example, boys with 
eating disorders self-reported over 8 hours of exercise per week on average in the 

1 In this chapter, we use the terms males and boys/men interchangeably.
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prior month, with approximately half participating in team sports [13]. Further, 
male athletes, who may have high energy expenditures due to physical activity, may 
be at a particularly high risk for eating disorder symptoms [14].

The landmark Minnesota Starvation Experiment undertaken by Ancel Keys in 
the 1940s among 36 men aged 22–33 years provided the first scientific evidence for 
the multisystem physiological and psychological complications that can arise from 
refeeding in starvation [15]. After a 12-week control period when participants ate 
normally, they subsequently underwent a 24-week period of semi-starvation when 
the average daily energy intake was reduced to 1570 kcal/day. Participants were 
then refed on a strictly controlled diet during this refeeding phase; the young men 
required approximately 4000 kcal/day in order to promote weight gain. In clinical 
samples of participants diagnosed with eating disorders, two studies undertaken in 
women [16, 17] and one study in girls diagnosed with anorexia nervosa [18] dem-
onstrated that refeeding was associated with an increased resting energy expendi-
ture that was not explained by an increased body mass index. The metabolic adaptive 
response to semi-starvation was found to lower energy requirements, and this low-
ered rate was subsequently reversed with refeeding [19]. This response to refeeding 
suggests that monitoring of individual nutritional intake and change in weight is 
recommended in anorexia nervosa, rather than a reliance on calculations of energy 
requirements [16, 17]. The research gaps highlight the need for large, prospective 
studies in males to explore refeeding and the association with resting energy expen-
diture and weight gain.

The position statement of the American Dietetic Association [20] recommends 
that treatment for all eating disorders be undertaken by an interdisciplinary team 
that includes a dietitian with expertise in eating disorders in collaboration with 
clinicians from mental health and medicine. The dietitian has a role in eating dis-
order prevention, assessment, and nutrition support for recovery. Dietitians work-
ing in the eating disorders field require an understanding of the nutritional 
requirements for different ages in order to provide nutritional rehabilitation to 
restore weight and assist to normalize eating. The important role of the dietitian in 
eating disorders is also supported by the American Academy of Pediatrics [21], 
the American Psychiatric Association [22], and the Academy for Eating 
Disorders [23].

The American Academy of Dietetics and the American Psychiatric Association 
have published recommendations for refeeding. However, there is little consensus 
for nutritional provision as reflected in the wide variations in clinical practice [20, 
22]. Recent studies have challenged the historical recommendations for conserva-
tive refeeding with new evidence to support the efficacy in mildly and moderately 
malnourished patients with more aggressive refeeding. To date, these studies have 
been undertaken in hospital specialist eating disorder services which provide rigor-
ous medical supervision for inpatients [24–29].

The recommendations for refeeding are based on studies undertaken predomi-
nantly in females with a few studies that have included small numbers of male par-
ticipants. In 2019, Reber et al. summarized 12 published guidelines and reviews for 
the management of refeeding. The recommendations for initial energy prescription 
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ranged from 10 kcal/kg (42 kJ/kg) to 20 kcal/kg (84 kJ/kg), with high-risk cases 
recommended to commence at 5 kcal/kg (21 kJ/kg). Macronutrient provision was 
recommended at 50–60% of carbohydrate and 15–40% fat [30]. Notably, these 
studies were predominantly undertaken in females, with no specific recommenda-
tions for males. A summary is provided of refeeding recommendations used in boys 
and men who have been diagnosed with anorexia nervosa (Table 11.1).

�Refeeding Syndrome

Refeeding syndrome and death can occur as the sequelae following prolonged 
dietary restriction and starvation in eating disorders with the commencement of 
refeeding. This can occur in both inpatient and outpatient settings. The multisystem 
cardiopulmonary and neurological complications that can arise from refeeding in 
starvation are attributable to the severe electrolyte and fluid shifts from the extracel-
lular to intracellular space due to insulin surges following the re-introduction of 
nutrition. Hypophosphatemia is considered the hallmark of refeeding syndrome, a 
condition that can result in respiratory, cardiac, neurologic, renal, and hematologic 
complications [33–35].

Historically, the fear of refeeding syndrome led to conservative approaches in 
refeeding with delays in weight gain, prolonged hospital admissions, and long-term 
outcomes [36]. More recently the conservative approaches in refeeding have been 
challenged, with increasing evidence that higher calorie refeeding can result in 
faster weight gain and shorter length of hospital admissions. More aggressive 
approaches to refeeding have been safely used in hospitalized patients provided 

Table 11.1  Summary of refeeding recommendations for males with anorexia nervosa

Boys Men

Energy prescriptions
Initiation of refeeding energy (kcal/day) 1400–2000 [26] 1000–1200 [20, 21]
Daily increments in energy (kcal/day) [29] Incremental 

advancement
100–300

Incremental 
advancement
100–300

Energy for weight gain (kcal/day) [29] 2400–3000 3000
Electrolyte monitoring and use of supplements [31] No guidelines No guidelines
Macronutrients (percentage of total energy input) 
[9–11]
Carbohydrate (normal guidelines) 50–60% 50–60%
Fat (normal guidelines) 25–35% 25–35%
Protein (normal guidelines) 15–20% 15–20%
Micronutrients [32]
Calcium (mg/day) 1200–1500 1200–1500
Vitamin D (IU/day) 400–800 400–800
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with appropriate monitoring [24, 25, 29]. An update of medical management of eat-
ing disorders in adolescents suggests that there is now sufficient evidence to support 
initiating refeeding in moderately malnourished hospitalized patients with more 
aggressive refeeding at 1400–2000 kcals/day, provided there is close medical and 
biochemical monitoring [28, 29].

Wide variations in practice are evident for the commencement of refeeding, with 
no consensus in monitoring electrolytes or for the use of electrolyte supplementa-
tion as prophylaxis or for correction of electrolyte imbalances [30]. Although the 
earliest data were from young men [15], these findings have not been replicated, and 
subsequent studies in clinical eating disorder samples undergoing refeeding have 
included entirely or predominantly female samples.

In the absence of studies in males, there is concern about more aggressive refeed-
ing in boys and men due to the frequent delays in diagnosis and treatment, which 
may confer a higher risk of the development of refeeding syndrome [2, 4]. As the 
safety of higher calorie initiation of refeeding is yet to be established in males, close 
monitoring in clinical contexts is required, and further research is recommended.

�Macronutrients

The assessment for an eating disorder requires a food history to be undertaken by a 
dietitian to assess the consumption of energy, macronutrients, micronutrients, and 
patterns of disordered eating [20]. Differences in macronutrient consumption in 
boys and men diagnosed with eating disorders compared to girls and women have 
been described. Protein consumption is frequently increased as males strive for 
leanness and muscularity, with intakes of up to 5 gm of protein per kilogram of 
weight, evident in some males [37]. This intake is well above the recommended 
dietary intake of 0.8 gm/kg among boys 14–18 years and 0.85 gm/kg among men 
aged over 19  years [38] or 40–60 gm/day in boys and 64 gm/day in men up to 
70 years [10]. For some males this may involve the consumption of a high-protein 
diet as well as the use of protein supplements.

One of the concerns of high-protein diets is the corresponding low intake of 
carbohydrates and fats [37, 39]. Adequate carbohydrate consumption is important 
for provision of energy, to avoid ketoacidosis, and for fiber. Dietary fats are the 
most concentrated form of energy for the body and are important for absorption of 
the fat soluble vitamins, A, D, E and K, and for provision of essential fatty acids. 
An additional concern is that high-protein diets have been found to produce a sus-
tained decrease in ad libitum kilojoule intake due to the anorexic effect of protein 
[40]. Within the context of refeeding, this intake pattern does not promote a return 
to responding to hunger and satiety cues [41]. A further disadvantage is the higher 
diet-induced thermic effect of protein that increases the difficulty in achieving 
weight gain [42]. Given that protein supplement use in male university students has 
also been found to be associated with higher eating disorder symptoms [43], these 
collective findings highlight the importance of assessing intake of fat, 
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carbohydrate, and protein, including protein supplements, among males with eat-
ing disorders.

In a systematic review undertaken by Garber et al. [29], six studies examined 
meal-based refeeding to determine if there was any effect of macronutrient content 
on refeeding outcomes. Five studies were undertaken in adolescents [24–27, 44], 
and one study was undertaken in adults [45]. In all studies, the macronutrient distri-
butions were consistent with the current guidelines for normal eating: 25–35% calo-
ries from fat, 15–20% from protein, and 50–60% from carbohydrates [9–11]. It is 
unknown if a variation in the recommendations for macronutrient distribution would 
provide a benefit in refeeding males. Future research is needed to determine if the 
normal macronutrient dietary guidelines should be recommended for refeeding 
boys and men diagnosed with eating disorders.

�Micronutrients

Calcium is one particularly important micronutrient consideration in males and 
females diagnosed with eating disorders. For adolescents, during the period of 
growth and bone accretion, and also in adults, there is the potential for long-term 
complications that can affect bone health. Osteoporosis is the increased bone 
turnover and bone fragility from progressive bone loss that has been well docu-
mented in females with anorexia nervosa [46]. However, less is known about 
males. In a retrospective chart review of 33 boys diagnosed with an eating disor-
der, ten percent were found to have abnormal serum calcium levels [47]. However, 
there is an overall lower prevalence of osteoporosis among males in general [48], 
which is usually associated with bone loss in aging. Notably, males have several 
protective factors that include the greater accumulation of skeletal bone mass 
during adolescence, larger bone size, shorter lifespan, and not experiencing 
menopause [49].

Males with anorexia nervosa have lower bone mineral density compared to 
healthy controls [50], and men over 40 years with anorexia nervosa have higher 
fracture risk compared to healthy controls [51]. Further, males with anorexia ner-
vosa have equally severe deficits in bone mineral density as females with anorexia 
nervosa [52]. Dual-energy X-ray absorptiometry (DXA) scans are recommended to 
be undertaken yearly when amenorrhea has been experienced for 6 or more months 
[28], which does not apply to males, and when disease duration has been longer 
than 6–12 months [53]. The best predictor for improved bone mineral density is 
weight gain, with nutritional recommendations for calcium intake (1200–1500 mg/
day) [32] and vitamin D (400–800 IU/day) [32] being considered helpful in bone 
restoration [54]. Future research is needed with randomized controlled trials focused 
on bone health and the contribution of weight regain and the role of calcium and 
vitamin D in bone health in boys and men.

Few studies have explored micronutrients and eating disorders. However, one 
retrospective, non-randomized study in severely malnourished adults diagnosed 
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with anorexia nervosa compared a low-sodium diet (1600–2000 mg) to a normal-
sodium diet (4000–4800 mg). In the normal-sodium diet, weight gain and periph-
eral edema were greater, suggesting that, in malnourished adults (<15  kg/m2), a 
low-sodium diet may assist in managing fluid shifts [55].

Electrolyte derangements in response to refeeding have been well documented. 
Hypophosphatemia is considered the hallmark of refeeding syndrome and occurs in 
response to the sudden increase in carbohydrates [34]. Hypomagnesemia occurs in 
response to refeeding and also from gastrointestinal losses due to vomiting and diar-
rhea (including laxative and diuretic abuse) [56]. Hypokalemia occurs from refeed-
ing, vomiting, and medication misuse [56]. There is no consensus in electrolyte 
monitoring and supplementation, with evidence of wide variation in practice [31]. 
With a lack of recommendations about micronutrients in eating disorders, further 
studies are needed to support the study about sodium and other micronutrients in 
eating disorders.

�Considerations for Other Specific Diagnoses

The final two diagnoses to be considered are atypical anorexia nervosa and bulimia 
nervosa. There is limited evidence about the nutritional management in both of 
these eating disorders; atypical anorexia nervosa is a relatively new diagnosis, and 
bulimia nervosa is a more secretive eating disorder that also has nutritional implica-
tions in boys and men.

�Atypical Anorexia Nervosa

Atypical anorexia nervosa is diagnosed in patients who meet all diagnostic criteria 
for anorexia nervosa but are not sufficiently underweight to meet the low weight 
criterion. The increasing identification of atypical anorexia nervosa as a serious 
disorder highlights the importance of identifying early signs of starvation and mal-
nutrition regardless of body size, particularly in males who frequently experience 
delays in diagnosis and treatment [2, 4, 57]. This is especially important given evi-
dence that a large proportion of males with eating disorders have a history of over-
weight or obesity [47].

Patients diagnosed with atypical anorexia nervosa have been found to have simi-
lar clinical complications as anorexia nervosa. These include bradycardia, ortho-
static changes in pulse rate or blood pressure, incidence of hypophosphatemia, 
hypomagnesemia, hypokalemia, and lower nadirs of phosphate, magnesium potas-
sium, and amenorrhea [57, 58]. Further, compared to anorexia nervosa, adolescents 
with atypical anorexia nervosa report higher rates of premorbid obesity (71% com-
pared to 12%) and greater losses of weight (17.6 kg compared to 11.0 kg) over a 
longer period of time (13.3 months compared to 10.2 months) [58].
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Atypical anorexia nervosa challenges the concept of severity of underweight as 
a primary marker of the degree of malnutrition. Future research is needed to assist 
clinicians in determining expected weight ranges and guidelines in refeeding. It is 
currently unknown in atypical anorexia nervosa if weight stabilization is sufficient 
for resolution of clinical and psychological complications or if weight gain is 
required. Finally, future studies should clarify the nutritional needs of boys and men 
diagnosed with atypical anorexia nervosa.

�Bulimia Nervosa

Bulimia nervosa is characterized by recurrent episodes of binge eating, with associ-
ated compensatory behaviors of a purging or non-purging nature. The presentation 
of bulimia nervosa in males can present differently compared to females. Males are 
more likely to undertake extreme exercise compared to females who are more likely 
to compensate by purging [59, 60], which may have implications for energy require-
ments. Further, females are described as having a preference for consumption of 
sweet foods during binge episodes, versus males who may prefer high-protein and 
high-fat foods [61]. Further, males may seek to pursue the muscular and lean body 
ideal through cyclical eating patterns characterized by low-carbohydrate, high-
protein meals interspersed with “cheat meals” that can include consumption of a 
large number of calories and more energy-dense foods [62, 63].

�Conclusion

This chapter highlights the importance of nutritional considerations in boys and 
men with eating disorders, including in the detection and treatment of these serious 
conditions. Greater clinician and public awareness is needed to appreciate the dif-
ferences in how eating disorders may present and respond to intervention among 
males versus females. Furthermore, a dietician with experience in nutritional coun-
seling for eating disorders is an important member of the interdisciplinary team 
caring for males with eating disorders [64]. Delays in diagnosis and treatment seek-
ing for eating disorders in males have been associated with greater severity of com-
plications and prolonged length of illness attributed to these delays. The current 
dietary recommendations for eating disorders are based on studies of predominantly 
females and therefore are not evidence based for males. Greater scientific attention 
and research is needed to be undertaken to explore the specific nutritional require-
ments of boys and men [64]. In particular, randomized controlled trials in males are 
needed to establish appropriate refeeding guidelines for energy requirements and 
macronutrient and micronutrient needs in boys and men diagnosed with eating 
disorders.
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Chapter 12
Appearance- and Performance-Enhancing 
Substances Including Anabolic-Androgenic 
Steroids Among Boys and Men

Mitchell L. Cunningham and Scott Griffiths

Learning Outcomes

	1.	 To gain an appreciation of various classes of APESs one may use to improve 
weight, shape, and/or performance

	2.	 To better understand the physical and psychological health complications con-
nected to the use of anabolic-androgenic steroids (AASs)

	3.	 To better understand the link between male body image psychopathology 
and AAS use

	4.	 To better understand some of the complexities inherent in addressing AAS use 
and important recommendations to facilitate the treatment of this 
psychopathology

Key Points

•	 Men may seek out and use appearance- and performance-enhancing substances 
(APESs) to facilitate the growth of lean muscle mass.

•	 Arguably the most widely recognized and studied class of illicit APESs are 
anabolic-androgenic steroids (AASs), which are associated with significant 
physical and psychological health complications.

•	 Problematic body image, namely that related to muscularity, is likely to be an 
crucial risk factor for engagement in AASs among boys and men.

•	 While our understanding of best-practice approaches to addressing AAS use is 
limited, there are important considerations and recommendations to help support 
health professionals deal with this complex psychopathology.
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�Introduction

Body dissatisfaction continues to be a common issue among boys and men.1 Many 
are motivated to attain a physique characterized by overt muscularity, perhaps 
unsurprisingly, as this represents the ideal male appearance widely portrayed and 
promoted in Western media and society [1, 2]. Concerningly, this male muscular 
ideal appears to be permeated to the extent that boys as young as 6 years of age may 
acquire and report a preference for them [3]. This hyper-muscular body ideal is 
extraordinarily difficult, if not impossible, for most boys and men to attain. 
Consequently, it is easy to conceive how appearance- and performance-enhancing 
substances (APESs) may acquire their allure. APESs, including anabolic-androgenic 
steroids, prohormones, and clenbuterol, can be used to influence one’s physical 
appearance (e.g., boost muscle mass, reduce body adiposity) and/or enhance one’s 
performance in a variety of areas (e.g., sports, sexual interactions) [4]. Narrowing in 
on the attainment of overt muscularity, certain APESs can lead to gains in lean 
muscle mass that often exceedingly surpass that achievable through natural means 
such as exercise alone [5]. However, while such substance use may serve to enhance 
appearance or performance in the short term, such “gains” may be accompanied by 
a multitude of physical and psychological health issues in the longer term.

This chapter describes APESs in the context of male body image and appearance-
related psychopathology (e.g., eating disorders, muscle dysmorphia). We focus on one 
class of APESs in particular, anabolic-androgenic steroids (AASs), which are not only 
one of the most widely and illegally used APESs, but are also associated with a constel-
lation of potentially serious physical and psychological health issues [6–9]. To provide 
the reader with a sense of what APESs are available, in this chapter we first highlight a 
variety of classes of APESs and their associated functions. Second, we focus on the 
serious, and potentially life-threatening, physical and psychological health concerns 
linked to AAS use. Third, we underscore the relationship between problematic male 
body image, conceptualized through both eating disorder and muscle dysmorphia psy-
chopathology, and AAS use. Lastly, we synthesize available literature to offer impor-
tant (albeit preliminary) considerations, guidance, and recommendations for clinicians 
who may be faced with assisting individuals who use AASs.

�Classes of APESs

�Anabolic-Androgenic Steroids

A summary of several classes of APESs is contained in Table 12.1. AASs represent 
a class of pharmacological substances that include the male hormone testosterone 
and substances which share its chemical structure [7] and are believed to account for 
the largest proportion of illicit APES use [9]. As the name implies, the uses of these 

1 In this chapter, we use the terms males and boys/men interchangeably.
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substances are associated with both anabolic and androgenic effects that an indi-
vidual may wish to procure. The anabolic effects of these substances are well rec-
ognized – they expedite the growth of lean muscle mass at a rate surpassing that 
typically possible via more conventional or natural means [5, 10]. On the other 
hand, the androgenic impact of these substances involves the promotion of the mas-
culinization of secondary sexual characteristics (e.g., deepened voice, beard growth, 
baldness) [7]. While certain AASs can be taken orally, most are administered via 
intramuscular injection [9].

Pope and colleagues [9] note that, despite AAS use being prevalent across sev-
eral Western regions, the United States is home to the highest absolute number of 
users of the substance. In their study, Pope and colleagues [11] analyzed four large 
national youth datasets and developed equations to estimate the lifetime prevalence 
of AAS use in the US general population. The study estimated that among Americans 
aged 13–50 years, approximately 2.9–4.0 million have engaged in AAS use. Further, 
the authors reason that since approximately 30% of AAS users experience AAS 
dependence (i.e., using AASs despite significant physical and/or psychological con-
sequences), they estimate that around 1 million users have experienced AAS depen-
dence in their lifetime. The study also highlights that while a large sex discrepancy 
exists among AAS users (i.e., men make up around 98.2% of users, a male/female 
ratio of approximately 50 to 1), there does not appear to be evidence for substantial 
differences in the prevalence of AAS use across racial/ethnic groups. On a global 
scale, epidemiological estimates of the lifetime prevalence of AAS use among men 
are around 6.4% [12].

�Prohormones

Prohormones are substances that can be utilized by the body’s own metabolic pro-
cesses to produce anabolic hormones (i.e., serve as a precursor to testosterone) 
[13, 14]. This is in contrast to AASs, which involve testosterone (or testosterone 
analogues) that can readily used by the body upon administration. Although some-
times described as legal steroids and marketed to produce similar effects as AAS 
use (e.g., enhanced performance), we do not yet have a comprehensive under-
standing of their efficacy and safety for human use [13]. In fact, many studies do 
not support such marketed claims [14]. Concerningly, as these substances are pre-
cursors to anabolic hormones, they may be associated with aversive health impli-
cations akin to those observed with AAS use [14].

�Clenbuterol

Clenbuterol hydrochloride (clenbuterol for short) is a synthetic β2-adrenergic ago-
nist that typically serves as a prescribed bronchodilator for both humans and ani-
mals [15, 16]. However, the drug has been exploited for its accelerated fat-burning 
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properties by both professional and amateur bodybuilders, as well as fitness enthu-
siasts more generally [15, 16]. Having been dubbed colorful (informal) names such 
as the size zero pill or weight-loss wonder drug in the media, clenbuterol has been 
shown to expedite lipolysis, which understandably may attract misuse from both 
those wishing to be overtly thin or to enhance muscular leanness (e.g., to become 
increasingly “cut”) [15, 16]. Non-prescribed use of the drug has been linked to seri-
ous medical complications and high rates of hospitalization, particularly for tachy-
cardia, gastrointestinal disturbances, tremors, and anxiety/agitation [15, 16].

�Testosterone Boosters

Testosterone boosters are legal supplementary substances often used with the inten-
tion of naturally increasing testosterone levels in the blood [17, 18]. These sub-
stances typically lack a standardized composition and can consist of a variety of 
ingredients and/or compounds (e.g., herbal, nutrients) [17]. Ostensibly by virtue of 
increasing testosterone in the body, these products tend to be heavily marketed as 
having the potential to improve lean muscle mass and enhance one’s sex drive 
(among other purported benefits) [18]. However, available published evidence sup-
porting these marketed claims is very limited [17, 18].

�Nutritional and Dietary Supplements

Nutritional and dietary supplements can include a number of substances that are 
often easily accessible and legally available from supermarkets, pharmacies, and 
specialty fitness stores. The specific functions of these substances vary across sup-
plements, but of most relevance to this chapter, many are designed to enhance 
aspects of muscle development or recovery. Examples of such substances include 
dietary protein powder (supplementary protein to support muscle growth) [19], cre-
atine monohydrate (i.e., a nutritional ergogenic supplement which may be used to 
enhance exercise performance and/or recovery) [20], and other substances such as 
L-carnitine, another popular ergogenic aid [21].

�Health and Medical Risks Associated with AAS Use

Given AASs are believed to be one of the most widely used illicit APESs, and that 
this class of substance has garnered empirical and clinical attention which surpasses 
that devoted to most other APESs (e.g., testosterone boosters or prohormones), we 
have devoted this section to discussing the physical and psychological health con-
cerns associated with AAS use. Recent reviews have previously discussed these 
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risks in detail and have typically categorized them into several broad groups that 
warrant particular attention: cardiovascular toxicity, psychiatric effects, AAS-
withdrawal hypogonadism, and neurotoxicity [7, 9, 22]. While we focus on 
the  potential negative health impacts of AAS use here, we acknowledge that, in 
certain contexts and for certain populations, exogenous testosterone may bear some 
positive health benefits (e.g., significant weight loss and reduced cardiovascular 
issues for overweight and hypogonadal men) [23].

�Cardiovascular Toxicity

There is wide consensus that supraphysiological doses (i.e., amounts greater than that 
normally found in the body) of AASs can negatively affect numerous aspects of car-
diovascular health. Anecdotally, there is a growing number of cardiac-related deaths 
among AAS user athletes (or believed to be using) at a young age, namely, being in 
their 20s or 30s (see for review [24]). Although the prevalence and mechanisms 
underpinning the effects of AAS use on cardiovascular systems are not yet well 
understood, chronic use has been linked to myocardial pathology and coronary ath-
erosclerosis [25, 26]. Goldman and colleagues [7] note that these complications likely 
exacerbate the likelihood of heart attacks, strokes, and in extreme cases death. Indeed, 
a nationwide population study in Sweden found that AAS users exhibited a cardiovas-
cular morbidity and mortality rate which was around double that of non-users [27].

�Psychiatric Effects

Long-term AAS use may also have deleterious effects on one’s psychological health, 
with research indicating associations between AAS use and a range of psychiatric 
symptoms [9, 22]. For instance, AAS use has been linked to major mood syndromes 
(e.g., hypo/mania) [28], although argued to be  for only a minority of users [22]. 
Moreover, several case reports describes uncharacteristic episodes of aggression and 
violence among individuals who had never exhibited such behaviors before AAS use 
(e.g., [29]), as well as links between AAS use and violent behaviors more broadly 
[30]. Research also suggests that users can exhibit depressive symptoms, occasion-
ally accompanied with suicidal ideation, upon the discontinuation of use [9, 31, 32].

�AAS-Withdrawal Hypogonadism

Exogenous testosterone through the administration of AASs suppresses the body’s 
natural production of the hormone, and as a result, especially after long-term use, 
one can become hypogonadal (i.e., fail to naturally produce testosterone through the 
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testes) [9, 33, 34]. Hypogonadism can have both physical (e.g., erectile/sexual dys-
function) and psychological symptoms (e.g., major depressive episodes),  which 
typically become most salient after discontinuation of use [34]. Given the distress-
ing nature of some of these symptoms, some men may be driven to recommence 
AAS use in an attempt to self-medicate, consequently precipitating a cycle of AAS 
dependence [9, 22]. We discuss AAS-withdrawal hypogonadism further under 
Clinical Considerations, Guidance, and Recommendations in this chapter. 

�Neurotoxicity

Supraphysiological doses of AASs may also negatively impact neurochemical and 
other brain structures. For instance, evidence hints at the possibility that chronic 
AAS use may heighten the risk for neuropathologies such as early-onset dementia 
[35]. Indeed, AAS use is associated with several similar cognitive, structural, and 
neurochemical abnormalities to those exhibited by individuals diagnosed with or at 
risk of dementia (see for review [35]). Other brain abnormalities have also been 
associated with long-term AAS use. For example, neuroimaging research has shown 
that AAS users may exhibit reduced overall cortical, grey matter, and putamen vol-
ume, the degree to which may correlate with the duration of AAS use (i.e., be more 
likely after prolonged use) [36]. Such findings add to the concern that AAS use is 
linked to the degeneration of certain brain structures, and this may be particularly 
salient among longer-term users [36].

The 1980s mark the period in which illicit AAS use became particularly wide-
spread, and consequently, the cohorts who used (and could still use) during this time 
are only now in their middle ages and reaching older age [8, 24]. As such, worry-
ingly, it is believed that certain neurotoxicity (and other deleterious) effects of long-
term use may not yet have had the opportunity to  fully develop and be evident 
within these groups [8].

�AAS Use and Male Body Image

The serious and potentially life-threatening adverse impacts of AAS use beg the 
question of why men are driven to use these substances. Indeed, when men are 
asked about what motivates them to use AASs, common themes emerge. For exam-
ple, among 500 AAS users, the primary motivations for use were to attain greater 
muscular development, enhance physical appearance, and improve strength [37]. 
This is compared to other motivations for use such as peer acceptance, pressure to 
perform, and improving sexual drive/function, all of which were endorsed less in 
the study. Similarly, among 1955 users in the United States, enhanced muscle mass, 
strength, and attractiveness were the top rated motivations for use [38]. Interestingly, 
the lowest ranked reasons for use were largely concerned with professional and 
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recreational sports and bodybuilding. Recent research by Murray and colleagues 
[39] builds on this literature, delineating the motivation to use AAS initially versus 
current use. Among their 122 AAS users, the study found that 50.4% were initially 
motivated to use by improving appearance exclusively, followed by enhancing per-
formance exclusively (30.6%), and lastly to improve appearance in conjunction 
with performance (19.0%). However, a distinct pattern was observed for current 
motivations for AAS use, with appearance (only) remaining the primary motivator 
(41.3%), followed by both appearance and performance (33.1%), and then perfor-
mance only (25.6%)  [39], suggesting performance may be a stronger motivator 
driving initial AAS use rather than maintaining it. However, together, this body of 
research provides clear evidence that AAS users want to look better and that motiva-
tions for use associated with appearance appear to be more salient than those related 
to performance.

Given many use AASs with the intention of improving appearance, it is unsur-
prising that problematic body image may represent a key risk factor for AAS use 
among men. In Western nations, many men report a preference for, and drive to 
acquire, an overtly muscular physique [1, 2]. Specifically, this muscular appearance 
ideal is often characterized by a well-developed upper-body and minimal body fat 
to ensure one’s muscles are readily visible and look defined [40, 41]. Indeed, 
research suggests that around 90% of university  men in the United States  want 
higher levels of muscularity [42] and preferences for enhanced muscularity have 
even been observed in boys from a very young age (e.g., 6 years old) [3]. Recent 
analyses of epidemiological data suggest that significant proportions of boys and 
young men across the United States strive to gain weight or “bulk up” and indeed 
engage in efforts to do so, indicative of the widespread muscularity dissatisfaction, 
and concomitant body change efforts, among these male populations [43–45].

This lean muscular body ideal is extraordinarily difficult, if not impossible, for 
many boys and men to attain through natural ways. Consequently, men who nega-
tively appraise their bodies, and firmly believe they are insufficiently muscular, may 
be at risk of using AASs to facilitate the attainment of big muscles. Indeed, empiri-
cal research supports this theoretical position. Pope et al. [46] found that concerns 
with one’s physical attractiveness, body, and preoccupation with muscularity among 
weightlifters were relatively strong risk factors for AAS use. Moreover, among AAS 
users (n = 74), appearance concerns (conceptualized through social physique anxi-
ety) were associated with increasingly severe symptoms of AAS dependence, the 
said relationship exhibiting a large effect size [47]. Recent qualitative research 
among male weightlifters further supports the importance of problematic body 
image, implicating poor self-esteem and body dissatisfaction, namely, tied to  the 
perception one was too small, as key motivators for both the initiation and ongoing 
use of AASs [48]. While a dearth of research has been devoted to uncovering the 
temporal relationships between indicators of poor body image and AAS use, pre-
liminary earlier longitudinal research found that, among adolescent boys, the desire 
for a larger body size/weight (i.e., a proxy indicator of muscularity dissatisfaction) 
predicted AAS use 5 years later [49]. Together, the literature converges in under-
scoring the importance of poor muscularity-oriented body image in potentially 
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precipitating illicit AAS use, even to the extent that problematic body image is 
argued to be a primary mechanism (one of three; see below) for AAS initiation and 
ongoing use [22, 50].

�Eating Disorders and AAS Use

Limited published research has examined AAS use in the context of eating disor-
ders (EDs). Among the research that exists, findings appear to be mixed. Some 
studies have found no relationship between AAS and ED pathology, with AAS 
users no more likely meet diagnostic criteria for a comorbid eating disorder than 
non-users [28, 37]. However, others have found a link. For instance, research has 
shown that AAS users exhibit significantly greater (albeit modest) ED pathology 
than non-using controls as indexed through psychometrically validated self-report 
measures (e.g., [51]). A recent study of 2733 sexual minority men across Australia 
and New Zealand found that ED pathology distinguished users from non-users 
and was a relatively strong predictor of participants’ frequency of thoughts about 
using AASs [52]. Importantly, Murray et al. [39] demonstrated that AAS users 
motivated exclusively to improve appearance, compared to motivations related to 
performance, may be particularly susceptible to experiencing ED pathology. 
These empirical associations between ED pathology and AAS use are consistent 
with the lean muscular physique revered by many men. That is, it may be the case 
that AAS users are in part driven to enhance muscularity using “traditional” thin-
ness-oriented pathology (e.g., rigid dietary restriction, fasting) with the intention 
of minimizing body fat so one’s musculature is  increasingly prominent (i.e., to 
look “cut”) [53].

�Muscle Dysmorphia

In contrast to EDs, the psychiatric condition which has arguably received the great-
est public and empirical attention in the context of AAS use is muscle dysmorphia 
(MD). MD is a form of body dysmorphic disorder (BDD) characterized by a severe 
preoccupation with the notion that one is insufficiently muscular [54, 55]. Formerly 
named “reverse anorexia” [56], MD is hallmarked by a pathological extreme drive 
to attain overt muscularity despite, in many cases, the afflicted individual already 
presenting with hypertrophic muscles. The condition is characterized through a 
multitude of symptoms that often cause significant distress and/or impairments in 
psychosocial functioning. These can include chronic obsessions about one’s muscu-
larity and getting bigger (in some cases for 5+ hours per day), repeated body scru-
tiny and checking in the mirror (in some cases more than 13 times per day), and 
frequent camouflaging or avoidance behaviors in relation to one’s body (e.g., wear-
ing heavy sweatshirts in summer) [57, 58]. Importantly, MD is also earmarked by 
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rigid diet and exercise regimes aimed at expediting musculature development (e.g., 
large and frequent intakes of protein, excessive rule-driven weight lifting activities) 
[32, 59]. As such, the nosology of MD has been previously questioned, with an 
active discussion continuing as to whether MD may be more appropriately classi-
fied as a form of ED [41, 60].

MD is closely associated to AAS use, with afflicted individuals driven to use 
AASs to address severe muscularity concerns [22]. The drive to use, and the actual 
use of, such substances among those with MD is so widely acknowledged that it is 
argued to be a part of the diagnostic criteria for the condition [55]. Indeed, AAS use 
can distinguish men with pathological (i.e., MD) from non-pathological pursuits of 
muscularity. For instance, Olivardia and colleagues [58] found that 46% of their 
MD sample used AASs compared to only 7% of weightlifting controls. Similarly, 
Pope and colleagues [61] found that 21.4% of their sample of men with a history of 
MD reported having experienced AAS abuse/dependence in their lifetime, a strik-
ingly larger prevalence than that found among men with a non-muscle form of BDD 
(0%). These findings align with Cafri et al. [57] in that 44% of men with a history 
of MD reported AAS use, which was greater than three times that among weightlift-
ing men with no history of MD (i.e., 14%). While showing few differences between 
AAS users and matched non-using controls on several other psychological variables 
(e.g., self-esteem), Kanayama and colleagues [51] demonstrated that the groups 
could be distinguished by the severity of MD symptoms experienced, with AAS 
users being 5.5 times more likely to report being preoccupied with being too small 
(and becoming more muscular) than non-users. This finding was particularly salient 
among heavier AAS users (lifetime use for 6–150 months), highlighting the impor-
tance of the duration of use in the context of muscularity-oriented psychopathology 
that may be experienced. Furthermore, the study found that users were over four 
times likely to report always covering their body with clothes  (to hide percieved 
inadequacies in muscularity) than non-users. This early seminal work is supported 
by more recent evidence with Kanayama and team [62] suggesting that, through the 
use of a directed acyclic graph analysis, MD symptoms may contribute to the devel-
opment of AAS use.

Regrettably, since the discontinuation of AAS use may be met with the prospect 
of (or actual) loss of lean muscle mass, it is easy to fathom how significant distress 
may be experienced by individuals with a pronounced preoccupation with their 
muscularity as a result [22, 32]. Consequently, this may spur a swift resumption of 
AAS use and exacerbate the risk of AAS dependence [9, 22].

�Clinical Considerations, Guidance, and Recommendations

Knowledge of effective strategies to address AAS use remains limited [22]. 
However, here we synthesize the available literature to provide preliminary guid-
ance and recommendations to clinicians and health-care practitioners in helping 
address AAS use.
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A key issue is that AAS users may not, or be extremely reluctant to, seek treat-
ment in the first place. This is for several potential reasons. First, AAS use attracts 
considerable stigma, likely serving as a conduit for its secrecy among users and 
impede help-seeking behaviors [63]. Second, users may also hold egosyntonic 
beliefs about AAS use, lacking insight into its potential physical and/or psychologi-
cal harms or just not caring about them, or believe it can be integrated into a healthy 
lifestyle [32, 64]. As such, some men may simply not want to stop using AASs. 
Given the lack of help-seeking behaviors among AAS users, many clinicians may 
not have been exposed to and fully understand the complexity of problems associ-
ated with AAS use and consequently be rendered ill-prepared to assist these indi-
viduals in the best way possible.

Once (and if) this initial help-seeking hurdle is overcome, the therapeutic rela-
tionship and dialogue between the AAS user and clinician are critical. Dunn et al. 
[65] note that, from the outset, there may be an incongruence in the type of care 
AAS users seek from clinicians and that which clinicians are inclined to provide. 
Specifically, while users may want to continue use in a health-conscious way under 
the guardianship of a clinician, the clinician could instead exhibit a proclivity toward 
preventing use altogether and an unwillingness to help [65]. As such, once a dia-
logue is established and when users open up about their AAS use, it is critical that 
clinicians maintain an inclusive and supportive environment, with special care to 
not react in a negative way, be judgmental, shame, or unnecessarily counsel users 
[65]. Kanayama et  al. [22] note that “persuading an AAS user to stop using the 
drugs and potentially lose muscle is often as difficult as persuading patients with 
anorexia nervosa that they need to gain weight” (p. 69), therefore necessitating a 
level of sensitivity and understanding from clinicians for the appearance-related 
concerns of AAS users. However, while oppositional reactions may be used as a 
therapeutic strategy, this can further deter the user from providing key information 
about their use and health, possibly portending a poor therapeutic alliance and clini-
cal outcomes [10, 65].

Another important consideration in the development of a therapeutic relationship 
is the perceived or actual lack of knowledge of AASs among clinicians. It is vital 
that clinicians be well versed in AAS use and associated complications, as users 
may be particularly reluctant to enter into a meaningful dialogue with and trust cli-
nicians as a reliable source of information if they are viewed as being uneducated in 
this area [65, 66]. Indeed, there is seemingly a systemic lack of trust among AAS 
users toward clinicians, with earlier research finding that 56% never discussed their 
use with a primary health carer and trusting their advice no more than that available 
from friends or on the web [66].

One such key piece of information in helping clinicians address and treat AAS 
use for a particular individual is an understanding of the underlying mechanism(s) 
that may be driving its use [22, 50]. The mechanism of most relevance to this chap-
ter is the body image mechanism [22, 50]; that is, AAS use is driven by a preoccupa-
tion with, and obssession of, the idea that one is inadequately muscular or  too 
scrawny, the concomitant desire to enhance muscularity and, in achieving this, 
improve one’s appearance. This mechanism of AAS use is exemplified among 
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individuals afflicted with MD as discussed earlier. One could reason, therefore, that 
addressing body image concerns among those with MD would then ameliorate their 
desire and propensity to use AASs. However, the relationship between appearance 
concerns and AAS is not that simple, with concerns likely to have a reciprocal rela-
tionship with AAS use [50]. Further research utilizing prospective designs will be 
crucial in helping us disentangle the temporal relationships between problematic 
body image and AAS use.

Regrettably, a scarcity of research has specifically examined the treatment effi-
cacy and outcomes of men with severe preoccupations with muscularity (i.e., 
afflicted with MD). However, a recent review highlights several treatment approaches 
that have been assessed through the lens of related disorders, BDD and EDs, which 
may also bear clinical utility in the context of MD [67].

Clinicians should also be informed of other potential mechanisms driving AAS 
use. For example, the androgenic or neuroendocrine mechanism [22, 50] focuses 
on AAS-induced hypogonadism, and a reduction in endogenous production of tes-
tosterone, as a result of prolonged use. Hypogonadism can have critical flow-on 
dysphoric effects, which may be pronounced upon discontinuation of long-term 
AAS use (and the body is no longer receiving exogenous testosterone). These can 
include deflation of muscle mass and increased body fat, reduction in libido, symp-
toms of major depressive disorder, and in rare cases suicide [34, 50]. However, as 
poignantly alluded to earlier, these symptoms can be extremely distressing for the 
individual, precipitating a strong motivation to resume AAS as self-medication, 
and potentially lead to dependence [9, 22]. As such, to deter relapse after discon-
tinuation, it  may be crucial that clinicians aggressively treat such withdrawal-
type symptoms when presented [22, 50]. If hypogonadal symptoms are persistent 
and severe, an endocrinologist may need to be engaged to help treat and expedite 
the restoration of endogenous testosterone [22, 68]; however, unfortunately, endo-
crinologists who are well-versed in AAS-withdrawal symptoms may be particu-
larly difficult to find [22].

Clinicians should also be cognizant of the hedonic mechanism of AAS use [22, 
50]. AAS use is not typically described as having intoxicating effects or producing 
a “high” in the classical sense in humans; however, it may nevertheless create other 
pleasurable/reinforcing experiences (e.g., feelings of enhanced self-confidence and 
self-esteem, social praise or recognition) [48, 50, 69]. The potential hedonic effects 
of AASs have been further extrapolated from findings of laboratory rodent studies, 
which describe not only the establishment of conditioned place preferences to tes-
tosterone but also through the repeated self-administration of testosterone solutions, 
even to the extent that results in death (see for review [22, 50]). Research even sug-
gests that the rewarding effects of AAS may be similar to that of opioid use and that 
AAS use may be in part underpinned by opioidergic mechanisms (see for review 
[9]). As such, although there exists a lack of treatment research pertaining to prob-
lematic AAS use per se, it may be in some cases useful to approach AAS use with 
therapies and/or medication that have demonstrable efficacy for other types of drug 
dependence [22, 50].
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�Conclusion

Particularly in Westernized nations, societal pressures are likely playing a key role 
in motivating men to attain a (for most) unattainable appearance characterized by 
overt muscularity and minimal body fat. Such pressures are exemplified by the prev-
alence of body and muscularity dissatisfaction we find among boys and men in 
these nations. It is then no surprise that certain APESs may be sought and used to 
facilitate the attainment of this lean muscular body ideal. As highlighted in this 
chapter, a myriad of both legal and illicit APESs exist which individuals may use for 
different functions (e.g., muscle growth, fat loss, recovering). For some of these 
substances (e.g., testosterone boosters, prohormones), we do not yet have a compre-
hensive and empirical understanding of their prevalence of use, efficacy, and safety. 
However, the class of illicit APES which has perhaps received the greatest empirical 
and clinical attention are AASs. While AASs may be used to rapidly achieve a 
degree of muscularity that is essentially impossible through diet and exercise alone, 
our chapter presents medical research to underscore the serious physical and psy-
chological health harms linked to its use.

The motivations men report in relation to using AASs showcase the close rela-
tionship between problematic body image and AAS use. Questioning the stereotype 
that AAS use is predominantly confined to athletes who want to enhance perfor-
mance, the research findings presented here converge in highlighting that 
appearance-related motivations are a critical driver of use. And while links have 
been found among AAS use and ED psychopathology, ostensibly deriving from the 
motivation to minimize body adiposity and enhance the visibility of one’s muscula-
ture, AAS use has been researched perhaps most extensively within the context of 
MD. Those who are preoccupied with being too small or puny, and who are driven 
to attain an increasingly muscular stature, are at a high risk of using AASs.

Despite the emerging research indicating the prevalence of AAS use, its poor 
health correlates, and close-knit relationship with body image psychopathology, we 
currently have a limited understanding of evidence-based strategies to address it. 
However, our chapter synthesizes available literature to provide an overview of 
important (but preliminary) considerations, guidance, and recommendations that 
may help support clinicians in dealing with the complexities of AAS use. For exam-
ple, given the significant stigma associated with AAS use, we believe it is critical for 
clinicians to respond to users in a non-judgmental way to facilitate a therapeutic 
dialogue. Moreover, it is important that clinicians are knowledgeable in terms of 
what the drug is and its associated effects, therefore making it more likely users 
perceive the clinician as a reliable source of information. Finally, having a compre-
hensive understanding of the distinct mechanism(s) which are theorized to drive 
AAS use, and how these might apply to different users, will likely inform the most 
appropriate route of treatment.
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Table 12.1  Summary descriptions of APESs

APES Examples
Typical form 
of intake Sought-after function

Anabolic-
androgenic 
steroids [70]

Anadrol (oxymetholone)
Anavar (oxandrolone)
Dianabol (methandienone)
Winstrol (stanozolol)
Restandol (testosterone 
undecanoate)
Deca-Durabolin (nandrolone 
decanoate)
Durabolin (nandrolone 
phenpropionate)

Intramuscular 
injection, oral

Increase lean muscularity 
and/or strength

Prohormones [71] Dehydroepiandrosterone 
(DHT)
Androstenedione
Androstenediol
Norandrostenedione
Norandrostenediol

Oral Convert to testosterone to 
provide similar anabolic 
functions as AAS – increase 
lean muscularity and/or 
strength

Beta-2 androgenic 
agonist

Clenbuterol Oral Rapid reduction in body 
adiposity

Testosterone 
boosters [18]

Ingredients will vary from 
product to product. 
Commonly included 
ingredients include:
 � Zinc
 � Fenugreek
 � Tribulus terrestris 
 � Vitamin B6

Oral Naturally increase blood 
testosterone concentrations

Protein 
supplements

Available in a variety of 
powders, shakes and drinks, 
and other snacks

Oral Provide 
macronutrients (i.e., 
protein) to support muscle 
growth

Creatine 
monohydrate 
supplements

Available in powder form Oral Enhance energy provision 
to muscles to facilitate 
exercise

Amino acids [72] Available in individual or 
compound forms:
 � Arginine
 � Glutamine
 � Leucine
 � Isoleucine
 � Valine

Oral Varies depending on amino 
acid or compound. May be 
sought after to support fat 
loss and muscle growth 
and/or facilitate exercise
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	1.	 Describe the efficacy of school-based eating disorder prevention and interven-

tion programs for boys.
	2.	 Describe the efficacy of cognitive-behavioral in-person eating disorder preven-

tion in young adult men.
	3.	 Describe the efficacy of Internet-based prevention programs for men.
	4.	 Describe the efficacy of dual eating and weight prevention programs for boys 

and men.

Key Points
•	 School-based interventions feature universal mixed-gender programs for ele-

mentary and middle school students and have not demonstrated efficacy in rela-
tion to eating pathology.

•	 Regarding in-person cognitive-behavioral programs for young adults, mixed-
gender programs generally fail to report results separately for men and are less 
effective than male-specific programs; however, few programs exist for men 
only. Dissonance-based interventions specific to men appear promising to reduce 
eating pathology.

•	 Internet-based prevention programs for boys and men remain in their infancy, 
and it is unknown whether they demonstrate efficacy.

•	 Dual-focused prevention programs targeting eating and weight show potentially 
promising results.
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•	 Despite growing awareness, current programs remain hampered by inappropriate 
measurement and extension of existing programs for girls and women, rather 
than bottom-up program development for boys and men. More evidence-based 
efforts for this population are needed.

�Introduction

Although often overlooked, eating disorders (EDs) in boys and men represent a seri-
ous and deadly public health problem, which will affect up to seven million men in 
the United States in their lifetime [1, 2]. Despite the impairment and distress associ-
ated with these conditions [3–6], men are less likely to seek treatment than women, 
in part due to stigma [7, 8]. Unfortunately, even for those men who do seek help, 
existing treatments are targeted mostly toward women, rarely address male-specific 
risk factors, and are ineffective for a substantial proportion of patients [9, 10]. This 
disparity highlights the need for greater clarity and focused effort regarding inter-
vention development for boys and men. In particular, well-accepted, disseminable 
prevention programs that target male-specific ED risk factors prior to disorder onset 
are critical to reduce the public health burden and disparities associated with boys 
and men with EDs. Importantly, these unique factors for men include muscularity-
oriented body image and eating and related body change behaviors that correspond 
with these concerns (e.g., steroid use, excessive protein intake, binge eating, and 
unhealthy exercise).

Though still a burgeoning area of research in men, an increasing number of pro-
grams aimed at prevention of EDs, muscle dysmorphia, and their associated fea-
tures have been developed and evaluated. As such, the primary purpose of this 
chapter is to provide an overview of the ED prevention research in men and provide 
directions for future research.

Across disciplines, there are several frameworks for classifying different levels 
of prevention programs. The Institute of Medicine (IOM) classifications are perhaps 
one of the most prominent, differentiating between universal, selected, and indi-
cated interventions [11]. Universal prevention refers to programs that target the 
general population and are not directed at any particular risk group (e.g., a program 
is provided to all boys and girls in a school). Selected prevention refers to programs 
targeted toward individuals with probable increased risk for a given disorder (e.g., 
individuals who report body image concerns). Finally, indicated prevention refers to 
programs targeted to those with known risk, symptoms, or subclinical presentations 
of a given disorder (e.g., individuals who do not meet criteria for an ED but exhibit 
binge eating or purging symptoms). Throughout the chapter, we will use these 
terms, as relevant, to help provide greater context on the types of programs that have 
been developed or adapted for boys and men.

It is important to note that, to date, few studies in boys and men have examined 
true ED “prevention,” that is, demonstrating that a program reduces the onset of an 
ED compared to a control condition. Thus, most of the preventative intervention 
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efforts described in this chapter are more accurately described as efforts to reduce 
risk factors for EDs. The present chapter summarizes research on (1) school-based 
prevention programs for boys, (2) in-person prevention programs for young men, 
(3) Internet-based prevention programs for boys and men, and (4) dual prevention 
programs targeting weight and eating for boys and men.

�School-Based Prevention Programs (See Table 13.1)

For youth, school-based settings provide an ideal environment to disseminate ED 
prevention programs [12]. School-based programs for boys have largely been 
implemented universally in elementary and middle schools with both boys and girls 
simultaneously. The use of mixed-gender samples is likely due to the higher preva-
lence of EDs in women [13] and the ease of including both genders in interven-
tion groups.

�Elementary and Middle School ED Prevention Programs

Several universal school-based programs have been developed for elementary [14–
16] and middle school students [17–22]. All of these programs with the exception of 
one [19] included both boys and girls in the same program. However, none of these 
programs have demonstrated significant improvements in eating pathology or disor-
dered eating behavior compared to class as usual. This may be due to the lack of 
focus on male-specific content and muscularity in larger school-based programs 
[20], the use of female-validated measures [20], and the floor effects for traditional 
measures of eating pathology in boys at baseline assessments [18, 20].

While none of these programs have reduced eating pathology per se, programs 
have demonstrated behavioral improvements in self-reported dieting [22] and oblig-
atory or compulsive exercise [20]. Many school-based programs have actively tar-
geted and demonstrated improvements in ED knowledge [15] and body image 
attitudes including body dissatisfaction, weight and shape concerns [14, 17, 20–22], 
appearance comparisons [16, 20], and body-ideal internalization [16, 21]. Some 
programs have also found evidence for reducing risk factors that affect EDs beyond 
body image including perfectionism [20, 21], self-esteem [19], and mood or nega-
tive affect [19].

Most school-based prevention programs have included at least some elements of 
media literacy programming. Media literacy prevention programs aim to reduce 
disordered eating through promoting education and activism around ED risk factors 
of pressures to be attractive and fulfill gender-specific body ideals as communicated 
by the media. Students are educated about gender stereotypes that are promoted 
through media, how these contribute to western body ideals, and techniques used to 
create media images (i.e., airbrushing and digital manipulation). One of the most 
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successful and empirically supported media literacy programs to date has been 
Media Smart [22], an 8-week program for 7th–8th grade boys and girls. Across two 
trials, boys in Media Smart demonstrated reductions in weight-related peer teasing, 
perfectionism, and body dissatisfaction at post-intervention [21]; dieting, body dis-
satisfaction, and weight/shape concerns at post-intervention and 6-month follow-up 
[22]; and depression and media internalization at 6-month and 12-month follow-up 
[21], compared to class as usual. While the program has traditionally been delivered 
by professional (graduate-level) facilitators, recent research has supported similar 
effects when the program is delivered in school by teachers as well [21], which may 
make this program more easily disseminable to a wider audience.

As noted above, the lack of significant effects on eating pathology for boys in 
school-based programs may be due, in part, to the lack of muscularity-oriented 
program content and muscularity-oriented body image assessments. Research sup-
ports that adolescent boys with EDs report lower scores on traditional assessments 
of eating pathology compared to girls with equally as severe EDs [23]. Thus, use of 
appropriate measures to assess male-specific concerns is critical. Further, while 
mixed-gender groups may be easier to implement in practice, there may be advan-
tages to separating boys and girls to allow for more candid and honest conversations 
among peers. In a small trial, Stanford and McCabe [19] evaluated a two-session, 
male-only program focusing on self-esteem and body acceptance for 12–13-year-
old boys. Participants in the program showed increased muscle satisfaction and self-
esteem, as well as decreased negative affect, relative to those in class as usual. 
Importantly, while the program found significant effects for muscularity satisfac-
tion, a significant effect was not found for overall body dissatisfaction, highlighting 
that intervention effects for boys may be obscured when using assessments that are 
not specific to body image concerns in boys.

�High School ED Prevention Programs

Fewer ED prevention programs have been implemented for high school-age boys 
[24, 25]. One program examined the effects of a universal ED prevention program 
in Swiss high school students [24], but did not find any significant differences 
between the intervention and class as usual in a mixed-gender sample. More 
recently, a large-scale universal prevention trial in Germany [25] implemented with 
8th and 11th grade students found no significant differences in ED pathology 
between the intervention and control group at 6-month follow-up. However, gender 
and grade moderated the intervention effects, such that 11th graders (both girls and 
boys) in the intervention group exhibited lower ED pathology than the control group 
at follow-up, whereas for 8th graders, boys experienced decreased eating pathology 
directly after the intervention that remained stable through follow-up, but girls 
exhibited increased ED pathology. Thus, in at least one case, a universal high 
school-based prevention program may show some promise for reducing ED risk 
in boys.
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While few school-based programs have focused on ED prevention exclusively in 
boys, programs have targeted athletes’ use of appearance- and performance-
enhancing drugs (APEDs). Specifically, the Athletes Training and Learning to 
Avoid Steroids (ATLAS) program, which focuses on preventing steroid and food 
supplement abuse, has been well researched among boys and men. Originally devel-
oped as a selective prevention program with high school athletes [26–28], it uses a 
multifactorial approach to change group norms, increase skills, and promote media 
literacy. The program has been successful in reducing both the intention to use ste-
roids and use of APEDs in male athletes [27, 28], with research demonstrating that 
effects are mediated by changes in team norms around steroid use and knowledge 
and perceived severity of anabolic steroids [28]. Further, recent research has sup-
ported the utility of ATLAS in improving functional and aesthetic body satisfaction 
and attitudes toward supplement use in non-athlete boy high school students com-
pared to waitlist control [29]. Results support that programs focused on targeting 
relevant risk factors for appearance-based concerns in boys can be efficacious in 
improving body image and attitudes and, potentially, the use of unhealthy substances.

�In-Person Cognitive-Behavioral Programs in Adults  
(See Table 13.2)

In meta-analyses of cognitive-behavioral ED prevention programs prior to 2007, 
programs that were associated with greater efficacy were interactive (versus didac-
tic), were selected (versus universal), involved multiple sessions (versus a single 
session), and included cognitive dissonance-based content [30, 31]. Further, preven-
tion programs targeting women as opposed to mixed-gender programs had better 
effects; however, none of the programs included in these meta-analyses were spe-
cific programs for men only.

�Cognitive Dissonance-Based Programs

The Body Project is a cognitive dissonance-based program that was originally 
developed to target and reduce thin-ideal internalization in young women through a 
series of verbal, written, and behavioral exercises aimed at exploring the negative 
effects of pursuing the thin ideal of beauty. These exercises generate cognitive dis-
sonance, or psychological discomfort, which prompts participants to reduce their 
pursuit of this unrealistic ideal, as people are motivated to align their attitudes with 
their public behaviors [32]. Consistent with the dual pathway model of eating 
pathology in women [33], reducing internalization of the thin ideal has demon-
strated significant reductions in body dissatisfaction, disordered eating symptoms, 
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and the likelihood of developing an ED in young women through a 3-year follow-up 
(see Becker and Stice [34] for review).

Despite the relevance of targeting internalization of the increasingly lean and 
muscular ideal for men in western culture, men were not included in dissonance-
based interventions until recently. To ensure relevance for men (including the differ-
ences between internalization concerns), the Body Project was modified for use 
with men-only and mixed-gender samples. These Body Project variants designed 
specifically for men include the PRIDE Body Project [35] (to be discussed in the 
next section), the Body Project: More Than Muscles (MTM; [36]), and the Body 
Project M (BPM; [37]). Of the latter two, MTM is a selected prevention program, 
whereas BPM is a universal prevention program. Despite MTM and BPM being cre-
ated for men only, results varied between these two programs. MTM found signifi-
cant and large improvements in eating pathology and muscle dysmorphia symptoms 
post-intervention and at 1-month follow-up [36]. BPM reported significant differ-
ences at post-intervention for muscularity dissatisfaction and internalization of 
appearance ideals; however, these were not significant at 3-month follow-up. The 
divergent results observed here are consistent with the selected program (MTM) 
outperforming the universal program (BPM). It is not clear if the different program 
lengths (4 hours MTM versus 3 hours BPM), group size (4–10 MTM versus 2–6 
BPM), facilitator features (one female graduate clinician with male peer facilitators 
MTM versus one graduate male clinician BPM), or randomization status (yes MTM 
versus no BPM) further contributed to differential effects. However, these findings 
converge with previous reviews regarding effective elements of ED prevention pro-
grams [30, 31].

Variants of the Body Project have also included mixed-gender groups, with lesser 
effects found for men. In the Body Project 4 All [38], men experienced general body 
image improvement at post-intervention and 2- and 6-month follow-up; however, 
body-ideal internalization and ED psychopathology did not show improvement. 
Men also demonstrated improvements in muscularity dissatisfaction at post-
intervention and 2-month, but not 6-month, follow-up. Another mixed-gender 
group, an expanded 10-hour Body Project program delivered in Mexico, did not 
analyze men separately and lacked a comparison group [39]; thus results for men 
are unknown.

�ED Prevention Interventions Without 
Dissonance-Based Elements

Consistent with results in women supporting increased efficacy when using 
dissonance-based content in ED prevention programs, few cognitive-behavioral 
programs exist for adult men that do not primarily feature cognitive dissonance-
based activities and strategies. One such program is the Healthy Eating Workshop 
(HEW; [40]), a mixed-gender program implemented as a college course. 
Disseminated across 16  weeks, this program featured guest speakers, role-play, 
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drama, games, videos, and media literacy aimed at improving body image and eat-
ing pathology for men and women. It included non-ED-related topics as well (e.g., 
self-esteem, relaxation, and coping skills). Due to low base rates, small samples, 
and high attrition, the final sample used for analyses failed to retain any men with 
high risk for eating pathology. The resulting comparisons for men reflect a universal 
design, which did not yield any significant benefits.

�Cognitive-Behavioral Programs for Sexual Minority Males

The increased prevalence rates of EDs among sexual minority men (gay, bisexual+) 
highlight the need for effective interventions among this population [41]. Despite 
this increased risk, existing interventions for this population were almost non-exis-
tent until recently. Using a sociocultural perspective, the PRIDE Body Project [35] 
uses the cognitive dissonance-based approach to address risk factors relevant to 
sexual minority men. Results from a randomized control trial showed that PRIDE 
Body Project program was associated with significantly greater decreases in 
bulimic symptoms, body dissatisfaction, drive for muscularity, self-objectification, 
partner-objectification, body-ideal internalization, and dietary restraint compared 
to assessment-only control from pre- to post-intervention. Improvements were 
maintained at 4-week follow-up, with the exception of body-ideal internalization. 
Additional analyses demonstrated that the intervention’s effects on bulimic symp-
toms were mediated by reductions in body-ideal internalization, supporting models 
of ED risk in sexual minority men [35].

Increased risk for body image concerns and EDs among sexual minority men can 
be compounded for those diagnosed with human immunodeficiency virus (HIV), 
particularly when viewed in light of the premium placed on appearance concerns 
[42]. It is not uncommon for HIV and antiretroviral therapy (ART) treatments to 
result in undesirable bodily changes, spawning a potentially cyclical risk for 
increased body image disturbances, depressive symptoms, and poor ART adher-
ence. Thus, recent programs have targeted body image concerns and their link to 
ART adherence for sexual minority men diagnosed with HIV. A group intervention 
targeting body image and healthy eating [43] aimed to improve immune system 
health and reduce the risk of poor ART adherence using cognitive dissonance-based 
activities, media literacy, nutrition education, and awareness-building. The program 
was well-accepted; however, the authors did not evaluate intervention efficacy. 
Another more recent program, Cognitive Behavioral Treatment for Body Image and 
Self-Care (CBT-BISC; [44]) was created to improve body image and quality of life 
for sexual minority men with HIV.  Importantly, CBT-BISC led to significant and 
large effects on body image disturbance at post, 3-month, and 6-month follow-up, 
and for depression at 6-month follow-up, compared to enhanced treatment as usual. 
Finally, ART adherence was high, but results varied based on the methodology used 
to measure adherence, and unusually high baseline rates signify a potential ceiling 
effect for this sample.
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�Internet-Based Programs

Recently, ED prevention programs have also been delivered in online formats. 
Internet-based prevention programs can help minimize barriers to treatment, reduce 
in-person clinical demands, increase access to services, and reduce costs compared 
to in-person delivery methods. For boys and men, Internet-based programs may be 
especially helpful to address barriers to in-person programs around body image, 
such as stigma. Currently no Internet-based programs have been developed specifi-
cally for men; thus, in this section, we review screening and Internet-based interven-
tion programs currently available for mixed-gender groups.

�Screening Programs

The rise of mental health concerns on college campuses, and ED symptomatology 
in particular, has spawned interest in effective screening measures to improve pre-
vention efforts and identify individuals in need of services. Using a five-item ED 
screener, Eisenberg and colleagues [45] found positive screens for 9–13% of women 
and 3–4% of men. This 3:1 women-to-men ratio was in contrast to the lifetime ED 
diagnostic rate of 20:1 women-to-men and the commonly quoted 10:1 rate for ED 
prevalence, providing a clear rationale for including both men and women in such 
efforts.

Although a variety of screeners and Internet-based programs exist, evidence 
remains underdeveloped regarding the efficacy of Internet-based interventions 
[46]. However, a recent meta-analysis supported that Internet-based programs as a 
whole are successful at reducing ED risk, with small but significant effects on 
reducing symptoms, albeit primarily in women [47]. Programs for mixed-gender 
population screening include ProYouth, a European-based program [48, 49], and 
the Healthy Body Study (a population-level survey [50]). Designed to prevent EDs 
and enhance treatment utilization for men and women, the efficacy of ProYouth is 
currently unknown. The Healthy Body Study, however, is part of a network 
designed to provide referrals and Internet-based interventions based on risk level 
and uses one of the most studied Internet-based prevention programs for women – 
Student Bodies. The Student Bodies program utilizes traditional cognitive-behav-
ioral prevention techniques to improve knowledge of ED risk factors, body image, 
unhealthy weight regulation behaviors, and ED behaviors [51]. Results from the 
Healthy Body Study are used to refer individuals to appropriate Internet-based 
interventions from a group of programs referred to collectively as Healthy Body 
Image [52]. Those with low risk for ED and/or obesity are referred to Staying Fit 
[53], individuals with high-risk for ED are referred to Student Bodies, and those 
with subclinical or clinical symptoms are recommended for more intense interven-
tions including clinician referrals [54]. The potential benefits of using online 
screeners among populations such as college students are compelling, but the 
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challenge to successfully connect individuals with effective interventions, Internet-
based or otherwise, remains. Currently, more work is needed to reach men with 
these efforts.

�Dual-Focused Behavior Modification Programs Targeting 
Both Weight and ED Symptoms (See Table 13.3)

Given concerns regarding the increasing prevalence and health consequences of 
obesity, programs have been developed to target dual concerns of both weight and 
disordered eating behaviors in adolescents and young adults in mixed-gender sam-
ples. Further, overweight and/or obesity is associated with body image concerns, 
greater frequency of weight change behaviors, and binge eating symptoms [55, 56]. 
Although potential ethical concerns have been raised that obesity interventions 
could place participants at risk for EDs, especially children and adolescents [57], 
only two of the studies reviewed in this chapter found some evidence for potential 
iatrogenic effects (i.e., a small temporary increase in dietary restraint [64] and mod-
erate temporary increase in depression and media internalization [21]).

�School-Based Programs Targeting Weight and ED Symptoms

One school-based program targeting eating and weight is Healthy Buddies [58], a 
peer-based program in which 4th–7th grade girls and boys are paired with a student 
in K–3rd grade to promote a healthy body image, physical activity, and eating 
healthy foods. Compared with students in school as usual, both older and younger 
students in Healthy Buddies showed an increase in healthy living knowledge, behav-
ior, and attitude scores. Compared to control, weight increased less in the students 
participating in Healthy Buddies in 4th through 7th grade, and height increased 
more in the Healthy Buddies condition for kindergarten through 3rd grade. Notably, 
body image and eating pathology were not significantly improved by the interven-
tion, and the authors did not examine gender as a potential moderator of outcomes. 
Wilksch and colleagues [21] developed and evaluated LifeSmart, a universal pro-
gram targeting risk factors shared between both EDs and obesity, and compared this 
program to (i) Media Smart; (ii) Helping, Encouraging, Listening, and Protecting 
Peers (HELPP, a more focused ED prevention program); and (iii) class as usual. 
LifeSmart resulted in improvements in body satisfaction compared to class as usual 
but did not result in greater improvements in physical activity, mood, body mass 
index, or eating pathology. Further, the program was associated with increases in 
depression and internalization of appearance ideals from media through follow-up. 
Thus, while programs have aimed to target both risk factors for EDs and obesity, 
there is little evidence that these programs have been successful thus far at achieving 
both aims for boys.
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�Programs Targeting Weight and ED Symptoms in Adult Men

Three dual-focused mixed-gender programs have been evaluated in adults: Healthy 
Weight (HW; [59, 60]), Project Health (PH; [61]), and OBEyTA [62]. HW utilizes 
cognitive-behavioral strategies such as psychoeducation, goal setting, behavioral 
interventions, and body acceptance to assist participants in making small, incremen-
tal, lifestyle changes to improve their energy balance. PH includes cognitive 
dissonance-based activities making verbal commitments to participate, role-play, 
and exploring costs of obesity. OBEyTA focuses on raising awareness about appear-
ance and media ideals and addresses other topics including one’s self-concept, 
assertiveness, and perfectionism.

HW and PH had similar rates of ED symptom reductions and marginally lower 
rates of ED onset as compared to controls [61]. Analyzed as a combined interven-
tion group, they had significantly lower body dissatisfaction than controls [63]. PH 
had superior outcomes regarding BMI and overweight and obesity onset as com-
pared to HW and controls [61]. Of note, later analyses found that gender did not 
significantly moderate the effects of either program (Project Health or Healthy 
Weight) regarding body mass index or ED symptom changes [64]. Both programs 
had similar outcomes regarding ED pathology and body dissatisfaction, whereas 
PH outperformed HW in the obesity variables. Finally, in a study in which univer-
sity students were non-randomly assigned to OBEyTA, study skills, or an 
assessment-only comparison group, post and 3-month follow-up completer analy-
ses for men failed to find benefits for OBEyTA on any ED pathology or body image 
concern variables compared to either comparison condition [62].

�Internet-Based Programs Targeting Both Weight 
and ED Symptoms

At its inception, Student Bodies [65] was designed as a cognitive-behavioral ED 
prevention program for women only; however, given their focus on reducing obesity 
and binge eating, concerns which both have a more equivalent gender ratio, two 
recent adaptations have included men: Student Bodies 2 (SB2; [66]) and Student 
Bodies 2 – Binge Eating Disorder (SB2-BED; [67]). The programs use psychoedu-
cation, behavioral activities (self-monitoring, goal setting), and cognitive exercises. 
Results from the full sample of men and women show that SB2 did not improve 
shape and weight concern and temporarily increased dietary restraint. The full sam-
ple that received SB2-BED yielded modest reduction in body mass index and reduc-
tion in binge episodes, but did not improve shape and weight concern. Neither study 
considered gender as a moderator; thus a summary of the effects for men is not 
possible.
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�Conclusions and Future Directions

While the development and evaluation of ED prevention programs for boys and 
men have grown considerably in the recent years, there is still a dearth of informa-
tion of efficacious and effective ED prevention programs for boys and men. Lack 
of funding for ED prevention in men has likely stalled the ability to determine 
whether current programs can actually prevent ED onset. Indeed, to date, only 
dual-focused obesity and ED prevention programs in mixed-gender samples 
(Healthy Weight and Project Health [61]) have evaluated effects on ED onset in 
men. Further, few programs for adolescents or adults have demonstrated efficacy 
in reducing ED symptoms in boys and men or mixed-gender samples, with male-
specific variants of the Body Project (the Body Project: MTM [36] and the PRIDE 
Body Project [35]) and mixed-gender versions of Healthy Weight, Project Health, 
Student Bodies 2, and Student Bodies 2 – Binge ED demonstrating efficacy in this 
regard. However, the latter two did not examine whether gender moderated treat-
ment effects.

Collapsing across age groups and consistent with Stice and colleagues [30, 31], 
larger benefits for men have occurred when using selected versus universal preven-
tion approaches. Selected or indicated programs may be particularly relevant for 
boys and men, as they tend to score lower on traditional measures of ED psychopa-
thology, which may limit the ability to find statistically significant improvements 
over time in universal samples. Further, female-centric measures may not accurately 
capture clinically significant symptoms or risk factors for boys and men, thus high-
lighting the need for future studies to assess constructs and use measures that have 
been validated in, and are relevant for, boys and men. Notably, although many 
school-based programs and some programs with young adults are implemented in 
mixed-gender group formats, it will be essential for future research to investigate 
whether gender moderates intervention effects. Indeed, most mixed-gender pro-
grams fail to report results for boys and men only and generally report weaker full 
sample effects than single gender programs. While Internet-based programs have 
promise to address barriers to treatment for boys and men, none of these programs 
have been primarily developed to address male-specific ED risk factors. Thus, more 
research in online interventions for men are needed. Overall, ED prevention pro-
grams for men have made notable progress in recent decades, and there are several 
programs that hold promise for preventing the onset of EDs. Continued research on 
this topic has the capacity to reduce the public health burden and stigma associated 
with EDs in boys and men.
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Chapter 14
Psychotherapy with Men with Eating 
Disorders: The Influence of Gender 
Socialization and Masculine Gender 
Norms on Engagement and Treatment

Douglas W. Bunnell

Learning Objectives
	1.	 Readers will review differences in the clinical presentations of EDs in men 

and women.
	2.	 Readers will explore how adherence to masculine gender norms affects help-

seeking and therapeutic engagement.
	3.	 Readers will learn specific strategies for adapting the structure and language of 

psychotherapy to improve therapeutic engagement.

Key Points
•	 Clinical presentations of EDs in men and women are subtly but significantly dif-

ferent, and these differences may reflect the impact of gender socialization.
•	 Adherence to masculine gender norms interferes with detection, assessment, 

treatment planning, and treatment delivery for men with EDs.
•	 Treatment of men and women with EDs is largely similar, but addressing the 

impact of gender can facilitate effective treatment.
•	 Exploration of gender socialization and beliefs about masculinity helps clini-

cians develop an understanding of core beliefs and cognitions that maintain 
men’s EDs and increase the risk for relapse.

•	 Clinicians need to be aware of their own gender biases about men and about men 
in psychotherapy.
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�Psychotherapy with Men with Eating Disorders: 
The Influence of Gender Socialization and Masculine Gender 
Norms on Engagement and Treatment

What used to be uncertain is now incontrovertibly true. Men struggle with eating 
disorders (EDs) at rates that belie the persistent myth that these disorders only affect 
girls and women. In the past decade, we have developed greater awareness of the 
prevalence of EDs in non-typical populations including men, older individuals, 
people of color, and people in bodies that do not fit the underweight stereotype. We 
now recognize that many people dealing with EDs have been hiding in plain sight.

This chapter will focus on some of the unique aspects of the treatment of EDs in 
men. The fundamental components of the treatment of EDs are, as noted in a num-
ber of other chapters in this book, similar for both men and women. But there are 
critical differences in the clinical presentations of EDs across genders that need to 
shape treatment. Our conceptual models for both the etiology and maintenance of 
EDs remain highly gendered and reflect our wealth of information about EDs in 
women. Most of what we know about EDs remains grounded in what we know 
about women with EDs. We know much less about the temperamental vulnerability 
of men to EDs, the psychological motivations and underpinnings of men’s ED psy-
chopathology, and the developmental phenomenology of EDs in men across the 
lifespan. Retrofitting conceptual and treatment models based on the experiences of 
women with EDs can take us only part of the way.

Community sample surveys indicate that up to one in three individuals with EDs 
is a man but many fewer men actually present for treatment [1]. Men are also vastly 
underrepresented in ED research. Gorrell and Murray reported that only 1% of peer-
reviewed articles focus exclusively on men [2]. There is a comparable gap in clinical 
training. Most clinicians have had little to no direct experience treating men with 
EDs, in some large part because men do not present for treatment as often [3]. The 
gap between community prevalence and referral for treatment remains substantial 
and reflects the lack of awareness about men with EDs as well as more general 
sociocultural phenomena such as mental health stigma and masculine gender social-
ization. This latter factor is a significant issue in understanding the unique treatment 
needs of men with EDs [4]. It has an enormous impact on men’s perception and 
experience of treatment. Addressing the implications of masculine gender socializa-
tion represents one of the best opportunities for effectively adapting existing ED 
treatments for men with these disorders.

Following a brief overview of the unique aspects of the clinical presentations of 
men with EDs, this chapter will explore how gender influences treatment. These 
influences extend into our clinical and conceptual models and particularly into the 
language we use in treatment. They also shape the clinical relationship. Clinicians 
and patients bring their own gender expectations into treatment, and these expecta-
tions, left unexplored, can limit treatment engagement and effectiveness. The final 
section of this chapter addresses what clinicians need to know to best identify, 
engage, and treat men.
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�How Are Men with EDs Different Than Women with EDs?

The fundamental features of eating psychopathology are consistent across gender. 
Assessment and treatment for men and women are therefore quite similar in how 
they address the general core elements of nutrition, cognition, emotion, and devel-
opment. However, clinicians also need to consider important differences in presen-
tation to increase treatment engagement and efficacy, as outlined below:

Eating Behaviors  While most eating disorder behaviors are consistent across gen-
der, men are less likely to report a subjective sense of a loss of control, despite 
reporting similar rates of objective binge eating compared to women [5]. Men may 
also have different subjective standards about what constitutes “a large amount of 
food.” Binge eating, or the failure to maintain strict control of eating, is less socially 
noteworthy in men than in women. It is more culturally normative for men to occa-
sionally overeat, and this norm may contribute to lower rates of detection, referral, 
and diagnosis of men with this most common type of eating disorder.

Body Image and Weight  Body dissatisfaction and the overvaluation of weight and 
shape are core features of most EDs. Men generally report lower levels of body dis-
satisfaction compared to women [6], but the nature of the dissatisfaction is gendered 
[7]. Whereas women generally report decreasing body dissatisfaction as they age, 
men’s body dissatisfaction may increase with age [8]. Men with anorexia nervosa 
(AN) are more likely to describe a strong fear of weight gain rather than a clear 
intent to lose weight [9]. Their reluctance to gain weight often reflects concerns 
regarding the impact of weight gain on body image goals defined by leanness and 
muscularity but not thinness [10, 11]. Clinical experience suggests that men are less 
likely to explicitly endorse a desire to lose weight, and this complicates clinical 
detection and assessment. For many men, anxiety about their bodies is rooted more 
in concern about losing or lacking muscular definition and not in a clear concern 
about a particular weight or clothes size [9]. Given the considerable barriers to 
access to care, men may not enter treatment until their symptoms are especially 
severe, and they may be particularly medically compromised at the time of initial 
assessment [12].

Exercise  Body-related goals and expectations are often couched in terms of exer-
cise and fitness goals, and clinicians need to carefully explore motivations for exer-
cise regimens. Dedication to exercise and fitness is still more socially consistent and 
acceptable for boys and men than for girls and women, so excessive exercise may 
be seen as normative and even admirable. Compulsive exercise can mask underly-
ing anxiety about weight and shape and serves more of an affective regulation func-
tion in men than it does in women [13].

Age of Onset  There is some discrepancy in the literature about the age of onset of 
EDs in men with some studies finding that boys and men have a younger age of 
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onset of AN [14], while others report a later onset [15] or no differences between 
genders [16]. Notably, men may develop medically significant symptoms well 
before they seek treatment for the disorder [16]. Younger and less developmentally 
mature patients are often less able to articulate their motivations and feelings about 
their bodies, weight, shape, and exercise behaviors. This is often compounded by 
the relatively high rates of boys and men with avoidant/restrictive food intake disor-
der (ARFID) compared with rates for other EDs. Clinicians may find it difficult to 
elicit information about the motivations and goals of restricted eating with their 
patients who are men or young men.

Comorbidity  EDs are associated with significant psychiatric comorbidity in popu-
lations of both men and women [17]. Depression and anxiety disorders are common 
[1]. Rates of comorbid PTSD in women with ED are significant, but less is known 
about comorbid PTSD/trauma reactions in men [18].

Traits and Temperament  Traits such as perfectionism, emotional and experiential 
avoidance, and obsessionality are risk factors for the development and maintenance 
of AN [19]. Other traits such as impulsivity are thought to be risk factors for binge 
eating and bulimia nervosa (BN) [19, 20]. Most of the research on the role of traits 
and temperament is based on the study of women with EDs, but clinical evidence 
suggests that men with these traits also have a higher risk for EDs. Men in general 
are more likely to display externalizing trait-based behaviors such as aggression and 
impulsivity rather than internalizing traits such as perfectionism, which may help to 
explain the relatively lower rates of AN in men [21]. Emotional expression also dif-
fers across gender in that men are more likely to describe physical pain rather than 
emotional pain and are more likely to express anger and irritability than sadness and 
flat affect [22]. As such, it is likely that the common manifestations of ED-related 
temperamental factors that clinicians are familiar with in women may be less obvi-
ous or predictable with men.

Sexual Orientation  Most men with EDs are heterosexual [23]. But there is strong 
evidence that the rates of EDs in gay and bisexual men are indeed higher than the 
rates in heterosexual men [24, 25].

�How Does Gender Influence EDs?

The social construct of gender was a central element in early conceptual modes of 
EDs [26]. The field contested that there was something about being female that was 
associated with the development of these disorders. Then the pendulum swung 
toward biological models, and we now recognize that the gender disparity in ED 
prevalence reflects a mixed array of etiological factors. The following section dis-
cusses how gender influences EDs regarding stigma and barriers to treatment, seek-
ing help, motivation, identity and personal meaning, and gender socialization.

D. W. Bunnell



201

Stigma and Barriers to Treatment  There are significant structural barriers to the 
detection, diagnosis, and referral to treatment of men with EDs [27, 28]. The com-
mon misperception by professionals, carers, and patients that EDs are limited to 
young White and underweight women keeps men, older, non-White, and non-
underweight people from receiving the care they need. It also limits what we know 
about people with EDs who do not fit the stereotype. The perception of EDs as 
“female” disorders can increase self-stigma for men, due to a perceived failure to 
comply with masculine gender expectations [29], which can in turn create another 
barrier to seeking treatment. Patients’ families and loved ones also internalize these 
stigmas and stereotypes about EDs, which inevitably influence their perceptions of 
and reactions to their loved ones’ struggles. As such, it is essential that psychoedu-
cational curricula reflect the differences in the nature of family members’ and loved 
ones’ responses to men with these disorders.

Seeking Help  In addition to the structural barriers to detection and referral, men 
are also less likely than women to seek mental health care even when they are in 
considerable distress [30, 31]. This discrepancy has enormous implications for 
research and clinical engagement of men with EDs. Men with EDs delay seeking 
help and are therefore often sicker for longer before entering treatment [16]. Men 
are still prone to perceive psychological treatment as an indication of personal 
defectiveness [32]. Men are also more likely to prematurely drop out of mental 
health treatment than women [33, 34].

Motivation  Ambivalence about weight gain and recovery are cardinal features of 
EDs. Stigma and concerns about the implications for masculinity can coalesce into 
a lack of motivation or commitment to change. Clinicians need to adapt the content 
and language of psychoeducational material developed for women to reflect the 
gender-specific aspects of eating disorder dynamics and cognitions in men. Men 
with AN, as noted above, are less likely to articulate concerns about their actual 
weight or a desire to lose weight. Using conventional ED language and concepts to 
provide psychoeducation to men runs the risk of providing information that does not 
match up with their actual experience. This is risky on at least two fronts: the patient 
will not receive the information he may need, and the clinician may signal a lack of 
competency around factors relevant to men’s EDs. Rather than pursuing detailed 
inquiry about weight loss goals, drive for thinness, and thinness-related body dis-
satisfaction, clinicians working with men should focus on concerns about body size 
and muscle definition. Clinicians can facilitate the exploration of men’s motivations 
and objectives by adopting a “student” stance, asking the patient to “teach” the cli-
nician about the unique aspects of his motivations and goals. This will also signal 
the clinician’s openness to new perspectives that are not rooted in conventional wis-
dom about women with EDs.

Identity and Personal Meaning  Patients, especially those with longer lengths of 
illness, often describe how their identity has become wrapped up in their ED. Thus, 
helping patients disentangle their sense of self from their ED is an essential clinical 
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goal. For men with EDs, it is important that clinicians address how the eating disor-
der symptoms affect their sense of masculine identity. This requires an awareness of 
how men perceive their symptoms in the context of their masculinity. For men with 
EDs, the positive benefits often include a sense that their ED behaviors allay fears 
about softness, weakness, or lack of power. Compared to women, men may be less 
susceptible to concerns that their actual individual identity is wrapped up in their 
ED, as EDs may be more ego-dystonic for men. However, anxiety may peak as men 
gain weight or normalize their eating, and clinicians need to help men address what 
they are “losing” as they recover.

Gender Socialization  There is increasing evidence that the degree of adherence to 
gender norms influences eating psychopathology [35]. By conventional codes of 
masculine gender socialization, defined as prioritizing self-reliance, stoicism, nega-
tive attitudes toward femininity, and higher levels of sexual objectification, men are 
prone to see the need for treatment or assistance as a sign of weakness and failure. 
Fear, or devaluation of “feminine” norms of things like emotional expression, need 
for interpersonal connection, and vulnerability, may reinforce the belief that their 
ED is shameful and embarrassing [36]. Masculine gender norms still emphasize 
stoicism and rationality. Indeed, masculine norms have been associated with spe-
cific types of clinical presentations [37–39]. A review on this topic found a strong 
link between higher levels of masculinity and emotional distress, including depres-
sion, substance abuse, and anger [40]. Masculinity norm adherence was also associ-
ated with negative attitudes toward help-seeking and with lower levels of mental 
health [41–43].

There is less research evidence about the impact of masculine gender norm 
adherence in EDs, but adherence to masculine gender norms was found to be associ-
ated with higher rates of AN in both men and women [28, 44]. This suggests that 
gendered norms such as self-reliance, stoicism, and aggression may reinforce the 
temperamental, nutritional, and interpersonal maintaining factors for EDs. Further, 
adherence to masculine norms is particularly associated with muscularity-oriented 
disordered eating in men [4]. These gendered trait-based maintenance factors are 
important treatment targets in psychotherapy. Clinicians need to attend to the impli-
cations of masculine gender identity on issues such as intimacy, communication, 
power, health care, parenthood, sexuality, and performance [45, 46]. Each of these 
areas can shape each individual’s unique constellation of factors that caused and 
that maintain his ED.

Many men with EDs describe experiences of teasing and bullying [47], including 
being bullied for their weight, shape, or level of muscularity. Kindlon, Thompson, 
and Barker described the “culture of cruelty” that can characterize the masculine 
social-developmental milieu, a milieu in which bullying and shaming reinforce 
avoidance of emotion and that fosters competition and control [48]. These experi-
ences also foster the development of shame-based rules about emotions, vulnerabil-
ity, and dependence. More specifically, these experiences can become internalized 
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and concretized in men’s perceptions of their bodies and their nutritional needs. As 
men enter treatment for disordered eating, it is essential that clinicians develop an 
understanding of that individual’s history and experience of teasing.

�Treatment Outcomes

Variations in the precise definition of recovery from EDs continue to complicate the 
evaluation of treatment outcomes. Defining recovery as behavioral symptom remis-
sion yields vastly different outcomes than using a standard that incorporates robust 
cognitive, emotional, and nutritional improvement [49]. Research on treatment out-
comes for men with EDs has a host of other limitations including small sample 
sizes, inadequate follow-up periods, and reliance on women-centric assessment 
instruments that underreport eating psychopathology in men. Table 14.1 summa-
rizes some of the existing outcome research. A host of smaller sample studies 
yielded a wide range of outcome rates and gender differences [50–53].

Some studies found lower rates of ED diagnoses at follow-up [54]. Others noted 
nuanced gender differences between men and women with AN related to body dis-
satisfaction [55] and drive for thinness [56]. Yet, a thorough review concluded that 
the existing research provided no clear evidence of gender differences in treatment 
response [57].

The best empirical data on treatment outcomes for men come from studies of 
inpatient populations. Strobel and colleagues reported on the longer-term outcomes 
of inpatient treatments of 119 men with AN and 60 men with BN [58]. Remission 
was defined by no diagnosis of AN, BN, or eating disorder not otherwise specified 

Table 14.1  Treatment outcome studies including males

Authors Year N Diagnoses Length of follow-up

Bardone-Cone et al. [49] 2019 36 Mixed 12 months
Oyebode et al. [51] 1988 13 AN 9.22 years
Herpertz-Dahlmann et al. [52] 2001 7 AN 3, 7, 10 years
Støving et al. [53] 2011 17 Mixed AN – 4.6 years

EDNOS – 4.6 years
BN – 6.2 years

Deter et al. [54] 1998 12 AN 12 years
Bean et al. [55] 2004 7 AN 15 months
Strobel et al. [58] 2019 119 – AN

60 – BN
AN, BN AN – 5.80 years

BN – 7.50 years
Fernandez-Aranda et al. [59] 2009 19 BN 12 months
Weltzin et al. [60] 2012 111 Mixed n/a
Grabhorn et al. [61] 2013 13 AN 2.5 years
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(EDNOS) at the time of the follow-up assessment. Men with AN had higher body 
weights at the end of inpatient treatment, but the remission rates at follow-up were 
indistinguishable from remission rates for samples of women: 40% vs 41%, respec-
tively. Men with AN had a higher incidence of EDNOS at follow-up and had signifi-
cantly lower scores on psychological measures of eating disorder cognitions, 
obsessive-compulsive symptoms, and depression. Men with BN had remission rates 
comparable to women with BN but did not show higher rates of EDNOS at follow-
up. Men with BN, however, did report lower scores on perfectionism and higher 
scores on interpersonal distrust. The outcome measures did not address cognitions 
related to the drive for muscularity; however, as noted earlier, this distinction may 
have skewed the estimate of the severity of eating disorder cognitions and anxiety 
in men. The authors noted that while treatment appeared to be effective for approxi-
mately 40% of men and women, there were important differences in the psychologi-
cal factors that influence treatment response and risk for relapse. These findings 
were consistent with prior research [59–61].

The research on treatment outcomes for men with BN is especially limited. 
Fernandez-Aranda and colleagues reported that 29% of men and 26% of women 
still had a diagnosis of BN or subthreshold BN 1 year after completing treatment 
[59]. Earlier studies showed no gender differences in outcome for BN patients [60].

Thus, overall, treatment outcomes appear to be comparable for men and women. 
It is noteworthy that existing treatments help less than 50% of people of either gen-
der achieve a lasting remission. Strobel and colleagues noted that gendered differ-
ences may be disguised in the general findings [58]. They suggest that some men 
with AN are indistinguishable from women with AN in their focus on a drive for 
thinness. There appears to be another substantial subgroup of men with AN for 
whom the driving motivation is related to muscularity rather than thinness [57]. 
There is a compelling need for further research into these nuanced gender differ-
ences and into the particular psychiatric comorbidities of men with both AN and BN.

The expansion of the definition of recovery to include psychological and cogni-
tive maintaining factors complicates research but also enhances clinical conceptual-
ization and treatment planning. Our best existing treatments are not helping at least 
50% of men, and women, seeking care. Can a focus on the gendered aspects of EDs 
help clinicians improve the effectiveness of the treatments they are delivering?

�Psychotherapy with Men

Before turning to specific adaptations for the psychotherapeutic treatment of men 
with EDs, it is useful to briefly review what is known about men in psychotherapy 
for general mental health concerns. Men are likely to approach treatment with con-
siderable skepticism about the process and goals [62]. They resist, avoid, and drop 
out of treatment more often and more quickly than women [34, 63]. However, 
specific clinical “micro skills” or “man-friendly” adjustments may help improve 
clinical engagement [62, 64]. These include judicious use of clinician self-disclo-
sure, normalization of men’s experience and symptoms, deliberate use of 
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masculine-centric language and metaphors (e.g., sports references), and a collab-
orative treatment relationship that is action oriented, transparent, and focused on 
clear, behaviorally measurable goals [62].

In addition to these recommendations, there are online mental health resources 
for men that provide good examples of how psychoeducation crafted with a sensi-
tivity to masculine language and emphasis on positive aspects of traditionally mas-
culine characteristics can minimize stigma and treatment avoidance. One, https://
headsupguys.org/mens-depression/, directly challenges common myths and misper-
ceptions that men have about depression (e.g., the myth that “Real men are in con-
trol of their emotions and don’t let things get to them” is countered with “Real 
strength is facing whatever challenges arise”) [65]. It is important that clinicians 
avoid a “deficit-based” perspective on how men approach psychotherapeutic 
engagement [62] and instead look for opportunities to leverage the positive aspects 
of masculinity in order to improve treatment engagement and outcomes.

Mahalik and colleagues have also written extensively on the issue of men’s 
engagement in psychotherapy [38]. They also emphasize the importance of clini-
cian awareness and knowledge about the influence of gender socialization. Gender 
issues need to be addressed in the clinical assessment of men seeking mental health 
care, and the clinical conceptualization and treatment planning should incorporate 
interventions to address ways that gender beliefs may be influencing symptoms and 
treatment [38]. The authors stress the importance of helping men find role models, 
suggesting that men benefit from having access and connection to other men who 
are dealing with similar issues.

�Psychotherapy for Men with Eating Disorders

Most of the psychotherapeutic approaches to the treatment of EDs, particularly 
CBT (cognitive-behavioral therapy), DBT (dialectical behavior therapy), ACT 
(acceptance and commitment therapy), IPT (interpersonal psychotherapy), and psy-
chodynamic therapies, emphasize the development of mental perspective and focus 
on increasing awareness of the connections between thoughts, feelings, and ED 
behaviors. They also help patients activate affective expression and decrease avoid-
ance of emotion. Attunement to inner experience and affect, and the capacity to 
communicate that attunement to others, is the essential process of psychotherapy. 
Men, who may be less socialized and less practiced at the recognition and commu-
nication of inner psychological experience, may benefit from adaptations to stan-
dard psychotherapy protocols. Clinicians who are more familiar working with 
women with EDs need to be attuned to how men express and communicate distress, 
need, anger, and intimacy. Signs of grief, sadness, irritability, and anxiety are often 
gendered.

If we examine the core components of the current evidence-based treatments for 
EDs, there are concepts, language, and interventions that clearly reflect a gendered 
model of the ED. Below are some considerations for how these treatments may be 
adapted to be more relevant for men with EDs.
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Cognitive-Behavioral Therapy  The core dimensions of the cognitive model of 
EDs are dietary restraint, the overvaluation of shape and weight, and the control of 
eating. Events and associated mood changes are less central features of the model, 
but they often contribute to the etiology and maintenance of the ED cycles [66]. 
What does the overvaluation of weight, shape, and control look like for men? Men 
with EDs are less likely to endorse the concept that their eating concerns are related 
to conscious concerns about their weight. Their shape concerns are less likely to be 
focused on a thin ideal; concerns about muscularity are likely to be more prominent. 
While the general cognitive model may apply to men, it is important for clinicians 
to explore how the conventional explanations and teaching points in CBT-E can be 
adapted to better speak to the unique aspects of men’s ED behaviors and cognitions.

Interpersonal Psychotherapy  IPT is based on a conceptualization of eating psy-
chopathology that emphasizes the role of relationships. The four key modules are 
grief, interpersonal disputes, interpersonal deficits, and role transitions. Less direc-
tive than CBT-E, IPT protocols encourage the patient to drive the process. Men may 
be less familiar with the language of relationships, so they may feel less adept at 
directing the therapy process. Grief, for instance, can be experienced as a sign of 
weakness. Interpersonal disputes and social isolation may be perceived as norma-
tive based on masculine gender norms. The notion that his social relationships have 
an impact on his psychological functioning can threaten the masculine norm of 
stoicism, emotional control, and self-sufficiency. Clinicians working with men in 
IPT should be alert to unintentional gender bias that presumes agreement about the 
centrality of relationships. Men may need additional gender-nuanced education 
about the underlying rationale of IPT.

Dialectical Behavior Therapy  With its emphasis on developing a personalized 
understanding of each individual’s adaptation to their unique biological endowment 
and environmental experiences, DBT creates a space for a thorough exploration of 
gender influences. EDs, from a DBT perspective, reflect difficulties in managing 
intense emotion or, in the case of AN, difficulties with the overcontrol of emotions. 
Masculine socialization directly influences men’s capacity for distress tolerance, 
their vulnerability to impulsivity, and their view of themselves in their personal 
relationships. Emotional constriction remains more culturally normative and ego-
syntonic for men than it is for women. Many of the standard DBT assignments, 
educational materials, and coping strategies tend to reflect feminine values such as 
openness, vulnerability, trust, compromise, and desirability of empathic connection. 
While these values can and do have deep meaning for many men, their comfort and 
familiarity with these concepts may be relatively limited, particularly if they strongly 
conform with masculine gender norms.

Psychodynamic Psychotherapy  Psychodynamic models for eating psychopathol-
ogy emphasize the adaptive functions of the ED behaviors. This approach usually 
incorporates a focus on the relationship patterns, early attachment experiences, 
separation-individuation, exploration of psychological conflict, identity develop-
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ment, and capacity for mentalization and mature relatedness. Dynamic models pro-
vide an obvious space for the careful consideration of the role of gender socialization. 
But, as is true with most psychotherapies, psychodynamic concepts and language 
reflect a bias toward feminine gender norms of emotional expressiveness, intimacy, 
empathy, relatedness, and vulnerability. Clinicians also value these characteristics 
and run the risk of subtly communicating that men are somehow less emotionally 
evolved. This communication can be subtle, although not always, and make it even 
more difficult for men to settle in and engage in psychotherapy.

The existing ED therapies, from a more general perspective, make use of a vari-
ety of concepts that, while relevant for men, may be less personally significant or 
even discordant. Some of these phrases and concepts have become embedded in our 
day-to-day ED treatment language. “Fat is not a feeling,” “Reach out to people not 
to your ED,” and “Tell me what you think triggered your binge,” as examples, have 
subtle but significant gender implications. Men are less likely to identify with the 
concept that “fat” is a proxy for an emotional reaction. They are less likely to experi-
ence their perceived body imperfections as representative of their emotional state or 
of their general self-worth. This reflects the reality that men have not historically 
been as socialized to equate body status with self-esteem as have women. 
Encouraging men to use their personal relationships as resources for symptom delay 
works against masculine norms that value self-sufficiency. Even basic interventions 
such as the exploration of antecedents, behaviors, and consequences, a core feature 
of virtually all ED treatments, incorporate language that may not click for men. 
Asking men to identify “triggers” or to elaborate on “how did you feel when that 
happened” presumes that men are experienced and comfortable with the expression 
of emotions and that they accept the idea that they are personally affected by inter-
personal interactions. It is helpful for clinicians working with men to evaluate men’s 
familiarity with these concepts before moving too quickly into active interventions.

Other common psychotherapeutic terms can gloss over gendered differences. 
Encouraging patients to be “vulnerable” or to express their “needs” or “fears,” while 
intuitively valid and in many cases strongly supported by research evidence, has 
potentially different meanings for men. Vulnerability and need violate the mascu-
line code and can evoke defensive withdrawal or avoidance. Pushing for an emo-
tionally charged therapeutic relationship can activate similar reactions from men. 
Consider some of the terms therapists might use to encourage emotional activation 
in their work with ED patients: “trust,” “open up,” “share,” “connect,” “feel,” “emo-
tionally touched,” or “moved.” While these concepts and terms describe a process 
that encourages emotional expression, men may not intuitively grasp their relevance 
for treatment.

What Can Clinicians Do? As noted above, attending to gender issues in the treat-
ment of men with ED is arguably more essential than it may be in the treatment of 
men with other psychiatric illnesses. Clinicians need to educate themselves about 
the role of gender socialization on the development of masculine identity. Returning 
to Seidler’s and colleagues’ set of recommendations for optimizing psychotherapy 
with men [62], here are some specific adaptations to conventional ED treatment 
techniques that can facilitate therapeutic engagement of men with these disorders:
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	1.	 Use therapeutic techniques that have clear, measurable, and attainable goals. 
Setting and meeting specific goals will help build motivation and engagement.

	2.	 Emphasize collaboration. A hierarchical, therapist-as-expert, stance can activate 
shame and competition.

	3.	 Avoid the use of jargon. Conventional psychotherapy language is gendered and 
may further activate men’s concerns that their ED reveals something about their 
gender identity.

	4.	 Explore gender norm expectations as a framework for discussion about core 
beliefs. Gender norms influence and reinforce ED thoughts and behaviors.

	5.	 Discuss connections between adherence to gender norms and ED thoughts, feel-
ings, and behaviors. This discussion also helps to minimize emotional and expe-
riential avoidance.

	6.	 Decrease rigidity about gender norm expectations. Replacing rigid beliefs about 
what makes him a man with more fluid and adaptive beliefs about masculinity 
can help to soften rigid beliefs about the body, emotional expression, and vulner-
ability [67].

	7.	 Explore personal assumptions about men and men with EDs. Does the clinician 
view men as less emotionally evolved than women? Are masculine norms about 
emotion and vulnerability inherently limiting and destructive? Do they have dif-
ferent emotional reactions to the men they work with than to the women in their 
practice? Exploring these issues is particularly important when working with 
men with EDs. Most ED clinicians are women, and most, if not all, of their train-
ing experiences have involved working with women with EDs. There is an inevi-
table pressure, conscious, or otherwise, to understand men with EDs through the 
lens of one’s own personal and professional experiences. These biases show up 
in a variety of subtle ways from the office design and décor to the way clinicians 
address their patients. What might it mean, for instance, if one tends to address 
men by their last name but women by their first name?

	8.	 Explore how gender influences the therapeutic relationship. Men may feel less 
immediately comfortable working with clinicians who are women given the 
potential for shame and avoidance. These reactions can be minimized by proac-
tively introducing the issue of the gender difference and exploring the patient’s 
experience of requesting help from a woman. Clinicians who are men, by virtue 
of their own gender socialization, are prone to their own avoidance of emotional-
ity. They should ensure that they do not communicate a “C’mon be a man” reac-
tion or a reaction of discomfort with men’s emotionality [68]. They may be 
particularly prone to avoid deeper emotional content and should be alert to ten-
dencies to steer the discussion to neutral or safe topics.

Countertransference  Implicit biases about gender influence the clinician’s emo-
tional response as well. Countertransference, defined as the full range of the clini-
cians’ emotional responses to their patient, is an important source of information in 
psychotherapy [69]. Since most clinicians have only limited experience working 
with men with EDs, it is more difficult to detect atypical or significant emotional 
reactions. Developing countertransferential sensitivity to men with EDs often 
requires additional consultation and supervision.
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�Implications for Clinical Program Design

Residential and partial hospital programs still have limited capacity to treat men 
with EDs. This is changing but these treatment resources are still difficult to access 
for many men. For the time being, men, even if they can access higher levels of care, 
will often be a small minority of the patients in a particular program. Even in gender-
specific programs, the clinical protocols will be largely based on the experience of 
what has worked well for women in the programs. In programs that mix men and 
women, specialized group therapy sessions, specific sessions and family protocols 
for dads and sons, and deliberate inclusion of men’s friends, partners, and spouses 
can help minimize a sense of marginalization within the milieu. Gender-focused 
training for clinical staff is essential as well. Men with EDs, particularly if they are 
in the minority in a given patient cohort, need the experience of talking with other 
men, ideally other men who have dealt with these disorders. Hiring men for the 
clinical staff can also help to minimize the sense of “otherness.” Men working in 
these programs may need additional supervision and support as they join clinical 
teams typically comprised of a majority of women. Clinical leadership needs to be 
sure that issues of gender are addressed in team meetings and clinical trainings.

�Conclusions

Clinicians specializing with EDs must become more familiar with the unique issues 
related to the assessment, treatment planning, engagement, and delivery of treatment 
to men. While the basic outlines of treatment are similar for men and women, clini-
cians should expect that issues related to the gender socialization of masculinity will 
influence detection, referral, and treatment. Gender socialization issues are likely to 
most relevant as men enter treatment. Concerns about help-seeking, violations of 
internalized gender norms, and concerns about “having a woman’s disease” can chip 
away at motivation for treatment and recovery. Clinicians can mitigate some of these 
forces by adapting their conceptualizations of ED to incorporate gender-related factors 
such as the intersection of the ED behaviors and cognitions with men’s experience of 
their masculinity. The language of psychotherapy, from dynamic to cognitive models, 
is loaded with gendered terms and concepts that can also heighten the discomfort of 
men seeking assistance. Finally, it is crucial that clinicians explore and manage their 
own internal gender biases that can be activated when working with men with EDs.

This chapter has focused on some of the ways that men struggle to engage and 
make use of our existing treatments for ED. It is important to close with an acknowl-
edgment of how important treatment can be for men, most of whom may not have 
had previous psychological treatments. Men are eager to be heard, and they may be 
especially surprised that a clinician is able to understand and accept their thoughts, 
feelings, and concerns without judgment. With relatively minor but thoughtful 
adaptations to our standard treatment approaches, we can facilitate that experience. 
Men will respond with openness, gratitude, and relief if we do.

14  Psychotherapy with Men with Eating Disorders: The Influence of Gender…
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Chapter 15
Racial and Ethnic Considerations 
in the United States

Kimberly Yu and Marisol Perez

Learning Objectives
	1.	 Summarize current literature on eating disorders among racial and ethnic minor-

ity men in the United States.
	2.	 Recognize how implicit biases have influenced studies within this literature.
	3.	 Understand key culture-specific variables that may be important in the assess-

ment, etiology, and treatment of eating disorders in men.

Key Points
•	 Certain racial/ethnic minority groups may engage in more extreme body and 

weight change strategies and binge eating compared with White men.
•	 Body image varies substantially across racial/ethnic minority men.
•	 An implicit bias of the literature is the assumption that etiological models based 

on White samples are normative.
•	 Race and ethnicity are often viewed and treated as static variables, when they can 

be dynamic and context-specific.
•	 There is no research on prevention and treatments specifically for racial/ethnic 

minority men.

�Introduction

Recently, disordered eating pathology among racial/ethnic minority men has gained 
critical attention, initiating newfound interest in prevalence, etiology, assessment, 
and treatment within these populations. In the past, studies addressing the relation 
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of race and ethnicity to disordered eating have disproportionately excluded men [1, 
2]. As such, it is of great importance to incorporate the study of racial/ethnic minor-
ity groups in the eating disorder literature. The integration of these groups is essen-
tial in identifying disparities in eating disorder prevalence and presentation across 
groups and elucidating the roles of racial/ethnic minority-related variables such as 
acculturation, discrimination, socioeconomic status, body composition, and cultural 
norms in the conceptualization, etiology, prevention, and treatment of disordered 
eating pathology in diverse populations. For the purpose of this chapter, we focus 
here on four racial/ethnic groups: Black, Asian American, Latino, and Native 
American/First Nations men. The majority of the reviewed research is based on 
samples from the United States. However, a more detailed examination of disor-
dered eating pathology across additional racial/ethnic minority groups is greatly 
warranted. For this review of the literature, keyword searches were conducted in 
Google Scholar, PubMed, and PsycINFO using the following words in combina-
tion: eating disorders, male, men, boys, race, ethnicity, Black, Asian American, 
Latino, Native American, disordered eating, eating pathology, binge eating, body 
dissatisfaction, muscle, and muscularity.

�Implicit Bias of the Literature

In the history of eating disorder research, the vast majority of information contribut-
ing to etiological models, the clustering of symptoms that developed the diagnostic 
criteria informing assessments and screeners, and the empirically supported treat-
ments have been based on middle-class and upper-class White women. This has 
contributed to an implicit bias within the current literature suggesting that etiologi-
cal models, prevalence rates, and clustering of symptomatology developed based on 
Whites are normative. Thus, studies within the existing literature on racial/ethnic 
minority men have predominantly examined the degree to which White models gen-
eralize to racial/ethnic minority groups and the extent to which minorities deviate. 
This has serious implications for racial/ethnic minority health and is a common 
problem in the mental health field reflecting the history of racism in the United 
States, perpetuating the view of minorities being “subordinates” to Whites [3]. 
Indeed, most of the literature reviewed here uses Whites in a referent manner, and 
research has not taken an exploratory and broad approach to develop assessments 
and screeners for racial/ethnic minorities. Thus, as it stands, key symptoms and 
behaviors of disordered eating pathology exhibited by racial/ethnic minority groups 
but not Whites may be largely underrecognized in the field of eating disorder 
research.

Another weakness of the eating disorder literature is the treatment of race and 
ethnicity as static and stable variables [4]. Within the United States, race and ethnic-
ity are socially constructed variables. Consequently, individuals who immigrate to 
and enter the United States are labeled per the country’s definition (e.g., “Black”), 
despite potentially not identifying with the specified culture. Further, research 
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demonstrates that the degree of racial/ethnic self-identification fluctuates across 
time and context [5, 6], and the dynamic nature of identity should be considered in 
this work.

�Prevalence Rates

The Collaborative Psychiatric Epidemiology Surveys consists of 3 nationally rep-
resentative samples from the United States comprising over 14,000 adults (more 
than 8000 racial/ethnic minorities), which were collected by the University of 
Michigan Research Center. All individuals received a diagnostic assessment con-
sistent with the Diagnostic and Statistical Manual of Mental Disorders, 4th edition 
(DSM-IV; [7]), criteria. Marques and colleagues [8] published prevalence rates 
across racial/ethnic minority men and conducted group comparisons, summarized 
in Table 15.1.

Among racial/ethnic minority men, there were higher prevalence rates of bulimia 
nervosa and binge eating disorder than anorexia nervosa. There were significant 
group differences between Latino men and non-Latino White men, where Latinos 
reported significantly (p < 0.05) greater rates of bulimia nervosa [8]. There were no 
other significant group differences.

�Eating Disorder Symptoms and Behaviors

�Black Men

Broadly, it seems that racial/ethnic minority men may engage in more extreme body 
change strategies compared with White men [9]. However, some nuances exist 
among specific racial/ethnic groups. For example, Black boys and men have been 
shown to engage in more extreme weight loss strategies (e.g., chronic dieting and 
use of diet pills, laxatives, and diuretics) compared with White boys and men [10–
16]. Additionally, compared with Whites, Black boys have also been shown to use 
more weight or muscle gain strategies such as supplements or exercise [11, 13, 14, 
17]. In terms of steroid use, the literature is mixed with some findings suggesting 
higher rates [18], lower rates [19], and similar rates of use [20]. Finally, findings 

Table 15.1  Lifetime prevalence rates of DSM-IV eating disorder diagnoses across race/ethnicity

Lifetime history Non-Latino White Latinos Asian American African American

Anorexia nervosa 0.14 (0.12) 0.03 (0.07) 0.07 (0.12) 0.18 (0.14)
Bulimia nervosa 0.08 (0.08) 1.73 (0.50) 1.14 (0.50) 0.90 (0.32)
Binge eating disorder 0.94 (0.33) 1.54 (0.45) 0.84 (0.42) 0.78 (0.31)

Data presented as weighted percent mean (standard error percent)
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indicate that, compared with White men and boys, Black men and boys also engage 
in more binge eating [10, 12, 14, 18, 21, 22].

Interestingly, although Black men may engage in more binge eating, extreme 
weight loss strategies, and weight/muscle strategies, previous work suggests Black 
men have more positive body image compared with White men. Indeed, a meta-
analysis found that 21 out of 27 studies that examined body image supported this 
association across both adolescent boys and adult men [9]. This may be due to the 
fact that Black men report greater preference for larger body sizes, which may be 
protective against body dissatisfaction [23]. Increased body positivity may be also 
attributed to positive weight and body size perception [16, 24] and familial attitudes 
about diverse body sizes [9].

�Asian American Men

Among Asian Americans, the literature on disordered eating pathology is largely 
inconsistent. Specifically, some evidence indicates the presence of higher levels of 
weight loss strategies among Asian Americans compared with Whites (e.g., [12, 
16]), while other evidence indicates no difference [25, 26]. Similarly, regarding the 
use of weight/muscle gain strategies, previous work indicates that Asian Americans 
are either less likely [16] or more likely to want to gain muscle compared with 
Whites [27]. Despite these inconsistencies, it is possible that Asian American men 
may be more likely to use strategies oriented toward the development of greater 
muscularity compared with Whites [27, 28]. Similarly, mixed findings have emerged 
with regard to steroid use among Asian Americans. Indeed, existing work indicates 
Asian Americans may be more likely [18, 29], less likely [19], and equally likely to 
use steroids when compared with Whites [30]. Discrepancies are also present in the 
literature on binge eating. While some research suggests that Asian American men 
and boys are more likely to binge eat than men and boys from other racial/ethnic 
groups [16, 27, 31], this finding has not been universal [32]. Interestingly, one study 
found that compulsive exercise was particularly high among Asian American men 
who binge eat compared to White and Black men [27]; however, this finding has not 
been replicated. Compulsive exercise, paired with binge eating, may be illustrative 
of muscularity-oriented eating [28, 33], supporting previous findings highlighting 
the potentially heightened use of muscle-building strategies among Asian 
American men.

Findings regarding body image among Asian American men are also inconsis-
tent. While some findings suggest that Asian Americans are less likely (e.g., [34, 
35]) or equally likely [12, 34, 36] to endorse body image concerns when compared 
to Whites, other work suggests that Asian American boys and men may be particu-
larly susceptible to body image concerns [16, 37], especially those focused on mus-
cularity [27, 38]. Overall, much more work is needed to elucidate these discrepancies. 
Notably, intragroup variability among Asian Americans in body size and weight 
may account for some of the inconsistencies found among Asian American men 
[27, 39]. For example, Filipino men, who may have a higher body mass index than 
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other Asian American groups (e.g., Chinese and Japanese men), also endorse greater 
body dissatisfaction [40]. Alternatively, acculturation, exposure to media, and body 
image ideals and perceptions of masculinity may also account for some of the dis-
crepancies found among Asian American men [9, 27, 39].

�Latino Men

In regard to Latino boys and men within the United States, previous work indicates 
greater use of extreme weight loss strategies including chronic dieting, vomiting, 
and use of diet pills compared to Whites [9, 12, 16]. Latinos have also been shown 
to engage in more binge eating [12, 14, 31] and purging than Whites [8]. Very little 
work exists on the use of strategies to build muscle or gain weight among Latinos, 
and existing research is largely inconsistent, indicating Latinos may be more [11, 
13] or equally likely to use weight/muscle gain strategies compared with Whites 
[29]. Similarly, findings on steroid use among Latinos have been largely mixed with 
some studies suggesting that Latinos are more likely to use steroids than Whites 
[18] and other findings indicating no differences [29]. More work is needed to clar-
ify these inconsistencies.

Notably, while some mixed findings exist (e.g., [16, 41]), evidence suggests 
that Latinos do not differ in their body image when compared with Whites [9]. 
However, some findings suggest that Latinos endorse more positive attitudes 
toward larger body sizes compared with White boys and men [11, 16, 24]. Indeed, 
some work has found that Latinos are less likely to perceive themselves as over-
weight compared with Whites [24]. In light of similar body image perceptions and 
dissimilar rates of binge eating and weight loss strategies compared with Whites, 
it is possible that familial conflict, acculturation, and marginalization may account 
for some of the disparities highlighted with regard to disordered eating pathology 
among Latinos [9]. However, more work is needed to examine these factors among 
Latino populations.

�Native American and Other First Nations Men

Native American and other First Nations men have been largely neglected in the 
literature on disordered eating. However, the limited existing work has indicated 
that Native American and other First Nations boys and men report greater inci-
dence of extreme weight loss behaviors [12, 16, 31, 42, 43]. Native Americans 
also report greater prevalence of binge eating compared to Whites [12, 16, 31, 42, 
43]. The extant research demonstrates no difference between Native American/
First Nation boys and men and Whites on weight gain/muscle gain strategies [16, 
18]. However, the existing literature on steroid use is mixed with some findings 
indicating higher likelihood of use among Native American/First Nations men 
[44] and others indicating no difference in steroid use when compared with Whites 
[16, 18].
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Evidence also suggests that Native American/First Nations people endorse more 
body image concerns compared with Whites [12, 16, 42, 43, 45]. High rates of over-
weight and obesity within Native American/First Nations populations coupled with 
greater likelihood of perception of overweight [16] may contribute to these elevated 
rates of body dissatisfaction. Higher rates of binge eating and extreme weight loss 
behaviors may be attributed to cultural conflict and familial pressures [43]. Family 
seems to play a unique role among Native American men. Interestingly, Native 
American adolescents with one Native parent have also been found to be less likely 
to report body image concerns and disordered eating behaviors, compared to their 
peers with two Native American parents, highlighting the potential role of accul-
turation in impacting disordered eating pathology within this population [43].

�Summary

Overall, it appears that men belonging to a range of racial/ethnic minority groups 
may engage in more extreme body and weight change strategies and binge eating 
compared with Whites [9]. However, some inconsistencies exist, and more work is 
needed to elucidate these findings. In particular, body image seems to vary substan-
tially across racial/ethnic minority groups [9], highlighting the necessity of examin-
ing additional mediating and moderating variables such as acculturation, 
discrimination, socioeconomic status, body mass index (BMI), and cultural norms.

�Relevant Culture-Specific Variables

Here, we review acculturation and discrimination as potentially salient cultural fac-
tors warranting greater consideration in the examination of disordered eating pathol-
ogy among racial/ethnic minority populations. First, acculturation has been found to 
be associated with disordered eating pathology and is noteworthy when considering 
racial/ethnic minority populations. However, much of the literature on acculturation 
and disordered eating pathology addresses populations of women, and more work is 
needed to expand this literature to groups of men. The extant body of literature pro-
vides some evidence for the association between acculturation and disordered eat-
ing pathology among Black men [46]. Among Asian Americans, findings are mixed, 
with some indicating an association between acculturation, disordered eating, and 
body image concerns [22, 39] and others reporting no association [34, 47]. Among 
Latinos, acculturative stress, rather than acculturation, has been found to be associ-
ated with body image concerns [48]. Acculturative stress is the daily stress of bal-
ancing two different cultures and has been found to be unique from general daily 
stress [49]. Interestingly, among Native American men, acculturation to Western 
values was associated with fewer body image concerns as well as less disordered 
eating symptomatology [43]. It seems that, in some cases, acculturation to Western 
ideals may be protective against disordered eating pathology, whereas in others, 
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greater adherence to Western ideals can be detrimental. Future research should 
examine the role of acculturative stress as an important factor in the consideration 
of disordered eating pathology.

Previous research asserts that racism contributes to mental and physical health 
issues [50]. Research has found that Black fathers and their adolescent sons, who 
report more everyday discrimination relative to other Black father-son dyads, also 
report more emotional eating [51]. Further, emotional eating has been found to 
mediate the relationship between everyday discrimination and BMI among Black 
adolescent boys [51]. Yet, for Black fathers, everyday discrimination has been 
shown to have an indirect effect on BMI through emotional eating [51]. Among 
Asian American college men, perceived perpetual racism significantly predicts 
drive for muscularity above and beyond internalization of Western standards for 
masculine physiques [39]. These findings highlight the importance of understand-
ing racial contexts as they relate to eating disorder behaviors. Furthermore, these 
findings are consistent with other research that has found everyday discrimination 
to be associated with negative coping, depression, low self-esteem, and anxiety 
among Black adolescent boys [52, 53]. To date, no studies have specifically exam-
ined the effects of discrimination on disordered eating pathology among Latino, 
Asian American, and Native American/First Nations men. Additional work is 
needed to determine the effects of discrimination on eating disorder behaviors and 
symptomatology among ethnic/racial minority men.

�Summary

Further research should continue to examine the extent to which acculturation, 
acculturative stress, and discrimination play a role in disordered eating pathology 
among racial/ethnic minority men. Additionally, more nuanced research using 
multi-contextual frameworks integrating diverse biological, psychological, devel-
opmental, and environmental perspectives to determine conditional and differential 
susceptibility to disordered eating pathology is greatly needed.

�Future Directions in Assessment, Prevention, and Treatment

It is noteworthy to highlight gaps in this literature. Currently, there is no research 
examining the psychometric properties of screeners and assessments for eating dis-
orders and correlates among racial/ethnic minority men. This is important as knowl-
edge and assumptions about eating disorder assessment and treatment rely on valid 
and reliable assessment measures. Further, there is no research examining preven-
tion of eating disorders, drive for muscularity, or other correlates specifically within 
racial/ethnic minority men. However, one study conducted a cognitive dissonance-
based prevention program for eating disorder behaviors and risk factors specific for 

15  Racial and Ethnic Considerations in the United States



224

sexual minority men [54]; the sample consisted of 43% racial/ethnic minority men, 
and, although minority-specific analyses were not conducted, overall the interven-
tion group had significant decreases in body dissatisfaction, drive for muscularity, 
dietary restraint, and bulimic symptoms [54]. A second study conducted a compari-
son of a cognitive dissonance-based prevention program for women compared to a 
group consisting of men and women [55]. Although no racial-/ethnic-specific analy-
ses were conducted, the sample did consist of 23.8% racial/ethnic minorities. For 
men, the prevention program produced significant decreases in body dissatisfaction 
and body attitudes toward low fat and muscularity [55]. Although both cognitive 
dissonance prevention programs yielded significant decreases in a racially and eth-
nically diverse sample of men, both studies were underpowered to examine minor-
ity men specifically. Thus, the extent to which these findings generalize to racial/
ethnic minority men remains unclear.

Within the treatment literature, there are no studies examining the extent to 
which empirically supported treatments generalize to racial/ethnic minority men. 
Further, we were unable to locate any case studies. Future research is therefore cru-
cial to explore the extent to which current treatments are efficacious and if any 
cultural modifications are required to make treatments more appropriate for use 
within ethnic/racial minority groups of men.

�Conclusion

There is a paucity of research on disordered eating pathology among racial/ethnic 
minority men at all levels of clinical science. Although some research has emerged 
on the prevalence of eating disorder symptoms and behaviors among racial/ethnic 
minority men, it remains in its infancy stage. In particular, a noted weakness of the 
existing literature is the tendency to examine the extent to which racial/ethnic 
minority men deviate from the “norm” (i.e., White men). Additionally, research has 
not taken an exploratory and broad approach to develop assessments and screeners 
for racial/ethnic minority men. Consequently, disordered eating symptoms that are 
uniquely exhibited by racial/ethnic minorities may be largely underrecognized in 
the field of eating disorder research. The literature on prevalence of disordered eat-
ing highlights that, in general, racial/ethnic minority men exhibit more extreme 
body change strategies than their White counterparts. Preliminary research has 
found associations between disordered eating symptoms and acculturation and dis-
crimination among Black men and disordered eating and acculturative stress among 
Latinos. Finally, the empirical literature addressing assessment psychometrics and 
efficacy/effectiveness of eating disorder prevention and treatment programs among 
racial/ethnic minority men is extremely limited.

Echoed throughout this chapter is the critical need for more research incorporating 
a racial and ethnic minority perspective. Existing etiological models of eating disor-
ders need to be generalized to men and integrated within existing racial and ethnic 
minority stress frameworks (see, e.g., [56]). Further, examining the intersectionality 
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of minority identity and the potential additive role of being a racial or ethnic minor-
ity man may provide a more nuanced understanding of eating disorder development, 
treatment, and prevention.
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�Introduction

Despite that men1 in Latin America have been an understudied population in the 
eating disorder (ED) field, fortunately, an increasing body of evidence that has 
developed over the last several years has allowed us to enhance our understanding 
of the ED experience in this population. In the current chapter, we first aim to 
describe the prevalence of ED in Latin American males, as well as potential risk 
factors in this population. Cross-cultural research including Latin American males 
will also be discussed. Specific features of ED and the availability of assessment 
measures in this population are also described. Finally, evidence-based knowledge 
on sociocultural influences in ED among Latin American men is presented.

�Prevalence of ED in Latin American Boys and Men

The majority of studies investigating the prevalence of ED in Latin American popu-
lations have used a survey-based cross-sectional design and present rates of ED risk 
and risky eating behaviors, as opposed to full threshold ED diagnosed through a 
clinical interview (see Table 16.1). The screening instruments vary across studies, 
and the nature of the measures should be taken into consideration while comparing 
results. For example, despite potentially lacking sensitivity to detect specific fea-
tures of disordered eating among males, the Brief Risky Eating Behaviors Screening 
Questionnaire has been widely used across studies with Mexican samples.

As part of the Drug and Alcohol Prevalence in Student Population Survey in 
Mexico City conducted in 1997, 2000, and 2013, two studies report data from ED 
survey items based on criteria from the fourth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-IV) [1]. The prevalence of ED risk in 
those studies ranged from 1.3% to 4.3% among males, which was lower compared 
to the prevalence of ED risk in females [2, 3]. A higher proportion of boys presented 
with binge eating episodes, purging behaviors, and weight gain concerns in 1997 
versus 2003, whereas a lower proportion presented with body weight overestima-
tion and dietary restraint [3]. A number of studies have used the Brief Risky Eating 
Behaviors Screening Questionnaire [4], a ten-item questionnaire based on DSM-IV 
ED criteria. For example, Barriguete et al. [5] used data from the 2006 Mexican 
National Health and Nutrition Survey, which included the participation of 12,456 
teenage boys. Among males, 0.4% were found to be at risk for an ED, which is a 
small rate compared to 1.0% found in females. Males from urban locations had 
double the prevalence of risk for an ED compared to those from rural areas. In this 
study, the prevalence of ED behaviors among males across age groups was not 
found to significantly differ, whereas Unikel et al. [1] reported that binge eating was 
more common among older versus younger adolescent boys. In another study, 2.9% 

1 In this chapter, we use the terms males and boys/men interchangeably.

E. J. Compte and E. Trujillo
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of teenage boys from Guadalajara were classified as at risk for an ED which is a 
small rate compared to 10.3% found in females, and ED behaviors among boys 
were found to be associated with impulsivity traits, depressive symptoms, suicidal 
ideation, and stress [6]. The same instrument was used in a study of adolescents and 
young adults in the city of Pachuca, located in the state of Hidalgo, Mexico [7]. 
Males showed a 2.9% prevalence of risky eating behaviors, consistent with findings 
from the Guadalajara study [6]. Similarly, 3.8% male freshmen university students 
from Mexico City with overweight or obesity were found to be at a high risk for an 
ED [8]. Of interest, this study also assessed concerns about muscularity, which were 
found to be associated with a four times greater likelihood of reporting risky eating 
behaviors.

Among cross-sectional survey-based studies, both 40-item and 26-item versions 
of the Eating Attitudes Test (EAT) [9] have also been used as screening instruments 
in studies of Latin American men. For example, Reyes-Rodríguez et  al. [10] 
observed that 5.1% of male university students presented at risk for an ED, and 
those at risk also showed higher levels of depressive symptoms and stressful life 
events. Also, in a sample of individuals with exercise dependence symptoms from 
the city of Goiânia (Brazil), Silva et al. [11] reported that 40% of men (versus 60% 
of women) were identified as at risk by the EAT-26. Finally, in a recent study of 
students from Concepción, Chile, 6.6% of adolescent boys scored were identified as 
at risk on the EAT-40. Across the weight spectrum, male high school students with 
obesity showed higher ED risk (14.7%) compared to males with overweight (8.3%) 
or normal weight (5.2%) [12].

Few studies have conducted a clinical interview to establish the prevalence of ED 
among Latin American men [13–15]. Rutsztein et al. [14] studied the prevalence of 
ED among male and female adolescent students from four high schools in Buenos 
Aires and metropolitan areas (Argentina). Participants were first classified as at risk 
or not at risk based on cutoff criteria for the drive for thinness, bulimia, and body 
dissatisfaction subscales of the Eating Disorder Inventory-2 [16] or if they presented 
with any weight control purging behavior. Participants then completed a face-to-
face interview based on the Eating Disorder Examination interview [17]. Findings 
from this study showed that almost 6% of adolescent boys were identified as at risk 
for an ED and 2.9% were diagnosed with an ED, which in all cases was categorized 
as eating disorder not otherwise specified (EDNOS). Also in Argentina, Compte 
et al. [15] conducted a two-stage epidemiological study in a representative sample 
of exclusively male participants from six different universities in Buenos Aires. 
Participants were screened for an ED using the EAT-26 [18] and for muscle dysmor-
phia (MD) using the Drive for Muscularity Scale (DMS) [19]. For the second stage, 
the Eating Disorder Examination interview was used to identify cases of ED based 
on DSM-IV; in the absence of a validated structured interview for MD, a threshold 
of 52 on the DMS was considered for possible cases of MD. Consistent with previ-
ous findings in Argentinian adolescent boys [14], all cases of ED were EDNOS, 
with a prevalence of almost 2%. Of particular interest, the prevalence of possible 
cases of MD among male college students in Argentina was 6.9%, which resembles 
the total prevalence of ED among female university students [20]. Those identified 
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as at risk of ED or MD exhibited greater social anxiety, body dissatisfaction, con-
cerns with muscularity, and frequency of physical exercise. Of particular interest, 
individuals with an ED reported desiring a body mass index (BMI) lower than their 
current BMI, whereas possible cases of MD reported desiring a BMI higher than 
their current BMI [15]. Finally, Benjet et al. [13] used the Composite International 
Diagnostic Interview, a structured interview for the assessment of mental disorders 
according to the ICD-10 and DSM-IV developed by the World Health Organization 
[21], to assess the prevalence of ED among a large sample of male and female ado-
lescents from the Mexican Adolescent Mental Health Survey in Mexico City and 
metropolitan areas. The lifetime prevalence among all adolescents was 0.5% for 
anorexia nervosa (AN), 1.0% for bulimia nervosa (BN), and 1.4% for binge eating 
disorder (BED). No gender differences for AN cases were observed; males 
accounted for 30.5% of BN cases and 24.9% of BED cases (Table 16.1).

�Potential Risk Factors for ED in Latin American 
Boys and Men

Among the associated ED risk factors in males from Latin American countries, data 
from the 2014 Mexican National Survey of Drug Use in Students revealed that 
maternal education was associated with weight control practices among boys [22]. 
It has been suggested elsewhere that mothers are important agents of socialization 
in terms of weight control practices and that adult women with more education are 
more likely to engage and transmit weight control practices as a value to their chil-
dren [22]. Also, among Venezuelan adolescents, BED was associated with male 
gender [23]. Recent evidence further suggests that, among Mexican adolescent 
boys, high levels of drive for muscularity are associated with disordered eating 
behaviors as well as higher BMI scores and higher levels of physical activity [24]. 
Also, Brazilian teenage boys with high levels of ideal body internalization were 
twice as likely to report restrictive eating compared to peers with low levels of ideal 
body internalization [25].

Among young adult men in Latin American countries, in addition to internaliza-
tion of the aesthetic thin ideal, self-esteem, and body dissatisfaction, the drive for 
muscularity is also associated with disordered eating behaviors among male univer-
sity students [26]. Among male university students, Compte et al. [27] described an 
integrated model of associated factors for ED and MD. For both conditions, body 
dissatisfaction is posited to function as an underlying psychological dimension that 
reinforces the drive to engage in body change behaviors associated with the ideal 
body. Physical exercise as a weight control behavior and appearance comparison as 
an indicator of ideal body internalization and body checking behavior are conceptu-
alized as representing part of the behavioral spectrum associated with the develop-
ment of ED and MD among Argentinian young men.
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�Cross-Cultural Studies

To our knowledge, Acosta-Garcia and Gómez-Peresmitre [28] conducted the first 
report on cross-cultural ED research that studied differences in body dissatisfaction 
among Spanish and Mexican girls and boys. Results suggested a significant interac-
tion between factors (gender and nationality). Mexican participants showed some 
degree of body dissatisfaction; Mexican girls presented a significant desire to be 
thinner, and Mexican boys showed a desire to increase body size. Spanish partici-
pants from both genders, however, tend to be satisfied with their body image. 
Nevertheless, among Spanish and Mexican university students, the latest evidence 
suggested no differences between the countries in terms of sociocultural influences 
on appearance, with women showing higher levels than men [29]. Further, Mexican 
men were more likely to engage in physical exercise aimed at losing weight and 
follow more than two weight-loss diets in the last year compared to Spanish men 
[29]. On the other hand, a recent study conducted with community samples from 
Spain and Chile observed that male and female participants with overweight from 
both countries were more dissatisfied with their figure than normal weight individu-
als; however, effect sizes were stronger for women [30].

Giardino and Procidano [31] conducted a cross-sectional study to examine the 
nature and correlates of MD among men and weightlifters recruited from university 
gyms in Mexico and the United States. Results among men showed that weightlift-
ers in the United States did not present with higher symptoms of MD or engage in 
more bodybuilding behaviors as hypothesized. Further, exposure to Western culture 
(acculturation) did not explain MD symptomatology among Mexican males, as 
expected. Among men from both countries, MD was found to be associated with 
bodybuilding behavior, exercise dependence, and eating pathology. Men from both 
countries also reported higher levels of MD compared to women from the United 
States and Mexico.

�Features of ED Among Latin American Boys and Men

Similar to previous research in Western cultures [32], weightlifters and athletes 
from Latin American countries have been considered a target population. In one 
study, weightlifters from Valparaiso, Chile, showed significantly higher levels of 
interest in appearance and scored higher on the EDI and EDI-40 compared to medi-
cal school students; however, no differences in body dissatisfaction were observed 
among groups [33]. Weightlifters also reported checking their appearance and 
weight more frequently than university students. Similarly, in a study of gym users 
and non-gym user university students from Guadalajara, Mexico, there were no 
significant group differences in body dissatisfaction; however, compared to univer-
sity students, gym users reported greater symptoms of disordered eating and risky 
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physical exercise behaviors driven by a desire to increase their muscularity [34]. 
Similarly, among Argentinian men who exercise (50.1% weightlifters and 49.9% 
CrossFit users), MD was found to be positively associated with body dissatisfac-
tion, disordered eating, and frequency of training days while negatively correlated 
with the frequency of resting days. Of particular interest, one-third of participants 
used food supplements as a way to improve their appearance, more than 30% of the 
sample reported exercise-related injuries, and around 34% trained without the 
supervision of a healthcare professional [35, 36].

Additionally, a socio-sport model in Brazilian male athletes posits that sociocul-
tural factors and body fat dissatisfaction contribute to the development of disordered 
eating [37]. Among the sociocultural factors, specific sport-related pressures toward 
weight are particularly important to consider among male athletes. For example, in 
rugby-football, a large body size is considered an advantage for sports performance. 
In this regard, a recent study among 203 collegiate rugby players in Argentina [38] 
suggests that regardless of the player’s position, all participants reported desiring a 
higher BMI compared to their actual BMI. Additionally, a study conducted with 
over 150 Brazilian athletes from weight-class sports, sports where leanness improves 
performance, and sports with aesthetic focus compared differences in percent body 
fat, ED psychopathology, and body dissatisfaction [39]. No significant differences 
across groups were found for the main variables; however, athletes with (versus 
without) body image dissatisfaction had a higher percent body fat. Finally, also 
among Brazilian athletes, food supplement intake was associated with the male 
gender, the use of pharmacological substances, and the risk for MD [40]. Food 
supplement intake was observed to be associated with ED, including muscularity-
oriented forms of disordered eating, across the different male samples, suggesting 
that supplement use is highly relevant with regard to ED psychopathology in men.

There remain subpopulations that are understudied among Latin American 
males. Few studies to our knowledge have directly assessed features of disordered 
eating and body dissatisfaction across rural Latin American populations. In this 
regard, Penelo et  al. [41] compared scores on the Eating Disorder Examination 
Questionnaire (EDE-Q) [42] among teenage boys and girls from urban and rural 
areas in Mexico. Results showed that adolescent girls from rural and urban areas, 
and boys from urban areas, scored higher in the attitudinal subscales than adoles-
cent boys from rural settings. Similarly, Miranda et  al. [43] studied body image 
concerns among adolescents from rural cities. Results suggested a higher risk for 
body dissatisfaction among females and participants with obesity, as well as for 
those in early adolescence. Additionally, ED among sexual minorities has been 
understudied across Latin American men. According to a study conducted in a large 
community sample of cisgender gay men from ten Latin American countries, gay 
men tend to show a slightly higher prevalence of risk for ED compared to previous 
studies in community heterosexual male samples, ranging from 6.4% to 15.0% [36]. 
Finally, clinical populations remain relatively understudied within Latin American 
studies. In this regard, a study described features of ED in a clinical sample of teen-
age boys in Chile [44, 45]. The mean age of males with an ED (N = 33) was 14 years, 
with an average symptom duration of 9.5 months prior to diagnosis; 55.2% of boys 
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were identified with AN restricting type and 23.6% with BN purging type. 
Additionally, 37% of boys presented with a history of being overweight. Finally, 
63.1% presented with psychiatric comorbidity at the time of assessment, mostly 
comprised of mood disorders and obsessive-compulsive personality traits.

�ED, MD, and Body Image Assessment in Latin American 
Boys and Men

Table 16.2 reports the psychometric properties of validation studies that used male 
samples in Latin American countries. Among the ED measures, Escoto and Camacho 
[46] validated the Children’s Eating Attitudes Test (ChEAT) [47] using a large sam-
ple of boys and girls in Mexico. The five-factor underlying structure was similar to 
that observed in the original version, and psychometric properties were adequate. 
Also, the SCOFF questionnaire [48] was validated in a large sample of university 
students from Mexico [49]. Through an exploratory and confirmatory approach, a 
two-factor structure exhibited the best fit for male participants. The Eating Disorder 
Examination Questionnaire (EDE-Q) [42] was also validated in a sample of Mexican 
male and female adolescents [41], as well as in four adult community samples from 
Argentina [50]. Studies followed a similar methodology, with factor structures 
tested through confirmatory factor analysis (CFA) and measurement invariance 
analyses carried out among subset samples. Among Mexican teenagers, a 2-factor 
EDE-Q solution was invariant across genders and retained all 22 items. Adequate 
internal consistency and test-retest reliability were also found for the EDE-Q in a 
sample of Mexican adolescent boys [41]. On the other hand, among Argentinian 
university students, athletes, weightlifters, and CrossFit users [50], a CFA failed to 
support previous models including all 22 attitudinal items, and a previously 
described brief 8-item single-factor model provided the best fit to the data. Internal 
consistency was adequate, and factor structure remained invariant for this eight-
item EDE-Q across the four community subsamples of Argentinian men. Finally, 
the psychometric properties for the EAT-26 [18] were assessed among Colombian 
young adult men with and without an ED [51]. Through exploratory factor analysis 
(EFA), a four-factor model was described, contrary to the original three-factor solu-
tion. However, the internal consistency of two of the four derived subscales was less 
than acceptable.

Measures of MD also have been validated in Latin American samples. For the 
Muscle Appearance Satisfaction Scale (MASS) [52], Escoto et al. [53] conducted a 
series of CFAs using data from 258 Mexican bodybuilders and arrived at a 17-item, 
5-factor solution similar to the original measure, but with 2 items removed. 
Significant positive correlations with drive for muscularity, together with adequate 
internal consistency and evidence of test-retest reliability, support the psychomet-
rics of this Mexican version of the MASS. Recently, Compte et al. [35] conducted 
an EFA and CFA among separate subset samples of men who exercise to validate 
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the Muscle Dysmorphic Disorder Inventory (MDDI) [54] among Argentinian men. 
Data supported the original three-factor solution, and adequate psychometric prop-
erties were observed. Validity was further supported through positive associations 
with male body dissatisfaction, disordered eating, and frequency of training days.

Numerous body dissatisfaction scales have been validated in Latin American 
men. The Drive for Muscularity Scale (DMS) [19], a 15-item 2-factor measure that 
assesses muscularity-oriented body image concerns and behaviors, has been vali-
dated in samples from Brazil [55], Mexico [45], and Argentina [56]. However, the 
CFA supported the original factor structure only among Argentinian university stu-
dents and Brazilian men, whereas among Mexican male university students, an EFA 
revealed a three-factor solution (i.e., attitudes, substance intake, and training adher-
ence). Furthermore, in a sample of Brazilian men, Campana et al. [55] translated 
and examined the factor structure of the 20-item 2-factor Swansea Muscularity 
Attitudes Questionnaire (SMAQ) [57] and the 8-item single-factor Male Body Ideal 
Distress Scale (MBIDS) [58]. While the unitary factor structure for the MBIDS was 
confirmed among Brazilian men, the original factor structure of the SMAQ showed 
poor fit, and a 15-item 3-factor model was better supported. Also among Brazilian 
men, the Male Body Dissatisfaction Scale (MBDS) [59], an originally 25-item 
3-factor measure, was validated. First Carvalho et al. [60] assessed the conceptual, 
semantic, and instrumental equivalences in an initial attempt to translate the scale 
into Brazilian-Portuguese, and more recently, da Silva et al. [61] presented evidence 
supporting a reduced 12-item 2-factor version of the MBDS in a large sample of 
male college students from Brazil and Portugal (N = 932).

Tylka et  al. [62] developed the 3-factor 24-item Male Body Attitudes Scale 
(MBAS), which assesses concerns about muscularity, height, and low body fat, with 
a total score reflecting general attractiveness. In Latin American men, the MBAS 
has been validated among male university students from Argentina [56] and Mexico 
[63]. The Argentine validation confirmed a two-factor structure with ten items load-
ing on the Muscularity Concerns factor and eight items loading on the Low Body 
Fat factor, as well as on four additional items contributing to the total score; the 
Height subscale was not considered for the analysis, as it was comprised of only two 
items. Psychometric support for the Argentine version of the MBAS was evidenced 
by adequate internal consistency and positive associations with disordered eating, 
body checking behaviors, and social anxiety. In a sample of Mexican college stu-
dents, an EFA revealed a 3-factor 24-item solution similar to the original MBAS, 
with scores found to be positively associated with disordered eating. Similar to the 
MBAS, the Body Modification Scale (BMS) [64] was developed to simultaneously 
assess pro-thin and pro-muscle body change behaviors. A Spanish-language version 
of the BMS was evaluated among adolescent boys in Mexico City through using 
EFA and CFA [65]. A final 3-factor model that resembles the original version, 
though retaining only 20 of the 24 original items, was supported. Adequate internal 
consistency and evidence of test-retest reliability also suggested that the BMS is a 
reliable instrument to assess body change strategies in adolescent boys in Mexico.
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Other body image-related measures also have been validated among samples of 
Latin American men. Campana et al. [66] developed and validated the Brief Body 
Avoidance and Checking Scale (BBACS) among physically active men in Brazil. A 
CFA that supported the theoretical 2-factor structure (Muscle and Fat Checking and 
Body Avoidance) comprised of 12 items. The BBACS also showed adequate inter-
nal consistency and was also found to be associated with male body ideal distress, 
drive for muscularity, and exercise intensity and frequency. Additionally, a Brazilian 
version of the Male Body Checking Questionnaire (MBCQ) [67] was validated by 
Carvalho et al. [68] among male university students using EFA and CFA. Similar to 
the original version, a 19-item 4-factor structure was supported. However, among 
Brazilian university male students, items corresponding to each factor were grouped 
according to different types of body checking behaviors (e.g., body comparison 
with others, use of reflective surfaces). Adequate internal consistency and positive 
associations with body dissatisfaction also suggested that MBCQ is a reliable and 
valid tool to assess body checking among Brazilian men. Lastly, the Brazilian ver-
sion of the Body Appreciation Scale-2 (BAS-2) [69] focuses on positive aspects of 
body image. The ten-item BAS-2 was developed to avoid sex-specific bias, and a 
single-factor solution invariant across genders was described for the original ver-
sion. A ten-item single-factor structure that is invariant across sex was also sup-
ported within a large sample of Brazilian men and women. Further psychometric 
support was evidenced by adequate internal consistency, test-retest reliability, posi-
tive associations with satisfaction with life and self-esteem, and negative associa-
tions with appearance dissatisfaction, drive for muscularity, and disordered eating 
[70] (Table 16.2).

�Sociocultural Influences

Few studies have addressed sociocultural influences for the development and main-
tenance of ED among males in Latin America. In this regard, a study conducted in 
adolescent boys and girls in the city of Temuco, Chile, aimed to examine how per-
ceived sociocultural influences were related to body dissatisfaction and body change 
behaviors [71]. No differences between genders were observed for perceived pres-
sures to lose weight from adults or older siblings/cousins in the family. However, 
compared to girls, boys reported greater perceived pressure to lose weight from 
peers and higher perceived pressure from family, peers, and the media to increase 
their muscularity. Findings from this study suggest not only that boys were under 
social pressure to lose weight but also that the perceived pressure from peers may 
relate to messages focused on leanness and muscle tone, which may at times be 
conflated with the idea of weight loss more generally. Similarly, Mexican male uni-
versity students were more likely to engage in disordered eating behaviors if they 
perceived criticism from both parents, had obesity, and desired a slimmer body [72]. 
Also in this line, a large cohort study (N = 2486) of male and female adolescents in 
Brazil found that in adolescents with a normal BMI, perceived parental opinions on 

E. J. Compte and E. Trujillo



247

their weight at age 11 were associated with body dissatisfaction at age 15 and dis-
ordered eating behaviors in later adolescence, although effect sizes were larger for 
girls than for boys [73]. Additionally, a study that investigated maternal dissatisfac-
tion with their child’s body size among 548 mother-child dyads in Brazil found that 
mothers of boys were more likely to desire a larger body size for their son, com-
pared to mothers of girls. There was also a positive correlation between the moth-
ers’ body dissatisfaction and dissatisfaction with their child’s body size, suggesting 
that mothers may generalize their body dissatisfaction to the perception of their own 
child’s body size [74].

�Conclusion

In conclusion, conducting epidemiological studies of ED, MD, and body dissatis-
faction in males remains a challenge in Latin America, mainly due to the lack of 
appropriate assessment instruments, perceived stigma, shame associated with dis-
closure of mental health issues, and female-centric nature of the current classifica-
tion schemes. The impairment in quality of life and psychosocial well-being, and 
the loss of productivity seen in ED and related forms of psychopathology, seems to 
be comparable in males and females. It is imperative to address barriers like shame, 
stigma, and female-centric services, to allow people to access treatment in a timely 
way. It is also crucial that future epidemiological studies conducted in Latin America 
be more inclusive of males and male-relevant variables.
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Chapter 17
Eating Disorders and Related 
Symptomatology in Sexual Minority Men 
and Boys

Alexandra D. Convertino, Christopher A. Albright, and Aaron J. Blashill

Learning Objectives
	1.	 To understand how current theoretical models of eating pathology can include 

sexual minority-specific influences relevant for sexual minority men and boys
	2.	 To incorporate this understanding and apply to theoretical models of prevention 

and treatment for eating pathology and how these might be adapted for sexual 
minority men and boys

Key Points
•	 Sexual minority men and boys (e.g., gay, bisexual) are at greater risk of develop-

ing eating pathology than their heterosexual peers.
•	 While some hypothesized mechanisms for the development and maintenance of 

eating pathology are similar among sexual minority men and boys as compared 
to heterosexual women and girls, it appears that sexual minority-specific influ-
ences (e.g., internalized homophobia, sexual orientation concealment) may also 
contribute to greater eating pathology.

•	 Very little adaption of existing treatment and prevention protocols has been con-
ducted for sexual minority men and boys.

•	 Future research should seek to determine the extent to which current models, 
evidence-based treatment, and prevention protocols should be altered to fit the 
needs of sexual minority men and boys.
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�Introduction

In recent years, considerable research efforts have been directed toward addressing 
eating disorders in sexual minority men and boys (i.e., individuals who identify as 
gay, bisexual, or any sexual identity other than heterosexual, as well as men and 
boys who experience attraction to and/or engage in sexual behavior with other men). 
In this chapter, we will begin by reviewing disparities in eating disorders and pathol-
ogy in sexual minority men and boys. We will then review theoretical models, 
including adaptations of well-known developmental models of eating pathology 
specific to the experiences of sexual minority men and boys, that attempt to explain 
noted disparities. Next, we will discuss evidence-based prevention and treatment 
protocols in sexual minority men, as well as relevant adaptations of existing proto-
cols for this group. Finally, we discuss future directions in eating disorder research 
for sexual minority men and boys.

�Prevalence of Eating Disorders in Sexual Minority Men 
and Boys

Clear disparities in both eating disorder diagnoses and behaviors have emerged for 
sexual minority men and boys. Research in both adolescent boys and adult men 
have found increased rates of eating pathology, specifically anabolic steroid misuse 
[1], dieting for weight loss [2], fasting to lose weight [3], diet pill use [2–5], purging 
(i.e., vomiting and laxative use) [2–5], and binge eating [5, 6]. Furthermore, prior 
studies of self-reported eating disorder diagnoses have demonstrated increased 
prevalence in national college samples of gay, bisexual, and men unsure of their 
sexual orientation as compared to heterosexual cisgender men and women [3, 4].

Studies examining prevalence utilizing objective diagnostic assessment (rather 
than self-report) are rare. However, one study found higher lifetime prevalence rates 
of eating disorders in gay and bisexual men as compared to heterosexual men in 
New York (any eating disorder, 8.8% vs. 1.5%; anorexia nervosa, 1% vs. 0%; buli-
mia nervosa, 6.2% vs. 0%; binge eating disorder, 5.2% vs. 1.5%) [7]. Furthermore, 
a recent, nationally representative study of US adults found elevated rates of all 
eating disorder diagnoses in sexual minority individuals as compared to heterosex-
ual men and women (any eating disorder, 3.6% vs. 1.6%; anorexia nervosa, 1.71% 
vs. 0.77%; bulimia nervosa, 1.25% vs. 0.24%; binge eating disorder, 2.17% vs. 
0.81%) [8], though this study did not examine differences in diagnoses by sexual 
identity subgroups or gender. Taken together, there is a clear evidence of increased 
eating pathology in sexual minority men and boys.
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�Theoretical Models

The observed disparities in eating pathology are likely the result of a confluence of 
factors both unique and specific to sexual minority men and boys. Thus far, three 
models with strong theoretical support have been proposed to explain the develop-
ment and maintenance of eating pathology in sexual minority men and boys: the 
tripartite influence model [9, 10], objectification theory [11], and sexual minority 
stress theory [12]. While the tripartite influence model and objectification theory 
were first proposed and tested in heterosexual women to explain elevated eating 
pathology, sexual minority stress theory was first proposed in sexual minorities to 
explain elevated psychopathology overall.

�Tripartite Influence Model

The tripartite influence model [9, 10] posits that family, peers, and media commu-
nicate messages about the ideal body to individuals. While some individuals do not 
internalize (or believe) these messages, others do and compare themselves to this 
ideal. Since the ideal body is unattainable for most, individuals that compare them-
selves to the ideal typically find themselves falling short of the body ideal, creating 
body dissatisfaction. Body dissatisfaction will then lead some individuals to engage 
in disordered eating behaviors in order to achieve the body ideal.

Researchers have modified this model to include sexual minority-specific influ-
ences. At the social influence level, sexual minority communities and romantic part-
ners have been implicated as further sources of sociocultural pressures for sexual 
minority men. A lean and muscular physique consistent with the mesomorphic ideal 
is widely acknowledged as the most attractive physical form in the sexual minority 
men community and may lead to greater pressure to conform to this ideal [13]. The 
effect of this pressure may be heightened for sexual minority men, as perceived 
social pressure to conform to appearance ideals has been found to be more strongly 
linked to social appearance anxiety and drive for thinness among sexual minority 
men as compared to heterosexual men [14]. In preliminary support of the tripartite 
influence model, gay community involvement and romantic partners were found to 
be additional significant predictors of internalization of the mesomorphic ideal and 
social comparison, which then predicted body dissatisfaction in a sample of primar-
ily White gay men [15]. Since this is one of the few studies that examines the tripar-
tite influence model in sexual minority men, further research is needed to expand 
this finding to other sexual minority men, particularly in bisexual and other sexual 
minority populations, and ethnically and racially diverse men.
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�Objectification Theory

Another model of disordered eating is objectification theory [11]. Objectification 
theory posits that women, through repeated experiences of objectification or reduc-
tion of their worth to the body or body parts, learn to internalize and perpetuate this 
observer’s viewpoint onto themselves. This perspective results in increased self-
monitoring of their appearance and experiencing body shame, leading to increased 
engagement in body modification behaviors such as eating pathology to meet cul-
tural standards of appearance.

As standards of beauty for men have become increasingly salient and unattain-
able, the increased bodily scrutiny to which women are subject may also be placed 
onto men. Indeed, previous research has demonstrated that gay men experience 
objectification at similar rates to heterosexual women [16] and demonstrate a greater 
tendency to objectify themselves and other men as compared to heterosexual men 
[17]. Theoretically, these experiences and tendencies may be related to pursuing 
men as sexual partners, similar to heterosexual women, and the emphasis on physi-
cal attractiveness in sexual relationships that men often endorse [18]. Two studies 
have attempted to experimentally manipulate self-objectification with mixed results; 
while Michaels, Parent, and Moradi [19] found no increased body dissatisfaction 
following exposure to muscularity-idealizing images, Martins, Tiggemann, and 
Kirkbride [20] found that gay men experienced greater body dissatisfaction, body 
shame, and dietary restraint following the self-objectification condition as com-
pared to heterosexual men. With these mixed results, future research should seek to 
examine these findings with different experimental conditions and with different 
sexual minority populations, including bisexual men.

�Minority Stress Theory

Minority stress theory proposes that sexual minority men and boys are subjected to 
chronic stress based on their sexual orientation in a heterosexist society which leads 
to greater physical and mental illness [12]. Stressors are categorized into distal 
(direct discrimination, harassment, and victimization) and proximal stressors (inter-
nalized homophobia, concealment of sexual identity, and expectations of stigma-
based rejection) [21]. Some minority stressors have been included in models of 
disordered eating development for sexual minorities. For example, some studies 
have found internalized homophobia to be associated with eating pathology [22, 
23], while others have not [24]. Other predictors that have been tested included 
sexual orientation concealment [24] and discrimination [8, 24–26]. However, 
research on the influence of sexual minority-specific stressors on eating pathology 
has been mixed, and limited research has examined these stressors longitudinally, as 
sexual minority stress theory would imply, to examine whether proximal and distal 
stressors precede eating pathology development.
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�Summary

The tripartite influence model, objectification theory, and minority stress theory all 
have some research support in various capacities. Furthermore, these models may 
also interact or overlap with each other. For example, internalized homophobia, a 
sexual minority stressor, has been linked to body shame, a mediator in objectifica-
tion theory [27, 28], and body dissatisfaction, a mediator in the tripartite model [29].

An additional complication for examining the development of eating pathology 
in sexual minority men is that most relevant self-report measures have not yet been 
psychometrically examined in this population or only segments of the population 
(see Table 17.1 for review).

In sum, these models theorize that sexual minority men and boys are subject to 
specific, culturally relevant factors that heighten their risk of eating pathology as 
compared to their heterosexual peers, such as less attainable beauty standards in the 
sexual minority community [13], as well as factors specific to the sexual minority 
community, including internalized homophobia and other stressors. Future research 
should consider conducting measurement invariance analyses comparing sexual 
minority men to heterosexual men and women for commonly used eating pathology 
and related predictors. Additionally, researchers have yet to test all hypothesized 
predictors in a single, integrated model, potentially omitting valuable explanatory 
mechanisms.

Table 17.1  Self-report measures that have been examined in sexual minority men

Measure Symptomatology assessed Psychometric research

Eating Disorder 
Examination 
Questionnaire [30]

Largely thinness-based eating 
disordered behaviors (e.g., 
restriction, purging) and body 
dissatisfaction

Acceptable internal consistency and 
convergent validity across subscales; 
factor structure confirmed in sexual 
minority men [31]

Drive for Muscularity 
Scale [32]

Attitudes and behaviors toward 
having a more muscular body

Acceptable internal consistency and 
convergent validity across 
subscales; factor structure 
confirmed in sexual minority  
men [33]
Translation into Italian has been 
examined in gay men only [34]

Male Body Attitudes 
Scale [35]

Body dissatisfaction Acceptable internal consistency 
across subscales and factor structure 
confirmed in gay men only [36]

Social Appearance 
Anxiety Scale [37, 38]

Anxiety about being evaluated 
by others based on appearance, 
including body shape

Acceptable internal consistency and 
convergent validity; factor structure 
confirmed in sexual minority men 
of color [38]

Sociocultural Attitudes 
Towards Appearance 
Questionnaire [39]

Pressures toward and 
internalization of the body ideal

Acceptable internal consistency and 
convergent validity across subscales; 
factor structure confirmed in sexual 
minority men [40]
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�Prevention and Treatment of Eating Disorders Among Sexual 
Minority Men

Although a considerable disparity in eating disorder pathology among sexual minor-
ity men is well-documented in the literature, little research attention has been 
devoted to evaluating eating disorder prevention efforts and treatments within this 
population to date. In fact, men remain underrepresented in eating disorder research 
broadly, which makes identifying the best treatments for sexual minority men some-
what challenging. Therefore, it is useful to first identify the few programs that have 
been tailored to sexual minority men specifically and subsequently examine how 
sexual minority men can be better served using existing treatments. From there, we 
can outline future research directions and how this population can be better served 
by prevention and treatment efforts moving forward.

�Prevention of Eating Disorders

At the time of publication, the PRIDE Body Project is the only prevention program 
to the authors’ knowledge that has been specifically adapted to the needs of sexual 
minority men. The PRIDE Body Project is a two-session group intervention derived 
from the Body Project, an eating disorder prevention project designed for adoles-
cent girls, youth, and young adult women [41–43]. The program employs elements 
from cognitive dissonance theory in order to enact attitudinal and behavioral change. 
According to cognitive dissonance theory, people experience psychological dis-
comfort when their behavior does not reflect their beliefs, leading people to change 
their beliefs to be concordant with their actions [44]. Thus, the activities contained 
within the PRIDE Body Project are designed to challenge the lean, muscular body 
ideal that many men internalize in order to reduce eating disorder attitudes and 
behaviors.

The PRIDE Body Project is a noteworthy prevention program in several regards. 
Firstly, the intervention is co-led by peers within the sexual minority community, 
which may increase the acceptability of the content of the program to those partici-
pating and ease of implementation in the community due to the reduced cost of 
employing peer facilitators. The intervention also addresses stressors that are spe-
cific to men within the LGBTQ+ community, which may be more salient targets for 
intervention than discussion surrounding more general body image concerns. 
Indeed, the results of a preliminary randomized controlled trial seem promising, 
with participants in the PRIDE Body Project demonstrating significant and large 
reductions in body ideal internalization, body dissatisfaction, dietary restraint, drive 
for muscularity, self- and partner objectification, and bulimic symptoms as com-
pared to individuals in a waitlist control [45]. A large randomized controlled trial is 
currently underway testing the intervention as compared to a time- and attention-
matched control group (NIH grant number R01MD012698). After more empirical 
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support for the PRIDE Body Project has been established, other avenues of delivery 
can be explored (e.g., an online intervention), further increasing the feasibility and 
accessibility of the program.

�Eating Disorder Treatments

There are currently no treatments for eating disorders that have been specifically 
designed for use within sexual minority men. However, there are several treatments 
for eating disorders that have strong empirical support, including enhanced 
cognitive-behavioral therapy, interpersonal psychotherapy, family-based treatment, 
and dialectical behavior therapy, and these treatments can be adapted to be more 
specific to the needs of sexual minority men. Using the aforementioned theoretical 
models, practitioners can integrate the sociocultural and interpersonal pressures 
unique to sexual minority man as treatment targets into existing eating disorder 
treatments to make these interventions more relevant and effective for this 
population.

Enhanced cognitive-behavioral therapy (CBT-E) is grounded in the transdiag-
nostic cognitive-behavioral theory of eating disorders, which asserts that perfection-
ism, low self-esteem, and interpersonal difficulties lead individuals to engage in 
maladaptive behaviors to change their body image and maintain eating disorder 
symptoms [46, 47]. Broadly, CBT-E involves understanding the client’s history that 
led to eating disorder development, identifying and addressing factors that maintain 
eating disorder symptoms, and relapse prevention. At each of these stages, there are 
opportunities to adapt the protocol specifically to the experiences of sexual minority 
men. Environmental stressors, such as minority stress experiences and the sociocul-
tural pressure from within the LGBTQ+ community to attain a lean physique, may 
contribute to both the etiology and relapse of eating disorder symptoms. Additionally, 
the interpersonal difficulties related to coming out, experiencing harassment and 
discrimination, and simply existing in a non-affirming society should all be consid-
ered as potential contributing factors to the maintenance of eating disorder 
symptomology.

These stressors would also be important to consider for sexual minority clients 
engaged in interpersonal therapy (IPT), in which the relationship between social 
dysfunction and psychological symptoms is a central focus [48]. The role that peers 
play in maintaining body image disturbance could be an important consideration 
using this treatment modality, as is consistent with the tripartite model of eating 
disorders [9, 10]. More specifically, treatment can address pressures from both sex-
ual partners and the broader LGBTQ+ community to meet physical attractiveness 
standards and the influence that has on eating behaviors. Many interpersonal diffi-
culties related to sexual minority identity, such as lack of social support from one’s 
family and stress related to coming out, may lead to a desire to fit in with the 
LGBTQ+ community and the subsequent internalization of these standards of 
attractiveness and body image ideals. These social comparison behaviors may then 
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lead to the incidence and maintenance of eating disorder symptoms. Indeed, IPT 
may be an especially useful treatment for sexual minority men, due to the fact that 
stress related to adhering to socially defined body ideals and stigma from both 
within and outside the LGBTQ+ community is so ubiquitous among sexual minor-
ity men. At this time, the efficacy of IPT among sexual minority men has not been 
empirically tested, but the use of IPT within this population certainly warrants fur-
ther study.

Family-based therapy has empirical support for the treatment of anorexia ner-
vosa and bulimia nervosa among adolescents [49]. Adolescence is an especially 
critical developmental period for sexual minority individuals, as many important 
milestones related to sexual minority identity (e.g., coming out) occur during this 
period. Additionally, a lack of familial social support related to sexual orientation is 
associated with psychological distress and poor mental health outcomes broadly 
[21, 50]. Practitioners can address the sociocultural influences that lead to body 
image disturbance and eating disorder symptoms in treatment and present ways that 
these influences can be challenged in the home. Additionally, therapists can provide 
psychoeducation to parents regarding sexual minority identity development and its 
relationship to body image concerns and eating pathology. Thus, involving families 
in the treatment of eating disorders among sexual minority adolescents could 
address these needs simultaneously, as parents will become better equipped to aid 
their child with both body image concerns and the development of their sexual 
identity.

Dialectical behavior therapy (DBT) has been used as a treatment for binge eating 
disorder and bulimia nervosa, operating under the theory that emotional dysregula-
tion is the primary cause of binge eating and purging [51]. Minority stress theory 
posits that distress intolerance and emotional dysregulation among sexual minority 
individuals stem in part from minority stressors, such as experiences of prejudice 
and discrimination [21]. Mindfulness-based DBT techniques can be employed to 
help clients accept the reality of these stressors and offer coping strategies to replace 
maladaptive eating behaviors. Additionally, interpersonal effectiveness skills may 
help clients communicate more effectively with sexual partners and the broader 
LGBTQ+ community related to expectations regarding physical appearance. DBT 
might be an especially useful treatment modality for sexual minority individuals 
struggling with emotional dysregulation, as the distress tolerance skills learned in 
treatment can be applied to both eating disorder symptomology and the stress expe-
rienced due to their minority identity.

Although there are no eating disorder treatments specifically adapted to sexual 
minority men, it is worth mentioning two related interventions that have been 
adapted to sexual minority men and have shown promising empirical support. 
ESTEEM (Effective Skills to Empower Effective Men) is a transdiagnostic inter-
vention derived from the unified protocol that addresses gay and bisexual men’s 
experiences through the lens of minority stress and provides cognitive, behavioral, 
and emotional skills to cope with these stressors [52]. While the treatment is not 
specific to eating disorders, many of the underlying issues addressed in treatment 
(e.g., emotional dysregulation, avoidance behaviors) as well as the skills provided 
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(e.g., mindfulness techniques) have many commonalities with existing eating disor-
der treatments, which suggests that integrating elements of eating disorder treat-
ments into ESTEEM may be effective for sexual minority individuals with body 
image concerns and eating pathology. This intervention is currently being tested in 
a multisite trial (NIH grant number R01MH109413) and, should it prove effica-
cious, may be an important resource for practitioners looking to provide evidence-
based, culturally competent care.

Cognitive-behavioral therapy for body image and self-care (CBT-BISC) is a 
treatment for sexual minority men living with HIV that addresses body image dis-
turbance in the context of poor HIV self-care (i.e., poor antiretroviral therapy [ART] 
adherence) [53]. CBT-BISC integrates an empirically supported intervention for 
ART adherence (Life-Steps) [54] with prior CBT interventions addressing body 
image disturbance [55, 56]. Results of a randomized controlled trial comparing 
CBT-BISC to an enhanced treatment as usual condition found the treatment effica-
cious at improving body image disturbance, ART adherence, depressive symptoms, 
and global functioning [53], suggesting that CBT-BISC might be a beneficial ave-
nue of treatment for sexual minority men living with HIV.

�Conclusion

The fact that men and boys have been largely absent from past research into eating 
disorders makes evaluating prevention and treatment among eating disorders among 
sexual minority men challenging. Sexual minority men need to first be represented 
in broader eating disorder treatment research to assess if a moderating effect of 
sexual orientation on treatment outcomes exists; from there, efforts can be directed 
toward tailoring interventions for this population. Until there is sufficient evidence 
to conclude that sexual minority men have differential treatment success using 
existing interventions, efforts are best directed toward integrating elements of pre-
vailing theories discussed in this chapter into existing treatments. By conducting 
further research among sexual minority populations and adapting existing treat-
ments to sexual minority men, we can work to reduce this disparity and ameliorate 
the burden of eating pathology on this population.

References

	 1.	Blashill AJ, Calzo JP, Griffiths S, Murray SB.  Anabolic steroid misuse among US ado-
lescent boys: disparities by sexual orientation and race/ethnicity. Am J Public Health. 
2017;107:319–21.

	 2.	Matthews-Ewald MR, Zullig KJ, Ward RM. Sexual orientation and disordered eating behav-
iors among self-identified male and female college students. Eat Behav. 2014;15:441–4.

	 3.	Watson RJ, Adjei J, Saewyc E, Homma Y, Goodenow C. Trends and disparities in disordered 
eating among heterosexual and sexual minority adolescents. Int J Eat Disord. 2017;50:22–31.

17  Eating Disorders and Related Symptomatology in Sexual Minority Men and Boys



262

	 4.	Diemer EW, Grant JD, Munn-Chernoff MA, Patterson DA, Duncan AE.  Gender identity, 
sexual orientation, and eating-related pathology in a national sample of college students. J 
Adolesc Health. 2015;57:144–9.

	 5.	Laska MN, VanKim NA, Erickson DJ, Lust K, Eisenberg ME, Rosser BRS. Disparities in 
weight and weight behaviors by sexual orientation in college students. Am J Public Health. 
2015;105:111–21.

	 6.	Von Schell A, Ohrt TK, Bruening AB, Perez M.  Rates of disordered eating behaviors 
across sexual minority undergraduate men and women. Psychol Sex Orientat Gend Divers. 
2018;5:352–9.

	 7.	Feldman MB, Meyer IH. Eating disorders in diverse lesbian, gay, and bisexual populations. Int 
J Eat Disord. 2007;40:218–26.

	 8.	Kamody RC, Grilo CM, Udo T. Disparities in DSM-5 defined eating disorders by sexual orien-
tation among U.S. adults. Int J Eat Disord. 2020;53:278–87. https://doi.org/10.1002/eat.23193.

	 9.	Polivy J, Herman CP. Causes of eating disorders. Annu Rev Psychol. 2002;53:187–213.
	10.	Thompson JK, Heinberg LJ, Altabe M, Tantleff-Dunn S. Exacting beauty: theory, assessment, 

and treatment of body image disturbance. [Internet]. Washington: American Psychological 
Association; 1999 [cited 2018 Dec 5]. Available from: http://content.apa.org/books/10312-000.

	11.	Fredrickson BL, Roberts T-A.  Objectification theory: toward understanding women’s lived 
experiences and mental health risks. Psychol Women Q. 1997;21:173–206.

	12.	Meyer IH. Minority stress and mental health in gay men. J Health Soc Behav. 1995;36:38.
	13.	Parent MC. Clinical considerations in etiology, assessment, and treatment of men’s muscularity-

focused body image disturbance. Psychol Men Masculinity. 2013;14:88–100.
	14.	Carper TLM, Negy C, Tantleff-Dunn S.  Relations among media influence, body image, 

eating concerns, and sexual orientation in men: a preliminary investigation. Body Image. 
2010;7:301–9.

	15.	Tylka TL, Andorka MJ. Support for an expanded tripartite influence model with gay men. 
Body Image. 2012;9:57–67.

	16.	Engeln-Maddox R, Miller SA, Doyle DM.  Tests of objectification theory in gay, lesbian, 
and heterosexual community samples: mixed evidence for proposed pathways. Sex Roles. 
2011;65:518–32.

	17.	Kozak M, Frankenhauser H, Roberts T-A. Objects of desire: objectification as a function of 
male sexual orientation. Psychol Men Masculinity. 2009;10:225–30.

	18.	Siever MD. Sexual orientation and gender as factors in socioculturally acquired vulnerability 
to body dissatisfaction and eating disorders. J Consult Clin Psychol. 1994;62:252–60.

	19.	Michaels MS, Parent MC, Moradi B. Does exposure to muscularity-idealizing images have 
self-objectification consequences for heterosexual and sexual minority men? Psychol Men 
Masculinity. 2013;14:175–83.

	20.	Martins Y, Tiggemann M, Kirkbride A.  Those speedos become them: the role of self-
objectification in gay and heterosexual men’s body image. Pers Soc Psychol Bull. 
2007;33:634–47.

	21.	Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: 
conceptual issues and research evidence. Psychol Bull. 2003;129:674–97.

	22.	Beren SE. Stigmatization and shame as determinants of subclinical eating disorder pathology: 
a comparison of gay and heterosexual men. [US]: ProQuest Information & Learning; 1997.

	23.	Torres AN. Internalized homophobia, self-esteem, gender roles, body image, and disordered 
eating in gay and bisexual men [Internet]. ProQuest Information & Learning. 2008. Available 
from: http://libproxy.sdsu.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true
&db=psyh&AN=2008-99100-306&login.asp&site=ehost-live&scope=site.

	24.	Wang SB, Borders A. Rumination mediates the associations between sexual minority stress-
ors and disordered eating, particularly for men. Eat Weight Disord Stud Anorex Bulim Obes. 
2017;22:699–706.

A. D. Convertino et al.

https://doi.org/10.1002/eat.23193
http://content.apa.org/books/10312-000
http://libproxy.sdsu.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2008-99100-306&login.asp&site=ehost-live&scope=site
http://libproxy.sdsu.edu/login?url=http://search.ebscohost.com/login.aspx?direct=true&db=psyh&AN=2008-99100-306&login.asp&site=ehost-live&scope=site


263

	25.	Katz-Wise SL, Scherer EA, Calzo JP, Sarda V, Jackson B, Haines J, et al. Sexual minority 
stressors, internalizing symptoms, and unhealthy eating behaviors in sexual minority youth. 
Ann Behav Med. 2015;49:839–52.

	26.	Siconolfi D, Halkitis PN, Allomong TW, Burton CL. Body dissatisfaction and eating disorders 
in a sample of gay and bisexual men. Int J Mens Health. 2009;8:254–64.

	27.	Wiseman MC, Moradi B. Body image and eating disorder symptoms in sexual minority men: 
a test and extension of objectification theory. J Couns Psychol. 2010;57:154–66.

	28.	Greentree S, Lewis V. Male body image and its relationship to sexual preference and homopho-
bia. Pak J Psychol Res. 2011;26:105–26.

	29.	Brewster ME, Sandil R, DeBlaere C, Breslow A, Eklund A. “Do you even lift, bro?” 
Objectification, minority stress, and body image concerns for sexual minority men. Psychol 
Men Masculinity. 2017;18:87.

	30.	Fairburn CG, Beglin SJ.  Eating disorder examination questionnaire. Cogn Behav Ther Eat 
Disord. New York: Guilford Press; 2008. p. 309–14.

	31.	Scharmer C, Donahue JM, Heiss S, Anderson DA. Factor structure of the Eating Disorder 
Examination – Questionnaire among heterosexual and sexual minority males. Eating 
Behaviors. 2020;38.

	32.	McCreary DR, Sasse DK, Saucier DM, Dorsch KD. Measuring the drive for muscularity: fac-
torial validity of the Drive for Muscularity Scale in men and women. Psychol Men Masculinity. 
2004;5:49–58.

	33.	DeBlaere C, Brewster ME. A confirmation of the Drive for Muscularity Scale with sexual 
minority men. Psychol Sex Orientat Gend Divers. 2017;4:227–32.

	34.	Nerini A, Matera C, Baroni D, Stefanile C. Drive for muscularity and sexual orientation: psy-
chometric properties of the Italian version of the Drive for Muscularity Scale (DMS) in straight 
and gay men. Psychol Men Masculinity. 2016;17:137–46.

	35.	Tylka TL, Bergeron D, Schwartz JP. Development and psychometric evaluation of the Male 
Body Attitudes Scale (MBAS). Body Image. 2005;2:161–75.

	36.	Blashill AJ, Vander Wal JS. The Male Body Attitudes Scale: a confirmatory factor analysis 
with a sample of gay men. Body Image. 2009;6:322–5.

	37.	Hart TA, Flora DB, Palyo SA, Fresco DM, Holle C, Heimberg RG. Development and examina-
tion of the Social Appearance Anxiety Scale. Assessment. 2008;15:48–59.

	38.	Hart TA, Rotondi NK, Souleymanov R, Brennan DJ. Psychometric properties of the Social 
Appearance Anxiety Scale among Canadian gay and bisexual men of color. Psychol Sex 
Orientat Gend Divers. 2015;2:470–81.

	39.	Schaefer LM, Harriger JA, Heinberg LJ, Soderberg T, Thompson JK. Development and valida-
tion of the Sociocultural Attitudes Towards Appearance questionnaire-4-Revised (SATAQ-4R). 
Int J Eat Disord. 2017;50:104–17.

	40.	Convertino AD, Gonzales M, Malcarne VL, Blashill AJ. A psychometric investigation of the 
Sociocultural Attitudes Towards Appearance Questionnaire-4-Revised among sexual minority 
adults in the U.S. Body Image. 2019;31:96–101.

	41.	Becker CB, Smith LM, Ciao AC.  Peer-facilitated eating disorder prevention: a random-
ized effectiveness trial of cognitive dissonance and media advocacy. J Couns Psychol. 
2006;53:550–5.

	42.	Stice E, Rohde P, Gau J, Shaw H. An effectiveness trial of a dissonance-based eating disorder 
prevention program for high-risk adolescent girls. J Consult Clin Psychol. 2009;77:825–34.

	43.	Stice E, Shaw H, Burton E, Wade E. Dissonance and healthy weight eating disorder prevention 
programs: a randomized efficacy trial. J Consult Clin Psychol. 2006;74:263–75.

	44.	Festinger L. A theory of cognitive dissonance. Stanford: Stanford University Press; 1957.
	45.	Brown TA, Forney KJ, Pinner D, Keel PK. A randomized controlled trial of the body project: 

more than muscles for men with body dissatisfaction. Int J Eat Disord. 2017;50:873–83.
	46.	Fairburn CG. Cognitive behavior therapy and eating disorders. New York: Guilford Press; 2008.

17  Eating Disorders and Related Symptomatology in Sexual Minority Men and Boys



264

	47.	Fairburn CG, Cooper Z, Doll HA, O’Connor ME, Bohn K, Hawker DM, et al. Transdiagnostic 
cognitive-behavioral therapy for patients with eating disorders: a two-site trial with 60-week 
follow-up. Am J Psychiatry. 2009;166:311–9.

	48.	Rieger E, Van Buren DJ, Bishop M, Tanofsky-Kraff M, Welch R, Wilfley DE.  An eating 
disorder-specific model of interpersonal psychotherapy (IPT-ED): causal pathways and treat-
ment implications. Clin Psychol Rev. 2010;30:400–10.

	49.	Couturier J, Kimber M, Szatmari P. Efficacy of family-based treatment for adolescents with 
eating disorders: a systematic review and meta-analysis. Int J Eat Disord. 2013;46:3–11.

	50.	Puckett JA, Woodward EN, Mereish EH, Pantalone DW. Parental rejection following sexual 
orientation disclosure: impact on internalized homophobia, social support, and mental health. 
LGBT Health. 2015;2:265–9.

	51.	Wiser S, Telch CF.  Dialectical behavior therapy for binge-eating disorder. J Clin Psychol. 
1999;55:755–68.

	52.	Pachankis JE, Hatzenbuehler ML, Rendina HJ, Safren SA, Parsons JT.  LGB-affirmative 
cognitive-behavioral therapy for young adult gay and bisexual men: a randomized controlled 
trial of a transdiagnostic minority stress approach. J Consult Clin Psychol. 2015;83:875–89.

	53.	Blashill AJ, Safren SA, Wilhelm S, Jampel J, Taylor SW, O’Cleirigh C, et al. Cognitive behav-
ioral therapy for body image and self-care (CBT-BISC) in sexual minority men living with 
HIV: a randomized controlled trial. Health Psychol. 2017;36:937–46.

	54.	Safren SA, Otto MW, Worth JL.  Life-steps: applying cognitive behavioral therapy to HIV 
medication adherence. Cogn Behav Pract. 1999;6:332–41.

	55.	Cash T. The body image workbook: an eight-step program for learning to like your looks. 2nd 
ed. Oakland: New Harbinger Publications; 2008.

	56.	Wilhelm S, Phillips KA, Steketee G. Cognitive-behavioral therapy for body dysmorphic disor-
der: a treatment manual. 1st ed. New York: The Guilford Press; 2012.

A. D. Convertino et al.



265© Springer Nature Switzerland AG 2021
J. M. Nagata et al. (eds.), Eating Disorders in Boys and Men, 
https://doi.org/10.1007/978-3-030-67127-3_18

Chapter 18
Eating Disorders Among Transgender 
and Gender Non-binary People

Allegra R. Gordon, L. B. Moore, and Carly Guss

Learning Objectives
	1.	 Become familiar with the current literature regarding disordered eating in trans-

gender and gender non-binary people.
	2.	 Identify key opportunities for creating improving gender-affirming care in clini-

cal spaces.
	3.	 Apply these concepts to eating disorder care for transgender and gender non-

binary patients.

Key Points
•	 Transgender and gender non-binary (T/GNB) populations experience elevated 

risk of disordered eating behaviors compared to their cisgender counterparts; 
stigma, gender dysphoria, and gendered sociocultural appearance ideals may be 
contributors to these health inequities although more research is needed to iden-
tify risk and resilience factors.

•	 Clinicians should evaluate their clinical settings to identify opportunities for 
increased gender-affirming practices and policies and implement changes. 
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Recognize limitations of common eating disorder screening tools when evaluat-
ing T/GNB clients and patients.

•	 Identify personal biases and assumptions about T/GNB patients and work to 
mitigate the impact of these on clinical work.

•	 Do not delay gender-affirming treatment in order to treat an eating disorder.
•	 Treatment of gender dysphoria may improve disordered eating, but evaluation 

and involvement of a multidisciplinary team with expertise in eating disorders 
may be helpful.

�Introduction

In the United States, an estimated 1.4 million adults and 150,000 youth aged 
13–17 years identify as transgender [1, 2]. With growing visibility of diverse gender 
identities and communities, it is necessary for clinicians to create affirming spaces 
for transgender and gender non-binary (T/GNB) patients and clients—including 
those who are not known to the clinician as T/GNB. This chapter will synthesize the 
current state of the science and provide recommendations for clinicians who are just 
beginning to think about gender diversity in their practice as well as those who 
already have expertise in this area and wish to identify next steps for their clinical 
care, research, and/or advocacy in the field.

In this chapter, we use the term T/GNB to refer to people who have a gender 
identity different than the gender associated with their sex assigned at birth. Other 
key definitions can be found in Table 18.1. Language in this area is evolving rapidly, 
led by T/GNB communities. Although we have chosen to use terms common at the 
time of publication, we acknowledge that people use many different terms to 
describe themselves and the language people use varies widely by historical, geo-
graphic, developmental, and social context.

Table 18.1  Key terms

Term Definition

Binding; binder A variety of methods to flatten breast tissue. This can be employed to 
decrease dysphoria related to the chest. A tool that binds.

Cisgender An umbrella term for people whose gender identity matches the gender 
associated with their sex assigned at birth (e.g., assigned female at birth, 
identify gender as a girl or woman).

Gender-affirming 
hormone therapy 
(GAHT)

Refers to when a transgender person receives hormone treatment that 
matches their gender identity. Gender-affirming hormones could include 
testosterone, estrogen, and/or anti-androgens.

Gender/sex binary The idea that there are only two genders: female/woman and male/man.
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Table 18.1  (continued)

Term Definition

Gender dysphoria Clinically significant distress due to an individual’s experience with their 
primary and/or secondary sexual characteristics (e.g., genitals, body hair) 
and/or with the gender role assigned. In the Diagnostic and Statistical 
Manual of Mental Disorders 5th Edition (DSM-5), this term replaced 
“gender identity disorder.” Not all transgender people experience clinically 
significant gender dysphoria.

Gender expression External manifestations of gender, such as clothing, hair, vocal inflections, 
mannerisms, or other characteristics.

Gender identity A person’s inner sense of gender—that is, whether they identify as a boy/
man, girl/woman, both, neither, or another gender or genders. Gender 
identity is independent of sex assigned at birth.

Gender non-binary An umbrella term covering gender identities that do not fit within the 
gender binary. Use of the label is often based on the rejection of the 
assumption that gender is strictly an either/or (male/men/masculine or 
female/woman/-feminine) based on sex assigned at birth. Words that 
people may use to express their non-binary gender identity include 
“agender,” “bigender,” “genderqueer,” “gender-fluid,” and “pangender.”

Pronouns Words used to refer to someone in the third person when not using their 
name. Because pronouns are gendered in English, the use of someone’s 
correct (i.e., self-determined) pronouns is crucial to respectful interactions 
and culturally responsive care for T/GNB people. People may use one or 
multiple sets of pronouns, e.g., they/them/their, she/her/her, he/him/his, e/
em/eir, or ze/zir/zir.

Sex assigned at 
birth

The classification of people as male, female, intersex, or another sex based 
on a combination of anatomy (typically genitals), chromosomes, and 
hormones. Sex assigned at birth is independent of gender identity.

Sexual orientation A person’s romantic or sexual attraction to other individuals, often based 
on gender. Components include emotional and romantic attractions, sexual 
behavior, self-identification, and sexual fantasies. Sexual orientation is 
independent of gender identity.

Transgender An umbrella term for people whose gender identity is different than that 
associated with their sex assigned at birth.

Transfeminine An umbrella term referring to gender identities of transgender and gender 
non-binary people who were assigned male at birth (e.g., a transfeminine 
patient). People may or may not identify with this term. May also refer to 
care provided to transfeminine people (e.g., transfeminine gender-
affirming care).

Transmasculine An umbrella term referring to gender identities of transgender and 
non-binary people who were assigned female at birth (e.g., a 
transmasculine patient). People may or may not identify with this term. 
May also refer to care provided to transmasculine people (e.g., 
transmasculine reproductive care).

Transphobia Fear of, discrimination against, or hatred of transgender people.

18  Eating Disorders Among Transgender and Gender Non-binary People



268

�Gender Diversity in Social Context

The health and clinical care of T/GNB people must be considered in relation to the 
social and historical context in which T/GNB people live and navigate healthcare 
systems. Community advocates and activists around the world have long called for 
more attention to mistreatment, stigmatization, and violence targeting individuals 
and communities perceived to violate gender norms and expectations, including T/
GNB people [3–5]. Empirical research in the last two decades added to this chorus, 
underscoring the fact that T/GNB people of all ages are exposed to high levels of 
discrimination and violence. A survey of over 27,000 T/GNB adults in the United 
States found high prevalence of mistreatment, harassment, and violence “in every 
aspect of life” [6]. This includes discrimination in healthcare systems: in this study, 
one-third of those who saw a healthcare provider in the past year reported having a 
negative experience related to being transgender (e.g., refused treatment, harassed, 
assaulted). Over a quarter had experienced a problem in the   51
st year with their insurance (e.g., being denied coverage for routine care because 
they were transgender) [6]. Although research to date has predominantly been in the 
United States, these are global concerns [7].

Medical and mental healthcare systems have fraught histories of pathologizing 
gender diversity. Many excellent historical and personal accounts are worth 
reviewing for a better understanding of the historical context that can influence T/
GNB people’s interactions with healthcare systems today [8–10]. In recent years, 
there have been important shifts in medical and mental health practice toward 
approaches that seek to be less pathologizing of gender diversity, such as the 
removal in the DSM-5 of the diagnosis of gender identity disorder and its replace-
ment with the diagnosis of gender dysphoria [11]. There has also been a move 
within healthcare systems away from a model in which mental health providers 
alone determine access to gender-affirming care and toward an informed consent 
model that aims to help clinicians better support personal agency of T/GNB 
patients [12]. Treatment paradigms are evolving and are often contested terrain 
[11]. The voices of T/GNB people must be central as medical and mental health 
systems continue to work to eliminate stigmatization and improve their capacity 
to provide quality care.

�Gender Identity Diversity and Intersectionality

Although we use the term T/GNB here as an umbrella, T/GNB populations are het-
erogeneous. Any approach to clinical care for T/GNB people should utilize an inter-
sectional framework, informed by Black feminist scholarship and practice [13]. 
From an intersectional perspective, we start this conversation by acknowledging 
that eating disorder risk factors, as well as eating disorder screening and treatment 
experiences of T/GNB people, are fundamentally shaped by interlocking systems of 
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power and social oppression, including transphobia, racism, sexism, heterosexism, 
ableism, and fatphobia [14]. These interlocking systems influence eating disorder 
risk through a variety of potential pathways (Fig. 18.1). However, there is an urgent 
need for more research on the way these pathways may vary within an individual’s 
geographic and sociopolitical context (e.g., living in a state or nation with laws that 
are discriminatory or protective, effects of racism on the life opportunities of T/
GNB people of color).

This chapter draws on eating disorder research and clinical experience limited to 
a Western/Global North context. T/GNB people and communities exist everywhere, 
and there is a need for more clinical and population health research in diverse global 
settings [7]. We are pleased to note that research and clinical interest in the field of 
T/GNB health, and eating disorders in particular, is growing. We look forward to 
increased literature in this field addressing eating disorder-related care for T/GNB 
people in a wide range of geographic settings.

�Epidemiology and Health Inequities

In recent years, the inclusion of questions about gender identity on epidemiologic 
surveys has offered an unprecedented snapshot of risk for eating disorders among 
transgender compared to cisgender populations. These studies estimate that trans-
gender populations are burdened by 2–4 times greater risk of eating disorder symp-
toms or disordered eating behaviors than their cisgender counterparts [15–17]. For 
example, in a study of 289,000 US college students, transgender college students 
reported 4.6 times greater odds of self-reported eating disorder diagnosis in the past 
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Fig. 18.1  Conceptual model of risk and protective pathways influencing high-risk weight and 
shape control behaviors among transgender and gender non-binary populations
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year, and over 2 times greater odds of past-month diet pill use and purging behav-
iors, compared to cisgender, heterosexual women [15]. Focusing on adolescents, a 
probability sample of Massachusetts high school students observed no statistically 
significant differences in prevalence of disordered eating between transgender youth 
and cisgender girls; however, both groups were at significantly elevated risk of these 
behaviors compared to cisgender boys [16].

Most of these studies have captured self-reported eating disorder symptoms or 
disordered eating behaviors; few population-based studies have been able to exam-
ine prevalence or risk of clinical eating disorders among T/GNB populations. One 
case-control study of electronic health records of US veterans found that transgen-
der veterans were two times more likely to have an eating disorder compared to 
non-transgender veterans [17]. Notably, not all studies have found the same pattern: 
one probability sample of students at 12 US universities found no significant differ-
ences in eating disorder symptoms between transgender students and cisgender 
women [18].

Few published studies have examined eating disorders specifically among gen-
der non-binary people, who may or may not be represented within classifications of 
transgender participants in other studies. One study has found that non-binary peo-
ple may be at even greater risk of eating disorders than binary-identified transgender 
peers. In this community-based sample of transgender adults, non-binary people 
had three times greater odds of self-reported history of anorexia nervosa or bulimia 
nervosa diagnosis compared to transgender men and women [19]. Two studies have 
reported no significant differences in risk between those on a transmasculine spec-
trum compared to those on a transfeminine spectrum [19, 20].

Further, few published studies have been able to take an intersectional approach 
to exploring differences in eating disorder risk among T/GNB people by race/eth-
nicity, socioeconomic position, disability status, or other dimensions of social 
inequality. Given the dearth of research on T/GNB people in general, and T/GNB 
people of color in particular, we know little about how disordered eating behaviors 
and eating disorders emerge across race/ethnicity for T/GNB people. Research on 
the intersection of race/ethnicity and sexual orientation [21] suggests T/GNB young 
people of color may be at particularly heightened risk of disordered eating behav-
iors given their experiences with multiple forms of discrimination and marginaliza-
tion [22]. Given that eating disorders are underdiagnosed and undertreated among 
people of color, people with higher weights, and those of lower socioeconomic posi-
tion [18], further work focused on T/GNB people with these experiences is 
urgently needed.

�Risk and Protective Factors

To better understand the elevated risk of disordered eating behaviors in T/GNB 
populations, we propose a conceptual framework (Fig.  18.1) that draws on the 
extant literature on eating disorder risk and protective factors, as well as three 
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theoretical approaches: (i) a sociocultural model of eating disorder risk, (ii) minor-
ity stress theory, and (iii) gender affirmation framework.

The sociocultural model is based on the premise that a society’s dominant 
appearance ideals and norms are one key driver of eating disorders [23, 24]. More 
specifically, gender-related appearance ideals (e.g., the “thin ideal” for women/
feminine people, the “muscular ideal” for men/masculine people) become internal-
ized by individuals, resulting in body dissatisfaction and increasing eating disorder 
risk. Variants of this model posit multiple channels by which these ideals influence 
body dissatisfaction, including family, peer, and media influences [23]. Although 
this model has historically been used to describe the experiences of cisgender peo-
ple (especially cisgender girls and women), sociocultural appearance ideals inevita-
bly play a role in body satisfaction and dissatisfaction among T/GNB people as well 
[25]. Recent research with transgender women offers support for associations 
between internalization of sociocultural appearance ideals, body surveillance, body 
dissatisfaction, and disordered eating [26].

However, this model alone is not sufficient to fully conceptualize the dispropor-
tionate risk of disordered eating behaviors among T/GNB populations. These socio-
cultural processes must be considered in the context of pervasive social stressors 
targeting T/GNB people (e.g., transphobia, sexual objectification) and the intersec-
tion of these stressors with other forms of social oppression (e.g., racism, sexism, 
fatphobia). Minority stress theory [27, 28] posits that such social stressors—which 
manifest at multiple levels of the social environment, including structural levels 
such as discriminatory laws and policies and interpersonal levels such as bullying 
and violence—become embodied as physiologic and behavioral stress responses 
[29]. Experiencing such stressors can trigger a cascade of stress responses, leading 
to psychological distress and maladaptive coping behaviors including disordered 
eating behaviors [30, 31].

Growing research documents the links between social stressors and disordered 
eating behaviors among T/GNB people [22, 32], including a study of over 900 
transgender youth in Canada that found that higher exposure to harassment and 
discrimination was associated with higher odds of past-year binge eating, fasting, or 
vomiting to lose weight [33]. In adults, there is some evidence supporting the asso-
ciation of anti-transgender discrimination with disordered eating among transgen-
der women [26] and with compulsive exercise among transgender men [34].

The third framework needed to illuminate the drivers of heightened eating disor-
der risk among T/GNB people is the gender affirmation framework, which was 
developed to contextualize high-risk behaviors among transgender women of color 
[35]. Gender affirmation includes medical (e.g., access to hormones), legal (e.g., sex 
marker on driver’s license), social (e.g., name, pronouns), and psychological (e.g., 
comfort with one’s gender) affirmation [36]. If a T/GNB person’s need for gender 
affirmation is high but their access is low, they may seek affirmation in higher-risk 
ways (e.g., disordered eating behaviors to stop menses or accessing feminizing/
masculinizing hormones in non-medical settings).

Recent research has offered support for the key role of gender affirmation in 
exacerbating or reducing risk of disordered eating and other high-risk weight 
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control behaviors. Nearly two-thirds (63%) of transgender youth in a clinical sam-
ple reported engaging in intentional weight manipulation for the purposes of align-
ing their body with their gender identity—with no statistical differences between 
transmasculine, transfeminine, and non-binary youth [20]. This suggests that for 
many T/GNB youth, attempting to manipulate weight is a key strategy for seeking 
needed gender affirmation. However, weight manipulation for gender affirmation 
was not associated with an individual’s score on the Eating Disorder Examination 
Questionnaire; thus, although T/GNB youth may be at heightened risk for eating 
disorders in the future due to such weight manipulation efforts, there was no evi-
dence that those who were manipulating their weight for gender affirmation were 
more likely to display eating disorder symptoms than those who were not.

Access to gender-affirming medical interventions (e.g., hormones, surgeries) 
may reduce risk of eating disorders [37–39]. A study of transgender adults who 
either desired to access or had already accessed gender-affirming medical interven-
tions found that completing gender-affirming medical interventions was indirectly 
associated with lower levels of experiencing gender non-affirmation (e.g., others’ 
use of the wrong pronouns), which in turn was associated with higher body satisfac-
tion and lower levels of eating disorder symptoms [37]. This was a cross-sectional 
study and thus could not look at causality; however, it is the most specific evidence 
to date of gender-affirming medical care as an intervention that may reduce eating 
disorder risk for some T/GNB people.

Despite exposure to deeply entrenched sources of minority stress and pervasive 
sociocultural appearance ideals, most T/GNB people do not have eating disorders. 
Indeed, T/GNB people and communities have long demonstrated powerful forms of 
resistance and resilience in the face of social oppression. Our conceptual model 
proposes that resilience processes at multiple levels can intervene upon the risk 
pathways depicted, buffering individuals against body dissatisfaction or reducing 
barriers to needed gender affirmation and support.

�The Basics: Gender-Affirming Healthcare Practice

Regardless of the setting in which a clinician interacts with a patient who identifies 
as T/GNB (e.g., outpatient, inpatient), it is crucial that the setting provides gender-
affirming care to all current and potential patients. Many of the suggestions below 
can be implemented rapidly in a practice. It is essential that gender-affirming inter-
actions for patients span the entire care team—including phone triage and schedul-
ing, parking lot staff, and phlebotomy staff.

When registering as a new patient, individuals should be able to provide their 
pronouns and the name they want to be called recorded separately from their legal 
name. This can be done on an intake form or as a prompt in an electronic medical 
record system [40]. Patients find the routine collection of gender identity informa-
tion acceptable in healthcare settings [41]. Intake paperwork can be adjusted in 
order to include this information, and staff must be trained to answer questions 
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about these items in a culturally responsive way. For patients who are minors, the 
clinician and office staff must be careful to do this in a confidential manner in the 
event that the child is not “out” as T/GNB to their family.

For medical providers who may collect a review of systems on paper prior to a 
visit, clinicians must be careful to ensure that the forms are not “gendered” by hav-
ing specific review of systems for “men” or “women.” As access to gender-affirming 
surgeries increases for patients who require them, more and more patients may have 
had surgeries that may affect their relevant health screening [42, 43]; clinicians may 
want to consider adding a gender-neutral “anatomy inventory.” For additional 
resources for assessing and strengthening the gender-affirming climate of your 
practice, see section “Selected Resources”.

�Considerations for Screening and Diagnostic Assessment

Because screening, assessment, and treatment may be provided in the same facili-
ties—often by the same clinicians—we present here considerations for screening 
and diagnostic assessment in both medical and mental health settings. The follow-
ing information may be implemented within all settings employing a given approach. 
It is important to note that clinical research on eating disorder screening and diag-
nostic assessment for T/GNB patients is emerging; thus, most clinical care for T/
GNB patients is currently shaped by expert opinion and case studies. The informa-
tion in this section is based on the limited research currently available.

Current mental health screening and diagnostic tools for the assessment of disor-
dered eating and eating disorders are primarily normed on and validated for cisgen-
der women (e.g., [44]); assessments validated and normed to include men are 
focused on cisgender men [45]. One notable exception is a recent study that gath-
ered community norms on the Eating Disorder Examination Questionnaire (EDE-
Q) in a sample of transgender men and women [46]. Though an important start, this 
study’s authors also called for further work on the EDE-Q among gender non-binary 
people and in more racially and socioeconomically diverse samples.

Few if any other eating disorder screening and diagnostic tools have been exam-
ined, adapted, or validated for T/GNB populations. Because psychological proper-
ties of eating disorders feature a constellation of challenges or distortions rather 
than a singular fixation, many of the field’s most utilized assessment instruments—
such as the Eating Disorder Inventory (EDI)—are multi-scale in nature, including 
measurement of attitudes and behaviors across eating, body dissatisfaction, drive 
for thinness, ineffectiveness, and more [45]. Items on these scales may not appropri-
ately assess disordered attitudes or risk for T/GNB patients. For example, items 
related to body dissatisfaction (e.g., “I feel satisfied with the shape of my body” 
[45]) may reflect gender dysphoria rather than disordered body image or a combina-
tion of the two. Items on the EDI’s Ineffectiveness subscale (e.g., “I feel alone in the 
world”; “I wish I was someone else” [45]) may also unintentionally capture experi-
ences related to transphobia and dysphoria rather than features indicative of an 
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eating disorder. Given that assessments such as the EDI are widely validated and 
often recommended as part of standard best practice [47], clinicians must be attuned 
to the potential limitations of these measures with T/GNB patients. Further, an 
assessment of T/GNB patients’ experiences of minority stress and dysphoria may be 
required for an accurate evaluation of eating disorder symptoms and risk.

Clinicians using physical measures for eating disorder screening must attend to 
specific physiological changes experienced by T/GNB patients accessing gender-
affirming medical treatment. This may include careful consideration of growth chart 
use, given the fat and muscle changes affected by gender-affirming hormone ther-
apy (GAHT) [48], and the use of medications that can suppress menses (including 
testosterone) [49, 50].

�Considerations for Treatment

Care for T/GNB patients managing eating disorders requires some additional con-
siderations. These considerations include review of typical tools used in the treat-
ment of eating disorders, consideration of an individual patient’s gender-related 
needs, and environmental-structural factors impacting the care of T/GNB clients 
across treatment settings.

Clinicians must consider the possible impact of “standard procedure” on T/GNB 
patients. A crucial part of an appointment with a medical clinician when monitoring 
patients with eating disorders is the assessment of vital signs. It is typical that a 
patient voids, changes into a hospital gown, and has a blinded weight by standing 
backward on a scale [51]. In providing gender-affirming care, providers must 
acknowledge that many tasks assumed basic for medical treatment—such as 
undressing into a gown—may trigger dysphoria and produce psychological distress. 
For example, a transgender male patient using a chest binder in the absence of 
gender-affirming mastectomy may experience clinically significant increases in 
dysphoria if required to remove the chest binder, such as for the recording of vitals. 
Even the act of leaving a urine sample may be distressing to patients for whom 
restrooms and interactions with their genitals are especially challenging. It has been 
suggested that a best practice would be to set clear expectations with patients about 
what will happen at each visit, why each portion is necessary, and what accommo-
dations (if any) are possible [52]. It should be documented every visit whether or not 
vital signs are done with a binder in place and, if applicable, the reason for which no 
urine was obtained. If there are specific concerns for weight manipulation, it may be 
appropriate to have the patient remove the binder for relevant assessments only [52].

Historically, a cornerstone of recovery in anorexia nervosa among patients with 
uteruses has been resumption of menses [53]. However, clinicians must keep in 
mind that menses may be very distressing for some T/GNB patients. Additionally, 
patients may have been started on medication by another clinician in order to inten-
tionally suppress menses [49]. The use of the gender-affirming hormone testoster-
one often results in amenorrhea as well [50, 54]. Given the importance of 
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gender-affirming treatment to the psychological well-being of T/GNB people, clini-
cians should not discontinue GAHT as a trial to see if a patient would otherwise be 
menstruating. Clinicians can reference growth charts and look for other signs of 
improved nutritional status (such as physical exam findings and vital signs) rather 
than relying on menses. The use of a multidisciplinary team of a gender specialist, 
eating disorder specialist, and dietician can be key in order to guide therapy 
goals [52].

Growth charts and body mass index calculations are a mainstay of medical man-
agement of eating disorders, particularly in children [53]. Unfortunately, there are 
not standardized growth charts for transgender youth, including those who are being 
treated with gonadotropin-releasing hormone (GnRH) analogue therapy to “block” 
puberty [55]. It has been suggested that the use of both male and female growth 
charts should be incorporated, especially for youth on extreme ends of the growth 
chart spectrum [55]. In the context of the treatment of eating disorders, either male 
or female growth charts may be useful to review trends and help set weight recovery 
goals. A meta-analysis of ten studies of transgender individuals found that all 
patients, regardless of sex assigned at birth, tend to gain weight with duration of 
GAHT varying from 3–4  months through 54  weeks. It was noted that body fat 
decreases in transgender men, while it increases with transgender women; however, 
this paper did not specifically look at eating disorder diagnoses [48].

Treatment of gender dysphoria through therapy, supported gender identity devel-
opment, and appropriate referral to gender-affirming healthcare and procedures is 
fundamental to responsive mental healthcare for T/GNB people [56]. Access to 
GAHT may also directly reduce T/GNB clients’ body dissatisfaction and other risk 
factors for eating disorders [37–39]. When working with T/GNB patients, clinicians 
should collaborate with the patient and other affirming providers on the patient’s 
team, if applicable, to identify and acknowledge the relationship between gender-
related dysphoria and eating disorder symptoms. Case studies and small case series 
including recommendations about the treatment of eating disorders and gender dys-
phoria have repeatedly emphasized that these be treated in tandem [57, 58]. There 
can be improvement in the eating disorder pathology with treatment of gender dys-
phoria, but as such improvement is not always the case, T/GNB patients may still 
benefit from a multidisciplinary eating disorder team [58, 59].

Clinicians should also consider moving away from “body positivity” with T/
GNB patients and instead focus on “body neutrality” or “body functionality” [60–
62]. This concept focuses on harm reduction and acknowledges that dysphoria may 
present an insurmountable hurdle to body “positivity.” For example, goals such as 
being at an adequate nutritional status for gender-affirming surgery or being able to 
participate in a gender sexuality alliance (GSA) activity at school represent body 
“neutral” approaches that center the patient’s eating disorder and gender affirmation-
related needs.

Finally, clinicians providing care to T/GNB patients must attend to the 
environmental-structural factors which impact patients in a given setting. Access to 
gender-aligned facilities is crucial. Inpatient and residential settings face particular 
facility-related challenges in this area due to typical binary sex-based segregation of 
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treatment facilities. Lack of access to gender-aligned facilities is likely to further 
alienate T/GNB clients from treatment and exacerbate symptoms of body dissatis-
faction and minority stress [63, 64]; this may be uniquely true for non-binary 
patients, for whom no truly gender-aligned inpatient facility may exist in a given 
setting. Increasingly, guidelines for treatment of T/GNB patients in inpatient set-
tings recommend a collaborative process between staff and patients to acknowledge 
barriers and identify most affirming facility access in order to maximize rapport and 
efficacy of care [64]. Importantly, T/GNB patients who experience stigmatization 
and exclusion are less likely to complete treatment, while those who feel affirmed 
and included are more likely to report positive treatment experiences [65].

�Conclusion: Implications and Recommendations

Despite recent growth in clinical interest in eating disorder risk factors, screening, 
and treatment for T/GNB people, there remains a dearth of evidence to guide clini-
cal practice. Drawing on community advocacy and the small but growing body of 
epidemiologic and clinical research focused on T/GNB populations summarized 
above, below we highlight selected recommendations to guide mental health and 
medical providers who seek to offer high-quality, gender-affirming care to their 
patients and clients with diverse gender identities.

	1.	 Assess your clinical setting(s) to identify opportunities for increased gender-
affirming practices and policies. This may include visual representations of 
gender diversity and use of gender-inclusive language (e.g., signage), facility 
access (e.g., restrooms), intake forms, staff training, staff representation, and 
meaningful engagement with community organizations serving T/GNB 
communities.

	2.	 Standardize opportunities for self-identification for all patients. Ensure intake 
forms include standardized questions about gender identity, pronouns, and cho-
sen name (separate from name on insurance).

	3.	 Recognize limitations of common eating disorder screening tools when evaluat-
ing T/GNB patients. Include assessment of gender dysphoria and minority stress 
experiences to capture a more complete picture of body-focused feelings. 
Consider using growth curve trends and other physical exam findings of malnu-
trition rather than binary sex-based BMI when setting goal weight.

	4.	 Integrate gender-affirming frameworks and T/GNB cultural responsiveness into 
all treatment approaches. Acknowledge distinct body-focused experiences and 
treatment-related needs and barriers that may be experienced by T/GNB people. 
Recognize that access to or changes in gender affirmation (e.g., accessing 
GAHT) and eating disorder symptomatology may co-influence each other.

	5.	 Utilize supportive informed consent when recommending treatment approaches 
that may be designed on a sex binary. Discuss possible challenges a patient or 
client may face (e.g., requirement to select binary sex on the phone application).
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	6.	 Identify personal biases and assumptions about T/GNB clients and work to miti-
gate the impact of these on clinical work. Access numerous existing educational 
and community resources to support your ongoing learning (see section “Selected 
Resources”).

	7.	 Avoid terms like “body positivity” and “body acceptance.” These may be prob-
lematic or unrealistic in the context of gender dysphoria. Instead consider alter-
native approaches such as “body neutrality” or “body functionality.”

	8.	 Link to supportive resources. Connect to—or collaborate to create—T/GNB-
specific eating disorder support groups and other resources.

	9.	 Acknowledge advocacy for T/GNB clients as a key element of eating disorder 
care coordination and improving long-term health outcomes. Recognize that T/
GNB patients may benefit from additional advocacy by eating disorder clinicians 
with primary care providers and surgeons. Clinicians are also powerful advocates 
beyond healthcare settings, affecting change in a range of local and national 
policy arenas.

�Future Directions

Clinicians, researchers, and advocates interested in addressing the burden of eating 
disorders among T/GNB individuals and communities should consider several ave-
nues for future research and advocacy.

•	 Develop evidence-based treatment guidelines specifically for T/GNB popula-
tions. These may need to be tailored with regard to gender identity, identity 
development, family/community support, geographic setting, and access to 
gender-affirming care if desired, among other factors.

•	 Conduct longitudinal research to better understand how puberty blockers and 
GAHT affect an individual’s BMI and growth curve to help guide weight/recov-
ery goals for clinicians.

•	 Add data collection on gender identity as well as on disordered eating behaviors 
and/or eating disorder symptoms to public health surveillance surveys and epide-
miologic cohort studies. This is necessary in order to better track incidence, 
prevalence, and inequities in eating disorder risk among T/GNB populations.

•	 Develop research and clinical guidance on reducing weight stigma in the care of 
T/GNB patients, including in relation to accessing (or being prevented from 
accessing) gender-affirming surgeries. Research in this area remains scarce, 
despite growing attention to the detrimental health consequences of weight 
stigma, including heightened eating disorder risk.

•	 Conduct validation studies of existing clinical tools for screening and manage-
ment of eating disorders with T/GNB populations. Create new tools that account 
for the potential roles of minority stress and gender dysphoria.

•	 Foster the next generation of clinicians, researchers, and advocates committed to 
improving care for T/GNB people. Create training opportunities for students 
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from high school to graduate levels who may be interested in pursuing a career 
in clinical care or research on eating disorder prevention, treatment, and policy 
advocacy to improve health equity for T/GNB populations. T/GNB students and 
trainees should be meaningfully included and mentored in these programs.

�Selected Resources

National Center for Transgender Equality (NCTE): Know Your Healthcare Rights

•	 www.transequality.org/know-your-rights/healthcare

National LGBT Health Education Center

•	 www.lgbthealtheducation.org/

Trans Folx Fighting Eating Disorders (T-FFED)

•	 www.transfolxfightingeds.org/

Trans Students Education Resources

•	 www.transstudent.org/

Transgender Law Center: Identifying and Fighting Healthcare Discrimination

•	 transgenderlawcenter.org/issues/health/transgender-health-and-the-law-
identifying-and-fighting-health-care-discrimination

UCSF Center of Excellence for Transgender Health

•	 https://prevention.ucsf.edu/transhealth

World Professional Association for Transgender Health Standards of Care

•	 https://www.wpath.org/publications/soc
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Learning Objectives
	1.	 Examine the prevalence and unique presentations of eating pathology as it relates 

to dysfunctional exercise in at-risk and clinical samples of boys and men, as well 
as athletes.

	2.	 Explore conceptualizations, theoretical frameworks, and models that can be 
applied to eating disorders in boys and men as contextualized to sport and 
exercise.

	3.	 Overview athlete-specific assessment tools and intervention strategies aimed at 
prevention and treatment among boys and men.

	4.	 Critically consider the contexts in which exercise and sport may exacerbate and 
protect against eating pathology.

Key Points
•	 Exercise is often central to the presentation of eating pathology in boys and men, 

thereby conferring critical diagnostic and treatment considerations.
•	 Knowledge of the role of sport and exercise in the context of eating pathology in 

boys and men is predominantly based on clinical observation and empirical evi-
dence from samples of girls and women and may not capture the experiences of men.

•	 Tailored assessment and intervention strategies that consider unique sex- and 
gender-specific characteristics of eating pathology are needed for male and men-
identifying athletes.
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�Exercise in the Presentation of Eating Pathology

Exercise has enumerable benefits, but in the context of eating pathology, some indi-
viduals develop a problematic relationship with exercise as a central or tertiary 
symptom of an eating disorder [1]. Across boys and men that are non-treatment-
seeking [2] or in treatment for an eating disorder [3], exercise may supersede other 
symptoms, such as dietary restriction or purging, as a primary method of weight 
control and/or affect regulation. There is evidence that engagement in exercise may 
serve to reduce body dissatisfaction and related eating pathology [4], with further 
evidence indicating that weight-bearing exercise may have protective effects on 
bone density [5–7], as well as improve strength and power [8]. Despite this potential 
for exercise to be protective, sport-specific pressures related to performance or body 
ideals in sport and exercise contexts may initiate or perpetuate disordered behaviors 
[9]. Taken together, knowledge of factors that confer increased risk for, or protec-
tion from, concurrent maladaptive eating and exercise pathology among men relies 
almost exclusively on theoretical underpinnings and empirical evidence from sam-
ples of women. As such, this chapter will discuss how commonly used assessment 
methods may not appropriately capture the unique prevalence, characteristics, and 
consequences of eating disorders among men, including men athletes. Further, 
efforts to prevent and treat the co-occurrence of exercise and eating pathology have 
focused almost exclusively on samples of women. As such, this chapter will sum-
marize and critically consider empirical gaps in prevalence rates, presentation, theo-
retical considerations, and interventions related to sport and exercise in the context 
of eating disorders in boys and men.

�Characterizations and Prevalence of Problematic Exercise 
in Boys and Men

Non-treatment-Seeking Samples  As a symptom, compulsive exercise has an 
early onset [10] and demonstrates prevalence rates that are similar across sex in 
adolescent community samples (5.3% vs. 5.4%, for boys and girls, respectively) 
[11]. Rates appear to be slightly lower in adult samples. Specifically, German and 
Australian population surveys of 20–44-year-olds found that 3.5% [12] and 3.2% 
[13] of adult men report engaging in compulsive exercise in the past month. Aligned 
with documented trends in younger cohorts, these studies did not evidence sex dif-
ferences in the proportion of individuals reporting these behaviors. Among adoles-
cent boys, exercise may serve affective regulatory functions [14], a feature that has 
also been evidenced in adulthood. For example, in a community sample of US 
adults, men and women were equally likely to engage in problematic exercise; in 
this sample, men were more likely than women to engage in exercise that serves to 
reduce negative affect [15]. In a study of non-treatment-seeking undergraduate men 
in the United States, over 30% endorsed engaging in compulsive exercise in the 
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prior month [16]. In another sample of US men college athletes, while the frequency 
of disordered eating behaviors was low overall, 37% reported using exercise as the 
primary means for weight control [2]. Considering this phenomenon internation-
ally, 48% of Australian college men reported that exercise was important to their 
self-esteem, 34% were distressed when they could not exercise as much as they 
wanted, 27% followed rules about exercising, and 14% worried about the amount of 
exercise they were doing [17].

Clinical Samples  Prevalence estimates identify that up to 80% of girls and women 
with anorexia nervosa and 40% of those with bulimia nervosa report problematic 
exercise behaviors [18]. The very limited research that has specifically examined 
the presentation of exercise behavior in clinical samples of boys and men suggests 
that as a symptom, it may be central to the presentation of anorexia nervosa [3]. A 
recent study using aggregate data from several adolescent family-based treatment 
trials for anorexia and bulimia nervosa did not find significant differences in base-
line or end-of-treatment report of compulsive exercise, across sex (Gorrell et al., 
under review). In the whole sample, 58% of adolescent boys reported at least one 
episode of compulsive exercise in the month prior to treatment; prevalence rates 
were 54% and 71% in anorexia and bulimia nervosa, respectively.

Athletes  The study of eating and exercise pathology in the sporting context has 
increased over the past three decades, but investigation of athletes has largely 
focused on samples of women, resulting in a comparative void of samples of men in 
the extant literature [19]. Studies that have focused on men athletes suggest that 
they may be at unique risk for sport-specific leanness and muscularity concerns [9], 
as pressure to achieve and maintain a lean physique may be particularly salient in 
sports that emphasize a specific body ideal (e.g., figure skating) [20]. A recent 
review established that prevalence of eating disorders is lower among men athletes 
compared to the women athletes [21]; however, one study found that eating disor-
ders appear more frequently in men athletes compared to men non-athletes and a 
similar frequency of men elite athletes and women controls met criteria for eating 
disorders [22].

While findings related to vulnerability for eating pathology among athletes are 
mixed, increased risk for eating disorders has consistently been identified among 
men athletes who participate in weight class sports (e.g., wrestling, boxing, jockeys, 
rowers) [21] or aesthetic sports [23]. Vulnerability for eating pathology in these 
specific sport categories may be linked with sport-specific body dissatisfaction [24]. 
Risk for eating disorders and higher levels of maladaptive physical activity have 
also been identified among athletes who use performance- or image-enhancing 
drugs [25].

Vulnerability for cognitive vs. behavioral eating disorder symptoms may differ, 
relative to other types of sport categories. For example, a study comparing athletes 
participating in lean (e.g., distance running, wrestling) vs. non-lean sports (e.g., 
football, golf) across sex found that men athletes in non-lean sports had the highest 
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overall scores in attitudinal eating disorder symptoms, while men in lean sports had 
the lowest scores [26]. However, men in lean sports reported significantly higher 
scores on reported eating disorder behaviors than men in non-lean sports. A recent 
study of collegiate men athletes compared eating and exercise pathology across 19 
different sport categories; across both cognitive and behavioral domains, this study 
identified overall greatest risk in baseball players, cyclists, wrestlers, and rowers 
[27]. In team sports such as rugby, eating pathology may also differ as a function of 
the players’ position, whereby players in forward positions (i.e., those necessitating 
greater body mass for engagement in scrums) endorse greater eating pathology than 
back-positioned team players [28]. In support of these findings, a recent meta-
analysis of literature on eating disorders in men athletes underscores the notion that 
eating pathology and compulsive exercise behavior in men should be investigated 
separately and within specific sport environments [29].

In summary, among boys and men across the lifespan (i.e., among adolescents 
and adults) and in non-treatment-seeking, collegiate, clinical, and athlete samples, 
exercise may be more central to the presentation of eating pathology. Further, results 
suggest that men present with symptoms that are as severe as those observed in 
women. While evidence consistently supports increased risk for eating and exercise 
pathology among men participating in weight class sports, classification of sport 
categories across the literature has varied tremendously, precluding generalizability 
across samples. It is also noteworthy that disordered eating attitudes, and, to an 
extent, behaviors, may also occur in sports that do not emphasize weight or leanness 
[29], although this is less commonly recognized and may therefore be more likely 
overlooked. Further, commentary on maladaptive exercise behavior among 
treatment-seeking men with eating disorders is cautionary, given the paucity of 
research directly probing this symptom. Overall, given that a clear majority of all 
research, particularly in clinical samples, has focused on the presence of eating and 
exercise pathology among women, there is a critical need for increased awareness 
and early identification of maladaptive exercise behavior among men, including 
those who regularly participate in athletics.

�Delineating Disordered Eating Practices from Committed 
Elite Athletic Performance

Identifying and characterizing disordered eating in high-level elite athletes may be 
particularly challenging, given that certain personality traits that are desirable for 
athletic achievement (e.g., perseverance in training, perfectionism, rigidity in exer-
cise and dietary routines) can also characterize individuals with eating disorders 
[30] and are central to conceptualizations of problematic exercise (e.g., compulsive 
exercise; [1]). This presents a particular challenge of delineating disordered eating 
from normative and even necessary behavior patterns in the context of highly com-
mitted elite athletic training. Further, discerning medical consequences secondary 
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to eating pathology in this population becomes particularly difficult given that con-
ditions that result from physiological demands of the sport (e.g., bradycardia, endo-
crine dysregulation, and secondary amenorrhea) overlap with complications arising 
from relative energy deficiency. As such, the National Athletic Trainers’ Association 
Position Statement [31] outlines recommendations, including the serial monitoring 
and recording of cardiovascular indicators (e.g., pulse rate and quality, blood pres-
sure, orthostatic measurements, body temperature) and body composition with ref-
erence to gradual changes in fat and fat-free mass, while de-emphasizing ideal 
metrics of body composition. Relevant to men athletes, it is recommended that bra-
dycardia is no longer considered a benign physiological adaptation in highly condi-
tioned athletes when resting heart rate is less than 50 beats/minute during the day 
and less than 45 beats/min at night. This indicator suggests physiological instability 
in athletes and may be used to identify eating pathology. More recently, clinical 
assessment and management guidelines for eating disorders in athletes [32] suggest 
that screening for disordered behaviors ought to be a standard component of athletic 
care in order to distinguish disordered behaviors in athletes where extreme diet and 
exercise rigidity are contextually normative. Routine recommendations include 
screening questions, comprehensive physical examinations, and adopting a high 
index of suspicion for medical consequences of relative energy deficiency among all 
high-performance athletes. Assessment of an athlete’s day-to-day function and eat-
ing and exercise/training behaviors are also recommended.

�Conceptualizations and Frameworks Identifying Factors 
Related to Sport and Exercise

Conceptualizations of Compulsive Exercise  Researchers have widely debated 
the definition, conceptualization, and assessment of maladaptive or disordered exer-
cise behavior [33], thereby leading to challenges with the study of the phenomena 
[34]. To date, compulsive exercise is the most supported term for conceptualizing 
maladaptive exercise cognitions, emotions, and behaviors in clinical and nonclinical 
populations of women and men [34, 35]. There has been a limited focus on athlete 
populations, potentially due to the difficulty in characterizing compulsive exercise 
among those who engage in highly committed and rigorous training schedules for 
performance reasons [30]. Despite this, researchers have reported a higher risk of 
compulsive exercise in elite and competitive athletes (ranging from 7% to 42% 
prevalence) vs. leisure or recreational exercisers [36]. Further, given that higher 
levels of exercise are more aligned with the pursuit of muscularity, compulsive exer-
cise may be a critical component of eating pathology for men [27]. Nevertheless, 
there are considerable challenges in assessing this phenomenon in the athlete popu-
lation, given that athletes with high training needs may inherently experience a con-
flict with other life demands and negative affect as a result of missing important 
training sessions with performance implications. Further, there has been robust evi-
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dence to suggest that compulsive exercise is problematic when it is confounded with 
eating pathology and may not present considerable health risk in the absence of 
disordered eating symptoms [37]. Notably, research on compulsive exercise has not 
focused exclusively on men, at the expense of developing gender-specific 
conceptualizations.

Maintenance Model of Compulsive Exercise  Embedded within an addiction 
framework, compulsive exercise has been recognized as a critical factor in the 
development and maintenance of eating disorders. Indeed, compulsive exercise is 
one of the most difficult and treatment resistance symptoms [38, 39]. The mainte-
nance model of compulsive exercise [1] posits that exercise functions as an affect 
regulation strategy via positive reinforcement (e.g., mitigating affective withdrawal 
when not exercising) and negative reinforcement (e.g., alleviating/avoiding internal 
discomfort). Additionally, weight and shape concerns, compulsivity, perfectionism, 
and rigidity are all functional components that maintain compulsive exercise. This 
model was derived from research that was almost exclusively conducted in young 
samples of girls and women, with very limited investigations focusing on men or 
athletes. One of the main investigations of the multidimensional model of compul-
sive exercise in athletes [40] found that weight control and avoidance of negative 
affect were critical components associated with compulsive exercise, beyond other 
dimensions which were more relevant in non-athlete-specific samples (e.g., exercise 
rigidity, lack of exercise enjoyment). By nature of the rigid and habitual exercise 
routines inherent to training programs, these features are likely not predictive of 
compulsive exercise. Some evidence suggests that athletic identity, the extent to 
which one identifies with their role as an athlete, may be an important factor to 
consider in the maintenance of compulsive exercise. Specifically, individuals with a 
high athletic identity may ascribe upmost importance to sport in their life, with their 
self-worth being highly contingent on their performance, and a high willingness to 
sacrifice other life domains. Indeed, athletic identity tends to be higher among ath-
letes who are at risk of compulsive exercise – yet no discernable differences have 
been reported between women and men athletes [41–43]. It is plausible to suggest 
that men may be particularly prone to compulsive exercise as a predictor of eating 
pathology, given that in some nonclinical undergraduate samples, men engage in 
higher frequencies of compulsive exercise compared to women [44]. Further, exer-
cise is more aligned with reaching masculine physique ideals (compared to femi-
nine ideals), and compulsive exercise is a critical component of the drive for 
muscularity and muscle dysmorphia [45] – two conditions that are disproportion-
ately observed in men.

Objectification Theory (and Embodiment)  Grounded in feminist frameworks, 
objectification theory was originally developed to understand how sexual objectifi-
cation of women’s bodies is associated with a range of conditions that dispropor-
tionately impact women, including eating disorders [46]. Since then, researchers 
have extended this framework to men, given that men are similarly subject to gen-
dered sociocultural ideals around masculine physique, and men’s bodies are sexu-
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ally objectified [47–49]. Indeed, pervasive body ideals center around a highly 
mesomorphic (i.e., muscular) body as the masculine physique ideal [50]. There is a 
growing body of research that has demonstrated replication of the proposed path-
ways in men [51, 52], whereby self-objectification has been associated with disor-
dered eating, via body surveillance and body shame. Notably, Calogero [52] noted 
that self-objectification experiences in men may be more robustly linked with 
disordered exercise given the use of exercise as an appearance management strategy 
in men. Strelan and Hargreaves [53] found that among men, self-objectification and 
appearance motives for exercise were linked with lower body esteem. A small cross-
sectional study of university-aged men reported that high self-objectification was 
associated with greater drive for muscularity and higher levels of muscle dysmor-
phia symptoms [54]. Further research integrated the internalization of body ideals 
and drive for muscularity [55], finding support for the mediating role of body sur-
veillance in the association between internalization of cultural standards of attrac-
tiveness and body shame, and that internalization of cultural standards may be 
associated with tendencies to use anabolic-androgenic steroids. Given that tradi-
tional sport and exercise contexts are often highly social, evaluative, and physique-
focused, there is ample opportunity for self-objectification. Based on tenets of 
objectification theory, those participating in physique-salient activities (e.g., body-
building) will endorse higher levels of self-objectification, compared to more func-
tional activities (e.g., weightlifting), a hypothesis that has been supported in previous 
work [56].

However, it has also been postulated that sport and exercise contexts can promote 
embodying opportunities that may mitigate the impact of objectifying experiences 
within and beyond sport [4]. Specifically, physical activity contexts can support 
features of embodiment by enhancing mind-body integration, increasing body 
awareness and responsiveness, physical empowerment, and providing a sense of 
physical competence. This internal orientation toward the physical self in sport and 
exercise recognizes the body as instrumental and expressive, thereby fundamentally 
embodied [57]. Menzel and Levine [4] state that all sport contexts, regardless of 
their physique-oriented nature, endorse the devotion of time and attention to the 
development of physical skills that promote an internal orientation of one’s body 
function, skills, and capabilities. According to this framework, caring for the body, 
being aware of its needs, and preventing injury are critical to peak athletic perfor-
mance. As such, by participating in a context that lends itself to development of 
embodiment, men may be protected against self-objectification and thereby at lower 
risk of disordered eating. Overall, there are important considerations for the role of 
objectification in athletic contexts, whereby sport and exercise are highly evaluative 
and often ascribe to specific physique ideals that are associated with performance – 
and, yet, can also empower individuals to experience and appreciate the body’s 
functional capabilities. It is noteworthy that embodiment frameworks have had lim-
ited applications in men, and it is unclear how embodied experiences via physical 
activity may reduce men’s objectification experiences and therefore risk for eating 
disorders. There is substantial conceptual support for applying objectification 
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frameworks to men and moderate empirical support for the utility of objectification 
theory. However, to date, there have been very limited applications of protective 
features (e.g., embodiment) in understanding risk factors contributing to men’s eat-
ing disorders in sport and exercise contexts.

Sociocultural Model of Eating Disorders in Sport  Drawing on Petrie and 
Greenleaf’s [2, 58] conceptual model, athletes are exposed to pressures to change 
their body weight, shape, and size which are communicated through traditional 
(e.g., friends, family, friends, media) and sport sources (e.g., coaches, teammates, 
officials). Pervasive exposure to these sociocultural pressures, along with exposure 
to the physique-salient and evaluative sport context, can lead athletes to internalize 
a given observer’s perspective of their bodies. As a result, athletes may engage in 
disordered eating and exercise behaviors to alleviate these internalized evaluations 
by managing their body appearance. Competitive sport environments in particular 
may perpetuate sociocultural pressures relating to appearance, function, eating, and 
performance, thereby uniquely contributing to eating pathology risk. Notably, com-
petitive and elite athletes who are highly embedded in the sport context are consid-
erably exposed to these sociocultural messages from sport sources, which may exert 
negative effects, regardless of degree of internalization. More recently, researchers 
[59] have proposed initial conceptual and empirical support for extension of the 
model to include factors that are specific to men athletes, including evaluations of 
body fat, training regimens, and sport competitive levels. Indeed, men athletes face 
unique vulnerability due to commonly perpetuated notions that optimal perfor-
mance is weight-contingent (e.g., wrestlers need to meet weight limits to compete 
at specific levels; rowers at lower weights may have a performance advantage). 
Indeed, sociocultural pressures and influences for men communicate that highly 
muscular bodies demonstrate social capital, strength, competence, and power. 
Despite this promising conceptual framework, longitudinal research is needed to 
test the causal nature of the proposed pathways [60].

Biopsychosocial Model in Adolescent Boys  Ricciardelli and McCabe’s [18] con-
ceptual model summarized the empirical similarities of biopsychosocial risk factors 
associated with both eating disorders and the pursuit of muscularity in adolescent 
boys. Although this model was not specific to exercise and sport contexts, it did 
identify that participation in aesthetic sports is an important risk factor for boys dur-
ing this pubertal period and that exercise engaged in for the pursuit of muscularity 
may be a core component of disordered eating practices in boys.

Transdiagnostic Cognitive-Behavioral Model of Eating Disorders  Fairburn and 
colleagues [61] proposed that anorexia nervosa, bulimia nervosa, and eating disor-
ders not otherwise specified share foundational psychopathological underpinnings 
(i.e., perfectionism, low self-esteem, mood intolerance, and interpersonal difficul-
ties) which function to interact and maintain disordered eating cognitions and 
behaviors. Empirical evidence has supported the applicability of the model to a 
wide range of girl and women athletes (e.g., individual, team, recreational, elite 
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sport), although the model was not supported in men athletes [62]. Notably, inter-
personal difficulties with the coaching relationship were not involved in the eating 
pathology for men compared to women athletes. Considering the substantial level 
of empirical support for the underpinnings of this model [63], further research is 
needed on the applicability of this model in men athletes.

Relative Energy Deficiency in Sports (RED-S)  Consensus statements released 
by the International Olympic Committee (IOC) [64, 65] identified relative energy 
deficiency in sport (RED-S) as a syndrome which may include metabolic, men-
strual, bone health, immune, protein, and cardiovascular complications that inter-
relate to compromise physiological function, psychological health, and athletic 
performance. Despite original definition as the female athlete triad, a syndrome 
exclusive to female athletes, recent clinical and empirical evidence has drawn paral-
lels to male athletes [66]. This emergent evidence has found that low energy avail-
ability is similarly experienced in male athletes, as identified by a discrepancy 
between energy intake via nutrition and energy expenditure via exercise in the sport 
context. Male athletes, particularly those engaged in sports that endorse leanness 
and weight restrictions (e.g., runners, cyclists, rowers, athletes in weight-limiting 
sports), are at risk of presenting with interrelated issues around inadequate nutrition, 
impaired bone health, and endocrine dysfunction. Indeed, eating pathology and bio-
markers indicative of RED-S (e.g., reduced testosterone) have been reported among 
male athletes competing in intense endurance sport; however, there has been a pre-
dominant focus on physiological markers at the expense of understanding presenta-
tions of eating pathology in men [67]. And unlike the well-documented clinical 
consequences of RED-S in female athletes, there is substantially limited research 
for the consequences in men. Although current guidelines parallel those for female 
athletes, considerable caution is recommended when applying prevention, screen-
ing, treatment, and return-to-play guidelines that were developed for female athletes 
to men athletes, given the lack of gender-specific empirical support. As such, the 
IOC [65] calls for further identification of risk factors and development of screening 
tools, evidence-based prevention and treatment programs, continued development 
in RED-S among male athletes, and further development of associated health and 
performance consequences [65].

�Assessment and Measures of Exercise Behavior in the Context 
of Eating Disorders in Boys and Men

Included in the earliest descriptions of anorexia nervosa [68], problematic exercise 
was initially conceptualized as excessive and subsequently evaluated for its dura-
tion, frequency, or intensity [69]. More recent evidence suggests that motivation to 
exercise (e.g., for weight control) is more salient than the amount of exercise per se 
in predicting eating disorder pathology [1, 70–72]. Over the past three decades, the 
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assessment of exercise has burgeoned and includes measures that describe exercise 
as compulsive [1, 18, 73, 74], addictive [75], dependent [76–79], and obligatory 
[80], among other terms. Driven exercise has also been considered a primary disor-
der (i.e., exercise that is more addictive in nature and serves to reduce negative 
affect) or secondary to an eating disorder (i.e., exercise that is more compulsive in 
nature and serves to control body weight and shape) [15, 76].

There is considerable overlap in this panoply of conceptualizations, as well as 
the possibility that the sheer number of terms used to describe exercise in the con-
text of eating pathology has diluted the conclusions that may be drawn across the 
broader literature. Arguably more problematic is the questionable validity of certain 
measures among men samples, as a consequence of their original development in 
women samples, or with items that imply that exercise is aimed exclusively at 
weight loss. Referring to eating disorder symptom evaluation more broadly, a 
majority of gold standard assessments reveal lower scores among men, likely due to 
a lack of validity and sensitivity within specific items [81]. Despite these potential 
reliability issues, efforts to assess exercise behavior and related eating pathology in 
mixed-gender samples have burgeoned.

�Measures Used to Assess Exercise and Eating Pathology 
in Boys and Men

Some measures of exercise that demonstrate potential utility in assessing exercise 
behavior in the context of eating pathology among men include the Obligatory 
Exercise Questionnaire (OEQ; [80]). A 20-item self-report questionnaire, the OEQ 
assesses the frequency of exercise-related situations and has demonstrated good 
internal consistency and 2-week test-retest reliability in men [80]. Limited investi-
gation of OEQ outcomes specific to men has been published, but in one sample of 
university students, no significant differences were evidenced in OEQ scores, across 
gender [82]. The OEQ has three subscales, Exercise Fixation, Exercise Frequency, 
and Exercise Commitment. In one study that reported predictors of two of these 
subscales specifically among men, only perceived pressure from a dating partner 
significantly predicted exercise commitment, with no significant findings relevant to 
exercise fixation [83].

A different measure that has been validated in men samples is the Compulsive 
Exercise Test (CET), a self-report 24-item assessment of cognitive, behavioral, and 
emotional characteristics of exercise with 5 subscales: Avoidance and Rule-Driven 
Behavior, Weight Control Exercise, Mood Improvement, Exercise Rigidity, and 
Lack of Exercise Enjoyment [1, 84]. The CET has demonstrated strong psychomet-
ric properties in both adolescents and adult men [84, 85]. The CET uniquely cap-
tures multidimensional aspects of exercise (i.e., cognitive, behavioral, and emotional 
features). In a study of young adult men and women with anorexia nervosa using the 
CET, findings indicated that men reported significantly greater overall exercise 
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pathology, compared to women [3]. Subscale analysis showed that men were more 
likely to report engaging in compulsive exercise to avoid negative affect and increase 
positive affect and endorsed more rigidity in their exercise habits than women. This 
study suggests that compulsive exercise in anorexia nervosa among men serves both 
physiological and psychological purposes and appears more functionally linked to 
affect regulation than in women [3].

The CET is predicated upon the idea that exercise may be undertaken to avoid or 
escape the experience of negative affect (e.g., guilt, anxiety) [1]. In contrast, exer-
cise has also been conceptualized as approach-oriented and reward-driven rather 
than avoidant, akin to engagement in substance use [79]. Accordingly, the Exercise 
Dependence Scale (EDS) is a 21-item measure that was designed to assess exercise 
dependence, based on criteria for substance dependence [79]. One study which 
evaluated associations between EDS scores and body image concerns in university 
students found that for men, exercise behavior was the strongest negative predictor 
of body dissatisfaction and social physique anxiety [86]. For men, but not for 
women, the amount of time spent on activities necessary to obtain exercise as well 
as the experience of engaging in activity for longer than was intended was associ-
ated with improved body image.

The Exercise Addiction Inventory (EAI) shares the theoretical basis as the EDS, 
in that the etiology and maintenance of exercise are considered to align with a model 
of behavioral addiction [87]. This six-item measure assesses for six domains related 
to reasons for engagement in or consequences of exercise behavior: salience, mood 
modification, tolerance, withdrawal symptoms, conflict, and relapse. Gender invari-
ance in the EAI was evaluated in cross-cultural secondary analyses of studies using 
the EAI across five countries (i.e., Denmark, Hungary, Spain, the United Kingdom, 
and the United States) [88]. Findings suggest that men and women may use the 
starting points on the scales differently, and therefore, comparison of means directly 
across gender may be misleading. Further, the authors suggest that different cutoffs 
should be calculated for men and women. An adolescent adaptation of the EAI has 
recently been validated in a mixed-gender sample of adolescents, but while analyses 
controlled for gender, outcomes were not delineated specifically to men [89].

Notably, despite the preponderance of measures that have been developed in 
samples of women, a majority of the literature indicates that men are equally or even 
more likely to endorse problematic exercise, compared to women (e.g., [3, 15]). A 
recent study identified item-level gender bias in the Female Athlete Screening Tool 
(FAST; [90], a measure designed to assess eating and exercise behavior in women 
athletes [91]. Specifically, in this study that assessed both men and women athletes, 
men-derived item bias was demonstrated in items that queried attributing weight 
loss attempts to weight class requirements, restricting food, and frequent weighing. 
Further, while women athletes were more likely to score above the median on cog-
nitive symptoms, men athletes are more likely to score above the median on behav-
ioral symptoms. In efforts to improve assessment efforts in a sporting context, a new 
multidimensional measure, the Athletes’ Relationships with Training scale, was 
recently developed for use specifically among athletes, to capture self-report of 
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unhealthy training behaviors associated with eating disorders [92]. Scores from this 
scale have thus far demonstrated validity evidence among women athletes, with cur-
rent research efforts underway for validation among men.

�Body Image and Exercise in Boys and Men

With the aim of better capturing the experience of men who are compelled to engage 
in problematic exercise, some work has investigated relations between muscle dys-
morphia, exercise behavior, and eating pathology. A single case study describing a 
young adult man diagnosed with eating disorder not otherwise specified and muscle 
dysmorphia identified similar psychological function between compulsive muscle-
building and binge eating/purging episodes [93]. For this individual, compulsive 
exercise was directly related to interpersonal stressors, and binge eating/purging 
was tied with mood regulation. This emotional and behavioral link was echoed in 
another study where the functional utility and features of compulsive exercise were 
equivalent in both men diagnosed with muscle dysmorphia or with anorexia nervosa 
[93]. Specifically, both clinical groups reported exercise for mood regulation and 
rigid and rule-driven exercise patterns.

Given the considerable overlap in exercise symptom presentation in muscle dys-
morphia and eating disorders, the importance of muscularity has been highlighted in 
its diagnostic relevance to eating pathology, particularly among men [94, 95]. Scores 
from the recently developed Muscularity-Oriented Eating Test have shown initial 
validity evidence in collegiate men [96], with current research efforts underway to 
test score validity among men athletes. To date, only one scale has been developed 
to directly probed body satisfaction in men athletes, the Weight Pressures in Sport 
Scale for Male Athletes (WPS-M; [58]). The WPS-M is a 14- item self-report ques-
tionnaire with two subscales, one reflecting pressure to maintain a weight seen as 
desirable by coaches or teammates and the other reflecting pressure to maintain a 
desirable weight and appearance for individuals outside of sport (i.e., family, friends, 
spectators). Scores from the WPS-M have demonstrated good reliability and validity 
evidence in a sample of collegiate men athletes [9]. Some studies have used a wider 
variety of body image domains in their assessment protocol. For example, in a sam-
ple of men who were either non-regular exercisers or those participating in one of 
two different types of sports (runners/aerobic exercisers, weightlifting/bodybuild-
ing), men were queried about facets of body image including partner preference, 
ideals, and overall dissatisfaction [97]. In this study, the authors noted that it was 
somewhat surprising that little differences in body image dissatisfaction or eating 
pathology were identified, relative to both sport status and sexual orientation [97].

Overall, research querying the unique experience of men’s body image, related 
eating pathology, and maladaptive exercise is considerably limited. Given the role 
that sport-specific body dissatisfaction may play in exacerbating risk for eating dis-
orders among men athletes [24], further research specific to men’s experience of the 
body is warranted. When at all possible, efforts should be made to stratify samples 
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according to not only the type of exercise (e.g., weightlifting, distance running) but 
also to consider that idealized body types may differ within sport, according to posi-
tion of play (e.g., defensive vs. offensive football).

The limited research base to date indicates that measures that have directly 
assessed problematic exercise in the context of eating pathology among men have 
generally identified rates that are comparable to, or exceed, those in women. Further, 
the motivation for exercise among men appears to be predominantly for mood regu-
lation purposes (i.e., reducing negative affect or increasing positive affect) or, when 
relevant, to achieve a sport-specific body ideal. While men report less exercise for 
reasons of weight control on measures that directly probe internalization of a thin 
ideal, they do report significantly more rigid and rule-based exercise behavior than 
women [3]. There are few sport-specific, athlete-specific, or multidimensional 
instruments with which to measure a problematic relationship with exercise specifi-
cally among men. The development and testing of exercise assessment tools specifi-
cally among men, and men athletes, is unequivocally essential to future assessment, 
diagnostic, and treatment endeavors.

�Interventions in Prevention and Treatment

Athlete-Specific Eating Disorder Prevention  Despite a large body of literature 
on eating disorder prevention focused on non-athlete samples of women, there are 
some documented efforts aimed at reducing symptoms of disordered eating or eat-
ing disorder incidence in athletes [98–100]. Not surprisingly, most of these preven-
tion efforts have focused on women athletes, thereby precluding an understanding 
of the need for gender-specific intervention. A universal primary prevention inter-
vention  – ATHENA (Athletes Targeting Healthy Exercise and Nutrition 
Alternatives) – targeted high school athletes [101, 102]. This peer-led, team-based 
program consisted of eight sessions embedded within athlete training activities and 
targeted adolescent girls. Outcomes from a randomized trial revealed reductions in 
diet pill use and eating pathology that were sustained 1 year and 3 years post-
intervention. A parallel gender-specific team-based intervention has also been 
developed for adolescent boys in sport and applied in young men non-athletes 
[103] – ATLAS (Athletes Training and Learning to Avoid Steroids) – reporting suc-
cess in reduced use of anabolic steroids and other illicit substances, as well as some 
indices of eating behavior [102, 104]. Further, Martinsen and colleagues [99] devel-
oped and tested an intervention aimed at primary prevention among adolescent girl 
and boy athletes. Utilizing a social-cognitive framework, the intervention aimed to 
enhance self-esteem, self-efficacy, intrinsic motivation, and mastery goals. The 
multimodal school-based program consisted of delivering educational content (e.g., 
lectures, assignments) and targeted elite student athletes, coaches, and parents for a 
period of 1 year. Results from the randomized controlled trial demonstrated effec-
tive prevention of new cases of eating disorders, but only for women athletes. The 
lack of significant effects among men was hypothesized to be due to the utilization 
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of women-centric assessments (e.g., drive for thinness, body dissatisfaction sub-
scale of the EDI). Other eating disorder prevention programs in athletes have 
focused exclusively on women (i.e., [105]) and include programs such as Bodies in 
Motion [23], the Female Athlete Body Project [106], BodySense [107], and 
Nutrition for Optimal Performance [108]. Overall, the limited literature on eating 
disorder prevention suggests that primary interventions with multiple targets (e.g., 
athletes, coaches) and multimodal approaches show effectiveness at reducing eating 
disorder symptoms in higher-risk women athletes. Due to the high risk of eating 
disorders in elite men athletes, the development of prevention interventions target-
ing this subsample is critical.

Treatment Guidelines  Despite several calls for athlete-specific interventions in 
prevention and treatment of eating disorders (e.g., International Olympic Committee, 
American College of Sports Medicine, National Collegiate Athletic Association, 
National Athletic Trainers’ Association), there is a paucity of research and practice 
for athletes more generally, and there are no known recommendations or interven-
tions specific to men athletes. Indeed, eating disorders are more likely to be unde-
tected and untreated in men athletes, in that this subset of individuals faces 
cumulative gender and mental health stigma and convoluted perceptions of risk in 
athletic domains. Collectively, these factors contribute to worsened health risk and 
outcomes for men athletes with eating disorders [109]. Practitioners have called for 
the reduction of barriers, enhanced stigma, and bias education in sport contexts, 
which will promote early detection and intervention among men athletes [110]. 
Athlete-tailored treatment has the capacity to appropriately address sport-related 
performance needs and athlete’s unique presentations of the condition and may be 
ideally suited to promote eating disorder prevention, recovery, and return-to-play 
among athletes. Treatment guidelines and protocols for athletes are limited, and 
especially so for men athletes, precluding the availability of evidence-based recom-
mendations for optimal treatment efficacy in this population.

Treatment Recommendations  Despite several calls for athlete-specific interven-
tions in prevention and treatment of eating disorders (e.g., International Olympic 
Committee, American College of Sports Medicine, National Collegiate Athletic 
Association, National Athletic Trainers Association), there is a paucity of research 
and practice for athletes more generally, and there are no known recommendations 
or interventions specific to men athletes. Indeed, eating disorders are more likely to 
be undetected and untreated in men athletes, in that this subset of individuals faces 
cumulative stigmas directed toward men more generally and the convoluted percep-
tions of risk in the athletic domains – thereby increasing the health risk and out-
comes for men athletes with eating disorders [109]. Practitioners have called for the 
reduction of barriers, enhanced stigma, and bias education in sport contexts, which 
will promote early detection and intervention among men athletes [110]. Athlete-
tailored treatment has the capacity to appropriately address sport-related perfor-
mance needs and athlete’s unique presentations of the condition and may be ideally 
suited to promote eating disorder prevention, recovery, and return-to-play among 
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athletes. Recommendations for athlete-focused treatment guidelines [19, 111, 112] 
are summarized in Table 19.1.

Integrating Exercise in Eating Disorder Treatment  There is some debate regard-
ing the inclusion of exercise in the treatment of eating disorders, and limited 
empirical data and clinical guidelines further stymie efforts [113]. Advocates for the 

Table 19.1  Summary of treatment recommendations for athletes with eating disorders

Summary of treatment guidelines

Multidisciplinary 
team

Coordinated multidisciplinary team with specialized training for athletes 
with eating disorders. Personnel include athletic supports such as coaches, 
strength and conditioning specialists, primary care physician, psychiatrist, 
psychotherapist, and registered dietician. Consultation with sport 
psychiatrist is valuable

Psychoeducation Psychoeducation for athletes, families, coaches, and trainers will help to 
reduce stigma and reduce normalization of disordered practices in athletic 
setting (e.g., decouple body fat and weight from performance in the 
coaching practice)

Medical care Primary care physicians are integral in the evaluation and management of 
medical complications (e.g., cardiovascular, gastrointestinal, orthopedic, 
psychiatric, and endocrinological). Psychiatric care is highly recommended 
for pharmacological management and monitoring. Support pharmacological 
care that is sensitive to the athlete’s competitive environment

Comorbidities Common comorbidities include anxiety, depression, obsessive-compulsive 
disorder, posttraumatic stress, substance abuse, and/or self-injury. Screening 
and management are recommended

Weight restoration 
and monitoring

Restoring weight and metabolic balance are primary goals, with regular 
weight monitoring and assessment of body composition. Special 
considerations of weight history, hormonal functioning, energy balance, 
and athletic demands on the body. Care is recommended in de-emphasizing 
weight and reducing athlete’s exposure to weight metrics

Nutritional 
support

Working closely with dietician to calculate energy expenditure and 
matching energy intake. Consulting evidence on energy availability 
hypothesis when treating athletes is recommended

Psychotherapy Evidence-based psychotherapy is integral to treatment (e.g., cognitive-
behavior therapy, enhanced cognitive-behavior therapy, dialectical behavior 
therapy, acceptance and commitment therapy, and family-based treatment). 
Psychological care that integrates key stakeholders in the athlete’s sporting 
environment (e.g., teammates, coaches, family) and considers the role of 
the athletic environment is most effective. Consideration of the athlete’s 
involvement in sport, the level of competition, and the type of sport needs 
to be assessed in a compassionate manner that recognizes and respects the 
importance of one’s athletic identity

Evaluation of 
sport involvement

Cautiously consider and continuously adjust frequency and intensity of 
training, according to weight restoration and medical status
Maintaining appropriate levels of sport participation in medically stable 
athletes is important. Using an athlete-centered approach to treatment is of 
critical importance during treatment and in considering return-to-play. In 
cases where sport involvement is detrimental to athlete’s health, re-consider 
involvement in competitive sport or consider alternate sports
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inclusion of exercise in the treatment of eating disorders posit that exercise interven-
tion can be safe and beneficial if nutritionally supported and appropriately moni-
tored [114]. In a review of literature, Cook and colleagues [114] report several core 
strategies for appropriate therapeutic integration of exercise in eating disorder 
treatment:

	 (i)	 Assimilation of multidisciplinary team of experts in the treatment context.
	 (ii)	 Management of medical contraindications.
	 (iii)	 Screening for exercise-related psychopathology.
	 (iv)	 Development of a collaborative written contract between team members and 

patient regrading exercise plan.
	 (v)	 Including psychoeducation.
	 (vi)	 Exercise is available as positive reinforcement.
	(vii)	 Develop an incremental exercise program.
	(viii)	 Limit intensity of activity and build gradually.
	 (ix)	 Tailor mode of exercise to individual needs.
	 (x)	 Enroll dietetics and nutritional expertise in weight restoration.
	 (xi)	 Probe the emotions and cognitions associated with each exercise session.

These evidence-based strategies comprise a set of clinical guidelines for incorpo-
rating exercise in the treatment of eating disorders; however, they do not focus on 
men samples specifically. As such, further evaluation is needed to determine the 
extent to which these guidelines apply in samples of men with eating disorders, 
given common exercise-related intricacies in male-oriented presentations of illness. 
To date, there is preliminary support targeting exercise pathology among individu-
als with eating disorders in “sport therapy” educational programs [115] and cogni-
tive behavioral programs [116]; however, this is limited by small sample sizes and 
predominantly female samples.

Treatment Interventions in Clinical Samples  The existing limited reports of 
athlete-specific intensive treatment programs feature either female- or women-only 
samples (e.g., [110]) or predominantly female or women samples (e.g., [117]). 
Drawing upon a collaborative multidisciplinary team of clinicians [118], the Victory 
Program is a clinical initiative designed to treat eating disorders in elite men and 
women athletes. Despite the lack of robust randomized clinical trial data, prelimi-
nary outcomes from the Victory Program have demonstrated enhanced strength and 
power among a small sample of athletes (predominantly diagnosed with anorexia 
nervosa) in residential and partial hospitalization programs [117]. Similarly, the 
Walden GOALS program is an intensive outpatient treatment program formulated 
using the IOC guidelines to treat competitive athletes and has demonstrated promise 
in improving outcomes among women athletes predominantly diagnosed with other 
specified feeding and eating disorders [110]. The evidence of treatment strategies 
does not consider the clinical considerations that may be important to men athletes, 
which carries critical implications given that men are diagnosed at more developed 
stages of illness [21].
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�Implications

Considerations of the role of sport and exercise as applied to eating disorders have 
been overwhelmingly reliant on empirical evidence in women. In light of clinical 
observations and emerging empirical literature among males and men, sex- and 
gender-specific considerations in the conceptualization, assessment, and treatment 
of eating disorders as related to sport and exercise warrant further attention. 
Considering that exercise pathology is more salient in the presentation of eating 
disorders in men, it becomes critical to seek robust and psychometrically supported 
assessment tools that are specific to men’s experience of body image, sport charac-
teristics, and function of exercise. Indeed, the convoluted characterization of eating 
and exercise pathology in clinical samples of men precludes a nosological under-
standing about diagnostic criteria in boys and men. Relatedly and likely conse-
quentially to the gaps in assessment, current interventions lack appropriate male 
representation and do not appropriately consider unique components that may be 
relevant for boys and men. Focusing on athletes in higher-risk sports that inextrica-
bly link appearance features (e.g., weight, muscularity) with performance out-
comes is of critical importance. Considering the unique characteristics (e.g., drive 
for muscularity) and disordered behaviors (e.g., anabolic steroid use) that are 
inherently linked with sport and exercise contexts are also imperative in advancing 
the understanding of eating disorders in boys and men. The limited evidence does 
converge to suggest that in the clinical treatment of athletes, there is a need to inte-
grate the athletic community and emphasize a multidisciplinary approach to care 
that recognizes the salience of athletic identity. Collectively, these advances will 
support sex- and gender-specific approaches that will promote the prevention and 
treatment of eating disorders among boys and men, in the context of sport and 
exercise.
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Chapter 20
Social Media and Eating and Body Image 
Concerns Among Men and Boys

Alexandra Rhodes Lonergan, Deborah Mitchison, Kay Bussey, 
and Jasmine Fardouly

Learning Objectives
	1.	 Identify differences in social networking sites (SNS) appearance-based behav-

iors among boys and men compared to girls and women.
	2.	 Identify relationships between SNS, body image, and eating disorders among 

boys and men, including which platforms and/or behaviors may be more 
damaging.

	3.	 Discuss the role of social comparison in mediating the relationship between 
SNS, body image, and eating disorders among boys and men.

	4.	 Identify avenues for future research, clinical implications, and eating disorder/ 
SNS interventions for men and boys.

Key Points
•	 Studies examining the relationship between social networking sites (SNS) and 

eating and body image concerns in boys and men are limited. Existing research 
has extended findings from populations of girls and women to identify both com-
mon and distinct features of maladaptive SNS use among boys and men. Evidence 
suggests that across age and cultural groups, boys and men participate in appear-
ance-based SNS behaviors, such as posting “selfies.”

A. R. Lonergan · K. Bussey · J. Fardouly 
Centre for Emotional Health, Department of Psychology, Macquarie University,  
Sydney, NSW, Australia
e-mail: alexandra.lonergan@mq.edu.au; kay.bussey@mq.edu.au;  
jasmine.fardouly@mq.edu.au 

D. Mitchison (*) 
Centre for Emotional Health, Department of Psychology, Macquarie University,  
Sydney, NSW, Australia 

Translational Health Research Institute, School of Medicine, Western Sydney University, 
Sydney, NSW, Australia
e-mail: deborah.mitchison@westernsydney.edu.au

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-67127-3_20&domain=pdf
https://doi.org/10.1007/978-3-030-67127-3_20#DOI
mailto:alexandra.lonergan@mq.edu.au
mailto:kay.bussey@mq.edu.au
mailto:jasmine.fardouly@mq.edu.au
mailto:jasmine.fardouly@mq.edu.au
mailto:deborah.mitchison@westernsydney.edu.au


308

•	 Maladaptive gendered stereotypes that promote a lean and muscular physique 
are widespread on photo-based SNS, such as Instagram. Boys and men who 
internalize “masculine” bodily ideals may be vulnerable to the pressures to adapt 
images shared on photo-based SNS.

•	 Photo-based SNS provide ample opportunity for social comparison. Outcomes 
of appearance comparisons to others’ selfies may motivate exercise and dietary 
behaviors that contribute to eating disorders.

•	 Social media literacy interventions are required to educate boys and men about 
hypermasculine appearance norms that may be expressed in pro-muscularity 
selfies and related online content. Practitioners may consider how SNS behaviors 
may reflect markers of eating disorders and muscle dysmorphia among boys 
and men.

�Social Media Use Among Men and Boys

Social networking sites (SNS), such as YouTube, Facebook, Instagram, and TikTok, 
are globally popular forms of contemporary online communication [1]. SNS enables 
users to create, share, and directly participate in online content with individuals and 
organizations within their networks. These may include celebrities, peers, family 
members, businesses, and other organizations. Applications, such as Tinder, Grindr, 
and Bumble, are SNS with the primary purpose of connecting users that are inter-
ested in romantic relationships, casual sex, or friendship. As opposed to traditional 
forms of media, participation in SNS is immediate, highly interactive, targeted 
toward individual users, and able to be accessed on a frequent basis, particularly via 
smartphones. Frequency statistics from the United States indicates that adolescents 
are the most active SNS users, particularly regarding “photo-based” platforms, such 
as Instagram and Snapchat [2]. The primary function of photo-based SNS is for 
users to post and share videos and images, often in the form of “selfies” (photos of 
oneself taken by oneself). Selfies are inherently “active,” appearance-focused SNS 
behaviors, as taking, editing, and posting selfies, as well as scrutinizing responses to 
such images, require greater cognitive effort toward one’s appearance than passively 
browsing a newsfeed or user profile [3]. Across genders, men are more likely to use 
YouTube and Twitter, while women are more likely to use photo-based SNS, includ-
ing Facebook and Instagram [4]. While adults of all ages use SNS, engagement 
appears to decrease across older generations. Nine out of ten young adults, aged 
23–38 years, use some form of SNS, while 76% and 59% of adults aged 39–54 and 
55–73 years, respectively, use SNS [4]. SNS have positive functions, such as shar-
ing and increasing information, communication, and technological skills across 
social groups otherwise separated by geographic location. However, it may also be 
a risk factor for negative outcomes, such as eating psychopathology for men and 
women [5–7].

Gendered SNS behaviors have been investigated in relation to motivations under-
lying SNS use. Men tend to take and post fewer selfies than women [8], suggesting 
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that it may be less gender-normative for men to post selfies on SNS. Rather, men 
appear to be motivated to gain general knowledge and information, such as through 
YouTube videos, possibly to enhance their position within online and “offline” net-
works [9]. Table 20.1 provides an overview of the five most popular SNS among 
men in the United States at the time of writing. As shown in Table 20.1, most studies 
that have examined the relationship between SNS and eating and body image con-
cerns have focused on photo-based SNS (e.g., Instgram and Facebook). Research 
attention toward photo-based SNS reflects an extension of studies traditionally con-
ducted with populations of girls and women, whereby active, photo-based SNS 
behaviors have been related to eating and body image concerns (e.g., [10, 11, 12, 13, 
14, 15]). Among men who post selfies, content analyses suggested that men post 
full-body photos, while women use portrait photos [16]. Men’s physiques may 
therefore be an important aspect of self-presentation on social media. This is consis-
tent with findings that suggest men edit and post selfies to SNS to cultivate their 
“best” appearance for external validation [17]. Moreover, personality traits such as 
narcissism have been more strongly related to frequency of posting selfies among 
men compared to women [18].

Gendered preferences in SNS use and distinct forms of self-presentation may 
be conceptualized via a self-construction model [38], whereby innate differences, 
in conjunction with socialized gender-normative views and expectations, contrib-
ute to different self-construal behaviors for men and women. In investigating SNS 
behaviors in men and boys, celebrities and peers may provide a “blueprint” for 
appropriate SNS etiquette and self-presentation. While men may not strive for 
thinness in the same way that women do [39], they are concerned with muscular-
ity enhancement and experience body image and eating disturbances related to 
this preoccupation [31]. Gender stereotypes that promote a lean and muscular 
physique are widespread on photo-based SNS [34]. Incidental browsing, sharing 
images, and searching for and/or using specific hashtag terms (e.g., “#bulking”) 
ultimately increase engagement with such stereotypes due to algorithmic target-
ing across social media platforms [32]. Accordingly, men who explore stereotypi-
cal male bodily ideals and eating behaviors required to attain such an ideal may 

Table 20.1  Studies across the popular social networking sites used by men

Social media 
site Primary media used List of citations

YouTube Videos [19, 20, 21, 22]
Facebook Photos, videos, messaging, news, 

advertising
[5, 6, 7, 15, 16, 17, 18, 20, 21, 22, 23, 24, 
25, 26, 27, 28, 29]

Snapchat Photos [5, 7, 15, 17, 18, 20, 23, 24, 26, 27, 28, 30]
Twitter Short text messages limited to a 

number of characters
[21, 22, 26, 31, 32, 33]

Instagram Photos, videos [5, 6, 7, 8, 12, 15, 17, 18, 20, 22, 23, 24, 
26, 27, 28, 29, 34, 35, 36, 37]

Note: The five most popular social networking sites are listed in descending order according to 
percentage of men who endorsed using them in the United States in 2018 [1]
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be exposed to ever increasingly similar content across multiple SNS. Given the 
pervasive use of SNS among men of different ages and nationalities, it is impor-
tant to determine which specific social media behaviors, as well as which mediat-
ing factors, pose the greatest risk for eating psychopathology. As with eating 
disorder literature in general, investigation into the relationship between SNS and 
eating psychopathology among men is limited. This may be attributed to female-
focused conceptualizations of eating disorders, research attention toward the thin 
ideal as opposed to muscularity concerns, and sampling bias toward women [40]. 
Exploring the nuanced relationships between SNS and eating disorders among 
men is therefore important to elucidate the role of potentially damaging online 
behaviors.

�Social Networking Sites and Eating Disorder/Body Image 
Outcomes Within a Sociocultural Theoretical Context

From a sociocultural framework, exposure to physical bodily ideals via the media is 
a key precipitant in the development of body dissatisfaction among men and women 
[19, 41]. As outlined in Chap. 2, the “tripartite” dual pathway model of body image 
and disordered eating has been revised to account for men’s engagement in muscu-
larity enhancement and disordered eating [42]. Specifically, men who experience 
high internalization of contemporary “masculine” body ideals and are dissatisfied 
with their muscularity and body fat may be more vulnerable to the pressures of 
media images. SNS may have stronger associations with body dissatisfaction than 
traditional media, as it is more interactive and self-exposing, allows for greater 
peer-to-peer scrutiny, and can be accessed on a frequent basis, particularly via 
smartphones [15]. However, a meta-analysis of correlational research has suggested 
that the effect of SNS use on body image is similar to traditional media [23]. Given 
the pervasive use of smartphones, SNS may provide ample opportunities for com-
parison of men’s bodies against the lean and muscular ideal, which may result in 
muscularity and body fat dissatisfaction in relation to unrealistic sociocul-
tural norms.

Research on pro-muscularity websites show evidence of SNS-endorsed mal-
adaptive eating behaviors and drive for muscularity, which may contribute to 
eating disorders in men [31]. These include rigid dietary and exercise practices, 
emphasis on muscularity and body size, and minimization of health risks associ-
ated with muscularity enhancement [31]. Examination of maladaptive pro-mus-
cularity behaviors on SNS with the hashtag “#cheatmeal” (i.e., a single meal that 
deviates from dietary rules) suggested that more than one half of images pro-
moted energy-dense food to be eaten in large quantities, which may promote 
objective binge episodes [6]. Moreover, images that contained individuals often 
portrayed highly muscular bodies and intentional body exposure, suggesting 
both promotion of unrealistic bodily ideals and overeating and/or binge behav-
iors [6].
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�Appearance-Based Social Networking Site Behaviors

More explicit photo-based behaviors on SNS, rather than overall time spent on SNS, 
has been related to body dissatisfaction among men and women and boys and girls 
[5, 24, 25, 43]. SNS that are associated with eating disorder behaviors also include 
those that are primarily photo-based [5, 6]. Photo-based SNS behaviors include the 
use of appearance-related features, such as posting selfies and editing selfies to 
improve bodily appearance prior to posting images on social media, such as reshap-
ing legs [14], and investment in selfies, that is, effort expended in choosing selfies 
and monitoring comments and Likes to posted images [15]. Beyond posting selfies, 
photo-based SNS may also include engagement with others’ selfies, such as scruti-
nizing images posted by peers and monitoring comments and Likes on others’ self-
ies. Accordingly, even if users do not take or post selfies, engagement with others’ 
selfies may be related to features of eating psychopathology, such as appearance 
comparison. Emerging research supports this notion, as young women who reported 
greater engagement with others’ selfies also reported greater social comparison 
[13]. Similar research is yet to be conducted with young men, although a similar 
pattern would be expected.

In correlational studies (i.e., examination of the relationship between SNS use 
and eating behaviors at one point in time), which included both men and women, 
SNS use in general has been related to eating disorder concerns and symptomology 
across genders for Western [20], Lebanese [33], and Singaporean-Chinese [35] sam-
ples. This relationship between photo-based SNS and eating disorder symptoms has 
been identified among sexual minority men [35]. There also appears to be increasing 
prevalence of muscularity-oriented selfies among men [6]. Smartphone photo-edit-
ing applications such as “Manly” have been developed specifically for men, whereby 
users may alter their appearance, such as increasing muscle mass (e.g., enhancing a 
“six-pack”). Such applications emphasize hypermasculine appearance norms, such 
as physical strength, which may contribute to body image concerns and disordered 
eating in boys and men. While limited research has examined social media use and 
body dissatisfaction in male cohorts [44], men appear to be similarly susceptible to 
the effects of photo-based SNS on body dissatisfaction [25, 26, 29]. In terms of the 
directionality of the relationship between body dissatisfaction and SNS, longitudi-
nal findings with boys suggest that frequent SNS use predicts body dissatisfaction 
[25]. Further, editing but not posting selfies to SNS has been found to predict higher 
levels of face and body appearance concerns over a 6-month period among Chinese 
boys [27]. Such longitudinal findings are critical in establishing the causal relation-
ships between SNS use and eating psychopathology.

In terms of disordered eating, in the only study examining SNS use in boys with 
an eating disorder to date, it was found that compared to healthy peers, adolescent 
boys who meet criteria for an eating disorder have been found to report greater 
avoidance of posting selfies, photo investment, photo manipulation, and investment 
in others’ selfies [28]. The same study found that adolescent boys who reported 
greater avoidance of posting selfies were more likely than adolescent girls to meet 
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criteria for clinical and subclinical anorexia nervosa [28]. Avoidance of posting self-
ies may reflect “offline” body avoidance typically observed in eating disorders [45, 
46]. Boys who meet criteria for clinical and subclinical anorexia nervosa may pur-
posefully avoid presenting themselves on SNS, possibly due to the inconsistency 
between pervasive muscularity ideals and their own muscularity.

�The Role of Social Comparison in the Relationship Between 
Social Networking Sites and Eating Psychopathology

Festinger’s [47] model of social comparison proposed that individuals have an 
innate drive to determine their progress and standing on different aspects of their 
lives and evaluate themselves against others when more objective points of com-
parison are unavailable. SNS are a pivotal environment for social comparison as 
users can compare their appearance to celebrities, peers, and other users within their 
networks and make comparisons on the basis of the image posted. Users may also 
compare number of “Likes” and comments that others receive [24, 48]. Upward 
social comparisons, whereby individuals compare themselves to others who are per-
ceived to be better than themselves, are relevant to the experience and expression of 
eating disorders in a SNS context. Specifically, users may may compare themselves 
to others’ posted images perceived to be superior according to certain criteria, such 
as physical attractiveness, weight and shape, and adherence to dietary rules. 
Research with women has found that upward appearance comparisons through 
social media were associated with greater body dissatisfaction and more thoughts of 
dieting and exercising to lose weight than when no comparisons were made [11]. Of 
the limited research pertaining to men, men who viewed more fitspiration content 
on social media reported greater internalization of muscular bodily ideals and 
appearance comparison, which, in turn, was associated with lower body satisfaction 
and exercise motivation based on appearance as opposed to health [34]. Further 
highlighting the role of appearance comparison, experimental research with men 
showed that upward social comparisons with attractive models on social media 
strengthened motivation for self-improvement in terms of physical activity [36].

Specific to eating disorders, pro-anorexia nervosa and pro-bulimia nervosa 
Instagram SNS accounts have been identified as “inspiration” for those striving to 
lose weight, where (mostly girls/women) users post idealized images of thin bodies 
and their own “progress” selfies [12]. Instagram has banned search terms such as 
“thinspiration” to limit access to pro-eating disorder accounts [37]. On the other 
hand, terms such as “fitspiration” and “clean eating,” which reflect bodily ideals for 
a lean and toned physique, as well as dietary rules required to achieve such a phy-
sique [21], have become normalized on photo-based SNS. Terms such as “fitspira-
tion” may be more relevant to the male experience of drive for muscularity, muscle 
dysphoria, and eating psychopathology. However, such terms and accounts have not 
been monitored to the same extent as their “thinspiration” counterparts. This may be 
due to “fitspiration” accounts purporting to encourage a “healthy” lifestyle. Research 
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among populations of girls and women has identified a relationship between expo-
sure to fitspiration content and body dissatisfaction [49, 50, 51] and that appearance 
comparison mediated the relationship between fitspiration and symptom severity in 
eating disorder samples [29]. However, over one third of fitspiration content on 
Instagram features images of just men [22], and men are exposed to a greater amount 
of fitspiration than thinspiration content [30]. Fewer studies have examined the rela-
tionship between exposure to “fitspiration” and “clean eating” content and disor-
dered eating in samples of boys or men. This is a notable omission, as exposure to 
“fitspiration” content may provide an avenue for social and/or appearance compari-
son and increased body dissatisfaction that may contribute to body image disorders 
among men and boys.

�Future Directions

Primarily, greater research attention toward the male experience of eating and body 
image concerns in an online setting is required. Experimental and longitudinal stud-
ies are particularly required to confirm causality and inform evidence-based treat-
ment and intervention programs. Photo-based SNS literacy interventions that have 
been successfully applied to girls and women, for example, to reduce dietary 
restraint in adolescents [52] may be adapted for boys and men. Such interventions 
may involve having adolescent boys critique the use of apps, such as “Manly,” that 
are designed specifically for male users. As with samples of girls or women [10], 
identification of problematic behaviors, such as particular interest in taking and 
editing selfies, and excessive monitoring of Likes/comments may be addressed in 
relation to body image concerns relevant to male users, such as muscularity enhance-
ment. Other relevant targets may include high levels of social comparison to muscu-
lar and lean bodily ideals seen on SNS and following and/or seeking fitspiration and 
related content.

From a clinical perspective, the role of social media may be considered in the 
current transdiagnostic model of eating disorders, whereby SNS behaviors may 
reflect “offline” indicators of eating disorders and muscle dysmorphia. Body check-
ing (i.e., compulsive scrutiny of perceived appearance flaws or areas of overvalu-
ation) and avoidance (e.g., avoiding one’s reflection) are prominent eating disorder 
maintaining factors [45] that may extend in online contexts through obsessive moni-
toring and selection of selfies or avoidance of posting selfies (and “un-tagging”). 
Further, monitoring of “Likes”/comments on uploaded selfies may be an online 
manifestation of reassurance-seeking [10]. Finally, compulsive appearance-fixing 
and camouflaging are also maintaining factors in the drive for muscularity and asso-
ciated muscularity-driven behaviors. This approach would assist assessment of the 
role of social media in maintaining eating disordered behaviors among boys and 
men. Both social and clinical interventions may target mental health literacy in gen-
eral to distinguish “healthy” and maladaptive eating behaviors related to drive for 
muscularity (e.g., overconsumption accompanied by driven exercise).

20  Social Media and Eating and Body Image Concerns Among Men and Boys



314

�Conclusion

Across cultures and age groups, boys and men are as at risk as girls and women in 
developing body image concerns and eating disorder symptoms through SNS use. 
Photo-based SNS, such as Instagram, and appearance-based behaviors, including 
editing and posting selfies, are relevant avenues for the development and/or mainte-
nance of eating disorders among men and boys. Those who engage in social com-
parison may be particularly at risk, as exposure to muscularity-related content, such 
as “fitspiration,” may increase body dissatisfaction that leads to eating psychopa-
thology. Maladaptive SNS behaviors relevant to boys and men have received less 
focus compared to SNS content that promotes anorexia- and bulimia nervosa-type 
behavior in girls and women. Current interventions may therefore be adapted to bet-
ter target eating and body image concerns as they more typically present in boys and 
men. In eating disorder settings, clinicians may also assess and intervene with how 
men and boys engage with SNS, particularly in relation to appearance-based behav-
iors that maintain symptomology.
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Chapter 21
Eating Disorders and Body Image Across 
the Lifespan: A Focus on Boys and Men 
in Midlife and Beyond

Tiffany A. Brown and Jason M. Lavender

Learning Objectives
	1.	 Discuss body image attitudes and dissatisfaction among preadolescent and ado-

lescent boys.
	2.	 Describe the nature and prevalence of disordered eating and clinical eating dis-

orders in preadolescent and adolescent boys.
	3.	 Identify age-related changes in body image among men in midlife and beyond.
	4.	 Explain the nature and prevalence of disordered eating and clinical eating disor-

ders among men in midlife and beyond.

Key Points
•	 Attitudes about body sizes and body image begin to develop in early childhood, 

and boys exhibit positive perceptions about muscularity and socioculturally pre-
scribed ideal body sizes.

•	 Attitudes and behaviors consistent with traditional eating disorders or those 
associated with muscularity and/or leanness concerns can emerge in younger 
boys, and adolescence is a time of elevated risk for symptom onset or 
exacerbation.
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•	 Men continue to experience body image concerns into midlife, including con-
cerns regarding age-related weight gain and muscle loss.

•	 Midlife men also exhibit disordered eating/clinical eating disorders, and gender 
differences observed in young adulthood may diminish later in life.

�Introduction

The literature on eating disorders in men remains small compared to the corre-
sponding literature in women, and much of the research focused on eating pathol-
ogy and related body image concerns in men has been conducted in young adult, 
college-aged samples. However, these concerns can affect boys and men across the 
lifespan, from childhood through older adulthood [1–8]. Importantly, there are 
unique developmental and life course considerations for boys and for older adult 
men that are salient to understanding the form and trajectory of body dissatisfaction 
and eating disorder symptoms in these younger and older age groups. As such, this 
chapter will offer a concise overview of the nature and prevalence of body image 
concerns, disordered eating, and eating disorders among boys (age < 18) and among 
men in midlife and beyond (age ~40+).

Childhood and adolescence represent developmental periods of particular rele-
vance to the onset of body image concerns and eating pathology, including among 
boys [2–5, 9–13]. In particular, as boys move from childhood into early and later 
adolescence, numerous factors may be important to consider in relation to body dis-
satisfaction and disordered eating, including pubertal onset and development (e.g., 
hormonal changes, physical growth, shifting caloric requirements), psychological 
development (e.g., overall sexuality, gender and sexual identity), neurodevelop-
ment, and social and familial changes (e.g., increased autonomy around food access 
and intake, greater salience of peer influences), among others. Within the section 
focused on boys, we consider research on body image, disordered eating, and full 
threshold eating disorders in boys from childhood (preadolescence) through adoles-
cence. Table 21.1 presents a summary of major findings from selected empirical or 
review papers of particular relevance that are focused on boys.

Table 21.1  Summary of major findings from selected papers on boys

Citation Article title Summary of major findings

Pearson et al. 
(2010) [49]

A risk model for disordered 
eating in late elementary 
school boys

In 5th grade boys (Mage = 10.9 years):
10% endorsed objective binge eating and 

4.2% endorsed purging during the past 2 
weeks

Found empirical support for a risk model 
involving pubertal development, negative 
urgency, thinness expectancies, and eating 
expectancies
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(continued)

Table 21.1  (continued)

Citation Article title Summary of major findings

Wang et al. 
(2019) [40]

Fifteen-year prevalence, 
trajectories, and predictors of 
body dissatisfaction from 
adolescence to middle 
adulthood

Prospective study from Project EAT that 
included data from adolescent boys (at 
baseline) with follow-up through middle 
adulthood

Body dissatisfaction increased slightly but 
significantly overall over 15 years; classified 
participants into groups based on trajectory of 
body dissatisfaction

Vast majority showed predominantly 
consistent levels of body dissatisfaction, either 
low (71.4%) or high (18.9%)

Ricciardelli 
and McCabe 
(2004) [5]

A biopsychosocial model of 
disordered eating and the 
pursuit of muscularity in 
adolescent boys

Offers a biopsychosocial model for traditional 
disordered eating behaviors and those 
associated with the drive for muscularity, as 
well as a review of the literature

Example social factors:
Pressure from parents, peers, and media 

(both), weight-focused/leanness sports 
(disordered eating) vs strength/power-focused 
sports (pursuit of muscularity)

Example biological factors:
BMI (both), pubertal growth, and timing 

(both)
Example psychological factors:
Body dissatisfaction (both), self-esteem 

(both), perfectionism (both)
Calzo et al. 
(2016) [54]

Male eating disorder symptom 
patterns and health correlates 
from 13 to 26 years of age

Prospective study using Growing Up Today 
Study (GUTS) data from adolescent boys 
(baseline) with follow-up through young 
adulthood

Prevalence during adolescence:
At age 13–15 years: 3.1% high leanness 

concern, 4.2% high muscularity concern, 
0.4% recurrent (≥ monthly) purging, 0.5% 
recurrent (at least monthly) binge eating

At age 16–18 years: 2.2% high leanness 
concern, 5.0% high muscularity concern, 
0.4% recurrent (≥ monthly) purging, 0.8% 
recurrent (≥ monthly) binge eating

Latent class analyses identified groups 
across ages with distinct characteristics and 
health correlates:

Asymptomatic (largest class), mostly 
asymptomatic, body image disturbance, binge 
eating/purging, muscularity concerns
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Further, the relative inattention to men in general within the eating disorder lit-
erature is even more notable for research specifically focused on body dissatisfac-
tion and eating disorder symptoms among older adult men in midlife and beyond. 
Similar to women, as men age, they experience several physical and life course 
changes that may impact body image and disordered eating, including age-related 
weight gain, andropause (reductions in testosterone in midlife), marriage, divorce, 
parenting, medical issues, career growth, and retirement [2, 8, 14]. Within the sec-
tion focused on men in midlife and beyond, we address research on body image, 
disordered eating, and clinical eating disorders in this older age group of men. 
Table 21.2 presents a summary of major findings from selected empirical or review 
papers of particular relevance that are focused on older adult men.

�Boys in Preadolescence and Adolescence

�Body Dissatisfaction

Body image is a complex and multidimensional construct comprising attitudinal, 
affective, perceptual, cognitive, and behavioral components [15, 16]. Within the 
field of eating disorders, body satisfaction and dissatisfaction historically were 

Citation Article title Summary of major findings

Rozzell et al. 
(2019) [57]

Prevalence of eating disorders 
among US children aged 9 to 
10 years: data from the 
Adolescent Brain Cognitive 
Development (ABCD) Study

In a US nationally representative study of 
9–10-year-olds that applied DSM-5 criteria 
for EDs, population-level prevalence estimates 
for boys were:

1.6% any ED; 0% for BN, 0.2% AN, 0.7% 
BED, 0.7% OSFED

No differences found in ED prevalence 
across boys and girls

Allen et al. 
(2013) [59]

DSM-IV-TR and DSM-5 eating 
disorders in adolescents: 
prevalence, stability, and 
psychosocial correlates in a 
population-based sample of 
male and female adolescents

Prospective, population-based study of 
Australian adolescents that applied both 
DSM-IV and DSM-5 criteria

Age 14 prevalence in boys:
1.2% for any DSM-IV ED; 0% AN, 0.1% 

BN, 1% EDNOS
1.2% for any DSM-5 ED; 0% AN, 0.4% 

BN, 0% BED, 0.7% OSFED
Age 17 prevalence in boys
1.2% for any DSM-IV ED; 0% AN, 0.3% 

BN, 0.9% EDNOS
2.6% for any DSM-5 ED; 0% AN, 0.7% 

BN, 1.2% BED, 0.9% OSFED

Table 21.1  (continued)
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Table 21.2  Summary of major findings from selected papers on men in midlife and beyond

Citation Article title Summary of major findings

Lodge and 
Umberson 
(2013) [62]

Midlife gay and heterosexual men 
talk about their bodies

In a qualitative study, midlife men 
identified the following age-related body 
image concerns:

“Functional deterioration” (lower 
athleticism, physical functioning)

Perceived loss of masculinity (lower 
libido, less muscularity)

Keel et al. 
(2007) [14]

A 20-year longitudinal study of 
body weight, dieting, and eating 
disorder symptoms

In a longitudinal study of men from their 
20s to 40s:

Increase in percentage of men wanting 
to lose weight: 37% at age 20, 71% at 
age 40

Decrease in percentage of men wanting 
to gain weight: 24% at age 20 to 2% at 
age 40

Mangweth-
Matzek et al. 
(2016) [69]

Eating disorder symptoms in 
middle-aged and older men

6.8% of men aged 40–75 years reported 
eating disorder symptoms

0.9% had a BMI < 18.5, 2.3% reported 
binge eating only, 1.5% reported binge 
eating and purging, and 2.1% reported 
purging only

Kummer et al. 
(2019) [70]

Aging male symptomatology and 
eating behavior

Midlife men reporting greater symptoms 
of andropause had significantly higher 
BMI, greater eating disorder symptoms, 
and more negative body image than men 
with lower andropause symptoms

Brown et al. 
(2020) [61]

A 30-year longitudinal study of 
body weight, dieting, and eating 
pathology across women and men 
from late adolescence to later 
midlife

In a longitudinal sample, from age 20 to 
50, the proportion of OSFED cases 
increased in men through midlife:

Age 20 = 20.0%, age 30 = 42.9%, age 
40 = 75.0%, age 50 = 71.4%
Point prevalence of DSM-5 EDs at age 50:

AN, 0%; BN, 0%; BED, 1.1%; atypical 
AN, 1.1%; purging disorder, 1.7%

Hudson et al. 
(2007) [72]

The prevalence and correlates of 
eating disorders in the National 
Comorbidity Survey Replication

In a US nationally representative 
cross-sectional sample, gender differences 
in ED point prevalence in younger age 
groups were not evident in midlife:

Ages 18–29: women = 3.6% versus 
men = 0.7%

Over age 45: women = 2.3% versus 
men = 2.5%
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conceptualized in relation to the traditional thin ideal. This is reflected in the content 
or format of older body image measures, such as the body dissatisfaction scale of 
the Eating Disorder Inventory (i.e., concern about large thighs) [17] or silhouette/
figure rating scales reflecting a single dimension of body weight/body fat [18, 19]. 
These measures were based on conceptualizations emphasizing the drive for thin-
ness or fear of weight gain, such that body dissatisfaction was most commonly 
equated with a desire to be thinner or less heavy than one’s current body shape or 
weight. Given what is now understood about the more complex nature of body 
image and body ideals in boys and men (i.e., the emphasis on muscularity and lean-
ness [20–23]), some early research based on the more “gendered” unidimensional 
approach to assessment inadvertently arrived at the inaccurate conclusion that boys 
and men had few body image concerns.

Evidence suggests that body dissatisfaction can emerge in early childhood [2–4, 
24–26] and that boys as young as 4 demonstrate preferences for socioculturally 
prescribed ideal body sizes [27]. Results from qualitative research studies have pro-
vided some insights into the experience of body image during preadolescence. For 
example, young preadolescent boys have been found to endorse the perceptions that 
greater body size is associated with better physical performance (e.g., athletics) and 
independence [28] and that masculinity is equated with muscularity and strength 
[29]. Similarly, older preadolescent boys have been found to ascribe to a fit body 
ideal that reflects a dislike of fatness, the salience of physical performance and abil-
ity, and preferences for muscularity [30]. Consistent with this notion, a majority of 
boys aged 8–11 years have been found to rate both their weight and muscles as 
important, and a substantial proportion reported engaging in body change strategies 
to increase muscles or lose weight [31]. Further, boys aged 6 years have been found 
to show both muscularity- and thinness-oriented body dissatisfaction, with muscu-
larity being perceived as more rewarding versus thinness [32]. There also is evi-
dence indicating that among preadolescent boys who are dissatisfied with their 
bodies, some exhibit a desire for a larger body shape, and others exhibit a desire for 
a smaller body shape [2, 24, 25]. Overall, there has been inconsistent measurement 
across studies of preadolescent boys and a focus on general body size in some inves-
tigations, leading to mixed findings on the specific nature, degree, and prevalence of 
body dissatisfaction in this age group. In particular, while the desire for larger body 
shapes among some younger boys may reflect a specific desire for greater muscular-
ity, it may also reflect a conflation of larger body sizes with perceptions of greater 
height, age, or physical capabilities [28, 29]. Notably, research has also addressed 
factors that may contribute to body dissatisfaction in young boys, including com-
munication about and exposure to body ideals, as well as other psychological and 
sociocultural influences [4, 24, 33, 34].

Adolescence is a time of particular relevance to the experience of body image 
among boys, given the shifting physical, psychological, and social factors during 
this period (e.g., pubertal development, increased peer influences) [5, 10, 11, 35, 
36]. Evidence suggests that body dissatisfaction is common among adolescent boys 
and, similar to findings among preadolescents, can take the form of a desire to be 
smaller/thinner, a desire to be larger/bigger, and/or specific concerns about 
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muscularity [37–41]. Further, findings from longitudinal research suggest that over-
all, adolescent boys experience a decrease in body satisfaction corresponding to the 
typical period of pubertal development [42], which is consistent with evidence that 
advanced pubertal status may be associated with greater risk for body dissatisfac-
tion and weight/shape concerns in this population [11]. However, highlighting the 
complexity of body image concerns in boys, longitudinal changes in body satisfac-
tion have been found to differ based on changes in weight, with increased satisfac-
tion for boys decreasing weight from overweight categories versus decreased 
satisfaction for boys decreasing weight from average to underweight [42]. Similarly, 
other research has found a curvilinear relationship between body mass index (BMI) 
and body dissatisfaction in boys, such that either underweight or overweight/obesity 
weight status may elevate risk for body image concerns among adolescent boys 
[43, 44].

�Disordered Eating

Although the overall prevalence of specific full threshold eating disorders among 
boys in school and community settings is relatively low, evidence clearly indicates 
that disordered eating behaviors are more common. Specific forms of disordered 
eating that have received the most attention include disinhibited eating behaviors, 
such as loss of control eating and binge eating, as well as unhealthy weight control/
body change strategies (i.e., compensatory behaviors). In addition to disordered eat-
ing behaviors consistent with traditional eating disorder diagnoses, more recent 
research has also begun to examine muscularity-oriented attitudes and behaviors.

Evidence suggests that disordered eating behaviors can emerge among some 
boys even in preadolescence [25], although prevalence rates differ based on a num-
ber of study-related factors (e.g., measures, sample age range). For example, in a 
population-based study of elementary school children aged 6–11 years, 5% of boys 
met the criteria for disordered eating (indicated by two out of five endorsed items on 
the SCOFF [45]), with rates higher among boys with overweight (11.5%) or obesity 
(18.6%) versus normal weight (3.6%) [46]. Further, in a large cohort study with a 
mixed-gender (approximately equal) sample of 11- and 12-year-old boys and girls, 
7% of the sample reported recurrent disordered eating behavior (i.e., engaging in 
fasting, purging, or binge eating at least monthly for the past year), and no gender 
differences were found [47]. Additionally, in a large community sample of youth 
aged 8–11 years, approximately one in five boys reported engaging in loss of con-
trol eating during the past month [48], whereas a large study of 5th grade boys found 
that 10% endorsed objective binge eating in the past 2 weeks, as well as 4.2% 
endorsing purging behavior [49].

In general, adolescent boys have received more attention in the literature on dis-
ordered eating than younger boys. In particular, a number of larger-scale epidemio-
logical studies have provided relevant data. For example, data collected from nearly 
40,000 9th and 12th grade boys as part of the Minnesota Student Survey found that 
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29.1% reported any form of disordered eating behavior, such as binge eating 
(12.5%), fasting/skipping meals (14.0%), vomiting (1.6%), and laxative use (1.7%) 
[50]. Further, a study of nearly one thousand German adolescent boys aged 11–17 
years selected from a nationally representative sample found that 14.4% of boys met 
the criteria for disordered eating (indicated by 2 out of 5 endorsed items on the 
SCOFF [45]), with rates notably higher among boys with overweight (24.7%) or 
obesity (51.6%) [51]. In a study of 3270 Australian adolescents aged 14–15 years 
using data from the Longitudinal Study of Australian Children, estimated popula-
tion prevalence rates for anorexia nervosa (AN) symptoms in boys were found to be 
7.58% for behaviors interfering with/fear of weight gain, 15.95% for overvaluation/
disturbance in experience of body weight, and 3.41% for both; rates for bulimia 
nervosa (BN) symptoms in boys were found to be 0.38% for binge eating, 10.84% 
for overvaluation of weight, 3.88% for compensatory behaviors, and 0% for all 
three [52]. Consistent with other studies, prevalence rates were generally higher in 
those boys with higher weight. Notably, a Project EAT-III study that included 
10-year follow-up data on boys who were originally recruited during adolescence 
reported rates of disordered eating in early and middle adolescence, including 
27.9–34.8% for unhealthy weight control behaviors (e.g., fasting, skipping meals, 
food substitute use), 2.1–2.2% for extreme weight control behaviors (e.g., vomiting, 
laxatives, diet pills), and 3.0–3.5% for binge eating; findings also revealed that in 
general, the prevalence of disordered eating behaviors either remained stable or 
increased from adolescence through young adulthood [53]. Taken together, although 
specific rates vary, evidence generally suggests that various traditional disordered 
eating attitudes and behaviors become more prevalent from childhood through ado-
lescence in boys, with greater rates commonly found among those with overweight 
or obesity.

More recently, large-scale studies have also assessed disordered eating attitudes 
and behaviors that more directly reflect the sociocultural body ideals for boys and 
men (e.g., muscularity and leanness). For example, a prospective study that used 
Growing Up Today Study (GUTS) data from participants who were adolescents at 
baseline (with follow-up data through young adulthood) reported prevalence rates 
for boys: high leanness concern (age 13–15, 3.1%; age 16–18, 2.2%), high muscu-
larity concern (age 13–15, 4.2%; age 16–18, 5.0%), recurrent purging (age 13–15, 
0.4%; age 16–18, 0.4%), and recurrent binge eating (age 13–15, 0.5%; age 16–18, 
0.8%); a latent class analysis identifying subgroups based on symptoms found mul-
tiple classes, with the asymptomatic class largest for all age groups [54]. Additionally, 
data from Wave I of the National Longitudinal Study of Adolescent to Adult Health 
(Add Health) showed that among boys aged 11–18 years, 29.2% reported trying to 
gain weight/bulk up and 25.2% reported any muscle-enhancing behavior, including 
dieting to gain weight/bulk up (3.8%), exercising to gain weight/bulk up (15.4%), 
lifting weights to gain weight/bulk up (17.5%), and taking food supplements to gain 
weight/bulk up (3.3%) [55].
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�Eating Disorders

Nationally representative studies of eating disorders in preadolescent boys have 
reported a range of prevalence rates, likely due in part to differing assessment meth-
ods, diagnostic frameworks, and other factors. For example, based on data from the 
National Health and Nutrition Examination Survey (NHANES) study that applied 
DSM-IV criteria, 12-month prevalence rates for any eating disorder were found to 
be 0.1% for boys aged 8–15 years, with the same rate found in the combined sample 
of boys and girls aged 8–11 years [56]. In a more recent nationally representative 
study of youth aged 9–10 years that applied DSM-5 criteria, the population-level 
prevalence estimate for any eating disorder was 1.6% for boys, and prevalence esti-
mates of specific diagnoses ranged from 0% for BN to 0.7% for binge eating disor-
der (BED) and for other specified feeding or eating disorder (OSFED) [57]. 
Consistent with other research, these studies indicate small or nonsignificant differ-
ences in prevalence between preadolescent boys and girls, suggesting that the dif-
ferences that are apparent in older age groups likely emerge during adolescence, 
perhaps related to pubertal onset or other aspects of development.

In adolescent boys, various epidemiological studies have reported prevalence 
rates for full threshold eating disorders, typically within the approximate range of 
0–1% for each core eating disorder diagnosis [see 1]. For example, in a nationally 
representative sample of adolescents aged 13–18 years that applied DSM-IV crite-
ria, the lifetime rates for full threshold eating disorders in boys were 0.3% for AN, 
0.5% for BN, and 0.8% for BED, with rates of 0.1% and 2.6% for subthreshold AN 
and subthreshold BED, respectively; prevalence was lower in boys than girls for 
BN, BED, and subthreshold AN [58]. Further, in a prospective, population-based 
sample of Australian adolescents that applied both DSM-IV and DSM-5 criteria, 
prevalence rates for boys were as follows: (a) at age 14, 1.2% for any DSM-IV eat-
ing disorder (0% AN, 0.1% BN, 1% eating disorder not otherwise specified 
[EDNOS]) versus 1.2% for any DSM-5 eating disorder (0% AN, 0.4% BN, 0% 
BED, 0.7% OSFED) and (b), at age 17, 1.2% for any DSM-IV eating disorder (0% 
AN, 0.3% BN, 0.9% EDNOS) versus 2.6% for any DSM-5 eating disorder (0% AN, 
0.7% BN, 1.2% BED, 0.9% OSFED) [59]. Notably, other studies have reported 
greater prevalence rates. For instance, in a recent population-based study of 
Australian adolescents aged 11–19 years recruited from school settings that applied 
DSM-5 criteria, the 1-month prevalence rate among boys for any eating disorder 
was 12.8%, with 2.1% meeting criteria for a full-syndrome eating disorder (0% AN, 
1.8% probable BN, 0.2% probable BED) and 8.5% for other specific feeding or eat-
ing disorder [60]. However, this study assessed symptoms over only a 1-month 
period, and along with other methodological considerations and in the context of 
prior research, findings from the study may reflect an overestimation of the true 
prevalence.
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�Men in Midlife and Beyond

�Body Dissatisfaction

As men age, natural changes in body shape, increases in body fat, and a decrease in 
muscularity may exacerbate body image concerns and disordered eating [14, 61]. As 
such, aging may confer increased concerns regarding losing a “masculine” physique. 
Many studies have examined body weight dissatisfaction in men or body image con-
cerns more broadly, with few studies exploring muscularity concerns in older ages. 
Qualitative research supports that changes in body functionality and appearance may 
impact body dissatisfaction in midlife men. Indeed, men aged 40–60 years reported 
distress regarding the “functional deterioration” of their bodies (lower athleticism, 
physical functioning) and concerns regarding perceived loss of masculinity (lower 
libido, less muscularity) as they aged [62]. Interestingly, a study of men aged 65–85 
years found that while midlife and beyond men reported becoming increasingly dis-
satisfied with their physical appearance as they age, particularly in regard to bodily 
functioning, they were still less likely than women to engage in appearance-enhanc-
ing activities [63]. These results suggest a potentially important role regarding the 
impact of body functionality on body image in midlife and beyond men.

One major body image concern for midlife men is age-related weight gain. 
Consistent with this, a longitudinal study of men from their 20s to 40s demonstrated 
that the percentage of men who wanted to lose weight increased from 37% at age 20 
to 71% at age 40 [14]. Conversely, the percentage of men wanting to gain weight 
decreased from 24% at age 20 to 2% at age 40. Notably, this study did not ask about 
the desire to gain muscle and lose body fat, which may have influenced results. 
Beyond weight and shape concerns specifically, a cross-sectional survey of men in 
1997 revealed that appearance dissatisfaction may persist through midlife. Indeed, 
38–41% of young men aged 13–29 years, 48% of men aged 30–39 years, 43% of 
men aged 40–49 years, and 48% of men aged 50–59 years reported dissatisfaction 
with their appearance [64]. Body image and appearance-related concerns may be 
maintained via negative conversations about one’s body and the body of others 
(sometimes termed “fat talk” or “negative body talk”). While this construct has been 
investigated predominantly in samples of girls and young women, research supports 
that men engage in negative body talk across the lifespan and that this behavior is 
associated with disordered eating in midlife men [65]. While several studies support 
that body image concerns may increase as men age, other studies have found no 
associations between aging and body image for midlife men, suggesting that men 
may become more accepting of their bodies as they age [66]. Consistent with this, a 
cross-sectional study reported that men aged 46–55 years had lower drive for mus-
cularity attitudes and muscle dysmorphia physique protection (i.e., behaviors to 
avoid one’s body being seen by others) compared to younger men aged 19–25 years 
[67]. Given the limited research on this topic, future research should continue to 
explore how aging may affect body image in men beyond young adulthood.
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�Disordered Eating

With regard to dieting behaviors, data from the Netherlands Twin Registry indicate 
that women aged 35–65 years and men aged 45–65 years report the highest rates 
(31.7–31.9% and 56.6–63.0%, respectively) compared to all other age categories 
[68]. These results are comparable to those from Keel and colleagues who found 
that dieting frequency prospectively increased in men as they aged from 20 to 40, 
with 25% reporting sometimes or often dieting at age 40 [14]. However, while diet-
ing appears to increase into midlife for men, recent research supports that dieting 
may confer less risk for disordered eating across ages. Indeed, in a longitudinal 
cohort study of men from their 20s to 50s, the impact of dieting as a risk factor on 
drive for thinness decreased prospectively as men aged, to the point that there was 
no longer a significant association between dieting and drive for thinness at 50, 
while this relationship remained significant and stable across time for women [61]. 
This may suggest that dieting may be motivated less by disordered eating and more 
by health-focused behaviors among midlife versus younger men. However, more 
research on this topic is needed.

In addition to dieting, midlife men are also at risk for symptoms of eating disor-
ders including binge eating, purging (e.g., self-induced vomiting, laxative and 
diuretic misuse), and pathological exercise. For example, in a sample of Austrian 
men aged 40–75 years, 6.8% reported eating disorder symptoms, 0.9% had a 
BMI < 18.5, 2.3% reported binge eating, 1.5% reported binge eating and purging, 
and 2.1% reported purging without binge eating [69]. Midlife and beyond men 
reporting these symptoms demonstrated significantly greater eating pathology, 
exercise addiction, and lower body satisfaction compared to those that did not report 
symptoms. Notably, the cutoff score on the measure of eating pathology used identi-
fied only 9% of the men, suggesting that existing measures of eating pathology may 
lead to under-recognition of disordered eating in midlife and beyond men [69]. 
Supporting that age-related changes may lead to increased disordered eating in 
midlife men, in the same sample of Austrian men aged 40–75 years, those with 
greater symptoms of andropause had significantly higher BMI, greater eating disor-
der symptoms, greater risk of exercise addiction, and more negative body image 
than men with lower andropause symptoms [70]. Although the research on disor-
dered eating in older men has largely been cross-sectional in nature, data has also 
examined cross-sectional trends over time in midlife men. While purging is typi-
cally less often endorsed by men versus women, evidence indicates that purging 
behavior has increased in men and women aged 45 years or older from 1998 to 
2008 [71].

Research has also examined dimensional measures of eating pathology in midlife 
men, most notably the Eating Disorder Inventory Drive for Thinness and Bulimia 
subscales. For example, in a 30-year longitudinal study of women and men from 
their 20s to their 50s, women demonstrated higher drive for thinness and bulimia 
scores across time compared to men [14, 61]. Importantly, there were also gender 
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differences in the trajectory of eating pathology over time; drive for thinness 
decreased over time for women and increased over time for midlife men, while 
bulimic symptoms decreased over time for both genders [14, 61].

�Eating Disorders

Few studies have examined the current or lifetime prevalence of eating disorders in 
men in midlife and beyond. The limited research on this topic suggests that preva-
lence rates range from 0% to 0.3% for AN, 0% to 2.8% for BN, 0.9% to 2.7% for 
BED, and 1.1 to 2.8% for OSFED [61, 72, 73].

While a preponderance of evidence suggests that eating disorders are more prev-
alent in women compared to men during adolescence and young adulthood [72], 
recent research suggests that these gender differences may diminish in midlife [61, 
72, 73]. Cross-sectional research from the US National Comorbidity Survey sup-
ports that women demonstrate higher lifetime eating disorder point prevalence com-
pared to men between ages 18 and 29 (women = 3.6%, men = 0.7%), but gender 
differences in point prevalence disappear in those over age 45 (women  =  2.3%, 
men = 2.5%; [72]. Notably, few studies have examined OSFED in midlife men. 
Keel and colleagues [74] examined prospective changes in DSM-III-R diagnoses of 
BN and related EDNOS cross-sectionally at ages 20, 30, and 40 in women and men. 
Bulimic syndrome point prevalence declined significantly in women but remained 
stable in men from late adolescence to early midlife. However, at approximately 
40 years of age, women were still significantly more likely to have a current eating 
disorder compared to men [74]. In a more recent study using DSM-5 criteria in the 
same cohort, Brown and colleagues [61] examined eating disorder point prevalence 
in men through age 50. The percentage of men meeting criteria for any ED diagno-
sis did not change significantly from age 20 to 50. Over time, the proportion of 
OSFED cases increased for men (age 20 = 20.0%, age 30 = 42.9%, age 40 = 75.0%, 
age 50 = 71.4%). At age 50, no men met criteria for AN or BN, while 1.1% met 
criteria for BED, 1.1% met criteria for atypical AN, and 1.7% met criteria for purg-
ing disorder. Of the individuals who had an eating disorder at age 50, 50.0% of men 
represented new-onset cases, and the majority of these were diagnosed with OSFED 
(new onset, 66.7%). Thus, OSFED may better capture eating disorders in men, par-
ticularly in midlife.

�Conclusions

Evidence suggests that body image and disordered eating behaviors can occur even 
in young children, with adolescence appearing to be a period of particular risk for 
development or exacerbation of eating disorder symptoms and body dissatisfaction. 
Although the prevalence of full threshold eating disorders is relatively low among 
boys in school and community settings, disordered eating symptoms and elevated 
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body dissatisfaction are more common and may reflect risk for future development 
of clinical eating disorders. Unfortunately, appropriate diagnosis and treatment 
seeking among boys with eating disorders remain low, perhaps due in part to stigma/
shame given the still “gendered” views of eating disorders that are common, par-
ticularly for boys in adolescence [75–77]. Additional research using prospective, 
longitudinal designs and measures that account for the unique manifestations of 
body image concerns and eating pathology in boys (e.g., concerns about leanness 
and muscularity and associated behaviors) is needed. Further research examining 
the impact of body weight on these attitudes and behaviors, as well as the interac-
tions of body weight in associations with other clinical and functional correlates, is 
warranted. From a measurement perspective, there is a need for more research to 
validate measures with boys, particularly with regard to content validity (e.g., 
assessing multiple body dissatisfaction dimensions such as body fat, muscularity, 
and height); broader adoption of validated measures in future research will also be 
important. Lastly, more research on subgroups of boys, particularly those who may 
be at elevated risk for body dissatisfaction and eating pathology (e.g., racial and 
ethnic minorities, sexual and gender minorities), is suggested.

With regard to men in midlife and beyond, there has been an encouraging increase 
in research on body image and eating disorders within this population in recent 
years. However, there is still a relative dearth of information on this older age group 
of men. Additional research will be critical to better help identify, prevent, and treat 
appearance and eating-related concerns in this group. Future studies would benefit 
from the use of longitudinal designs to confirm that cross-sectional findings across 
age groups are not due to cohort effects. Further, to better understand the associa-
tions between changes in testosterone and changes in eating pathology across the 
lifespan, future studies would benefit from multimethod approaches to assessment 
that include endocrinological measures (e.g., testosterone levels). Importantly, few 
studies have examined muscularity concerns in midlife men using validated mea-
surements, which may be masking an important area of relevant concern for this age 
group. Finally, studies of midlife men could benefit from examining how risk may 
change across the lifespan for different subgroups of men (e.g., sexual and gender 
minorities, racial and ethnic minorities, etc.) to help better identify subgroups of 
midlife men that may be at greater risk.

Disclaimer  The opinions and assertions expressed herein are those of the author and do not nec-
essarily reflect the official policy or position of the Uniformed Services University or the 
Department of Defense.
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Chapter 22
Eating Disorders in Boys and Men: 
Conclusions and Future Research 
Directions

Jason M. Nagata, Tiffany A. Brown, Stuart B. Murray, 
and Jason M. Lavender

Despite progress within recent years, boys and men with eating disorders continue 
to be under-recognized and underserved within both research and clinical contexts. 
The overarching aim of this book was to provide a comprehensive and empirically 
informed overview of the most up-to-date information on wide-ranging and clini-
cally relevant topics related to the presentation, assessment, medical and nutritional 
considerations, prevention, treatment, and sociocultural considerations of eating 
disorders among boys and men. Key takeaways for this book are reflected in the 
“Nine truths about eating disorders in boys and men” presented in Table 22.1 [1]; 
the subsequent sections of this concluding chapter, organized by the primary sec-
tions of the book, highlight core gaps in the existing literature and knowledge base, 
along with recommendations for future research to expand our collective knowl-
edge base on the nature, assessment, prevention, and treatment of these serious psy-
chiatric disorders in boys and men from diverse backgrounds.
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�Overview and Perspectives

Continued research is imperative in order to expand our collective knowledge 
regarding the onset, conceptualization, and prevalence of eating disorders in boys 
and men. From an epidemiological perspective, the development of more sensitive 
methods to screen for eating disorders in boys and men is crucial to developing a 
more accurate understanding of prevalence and onset timing, as well as facilitating 
early intervention. Moreover, additional studies are needed to generate better under-
standing of the extent to which theoretical models of body image and eating disor-
der psychopathology are applicable to boys and men. Further, and in recognition of 
the complexity of disordered eating symptoms among boys and men, it is important 
for future research to develop robust methods to more fully differentiate the drive 
for muscularity, which is ubiquitous among boys and men, from the pathological 
pursuit of muscularity and muscularity-disordered eating.

�Diagnosis and Assessment

There are multiple areas in which additional research related to the diagnosis and 
assessment of eating disorders and related symptomology in boys and men is rec-
ommended. Broadly, there is a need for more research to better understand the 
extent to which existing eating disorder diagnostic frameworks and criteria ade-
quately capture the full spectrum of symptoms in boys and men. Relatedly, it is 
important to understand how behaviors or other symptoms may present uniquely in 
boys and men (e.g., perception of loss of control over eating, muscularity-oriented 
concerns). For avoidant/restrictive food intake disorder in particular, given the nov-
elty of the diagnosis and evidence that boys and men may be overrepresented com-
pared to other restrictive eating disorders (e.g., anorexia nervosa), there is a need for 

Table 22.1  Nine truths about eating disorders in boys and men

1 The eating disorder field historically developed through a female-centric lens
2 Boys and men with eating disorders remain under-recognized and underserved
3 Eating disorders can, but do not necessarily, present differently in boys and men
4 Medical complications of eating disorders in boys and men can be severe, and mortality is 

elevated
5 Seeking treatment for an eating disorder can be especially challenging for boys and men
6 Boys and men can face additional eating disorder treatment barriers
7 Eating disorders can affect boys and men across the lifespan
8 Eating disorders can affect cisgender and transgender boys and men of all sexual 

orientations, race/ethnicities, cultures, socioeconomic backgrounds, and body shapes and 
weights

9 Body ideals in boys and men are diverse and can be influenced by many factors
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more research in boys and men. Further, it is important for more research to inves-
tigate the factors that contribute to under-recognition of symptoms and barriers to 
eating disorder treatment for boys and men and, particularly, strategies for overcom-
ing these difficulties. With regard to measurement, there is a general need for ongo-
ing research to address the degree to which existing assessments of eating disorder 
symptoms and related constructs (e.g., body image), particularly those originally 
developed and tested with female-centric conceptualizations and samples, are reli-
able and valid in samples of boys and men. Finally, additional empirical work is 
needed to understand how muscle dysmorphia is best conceptualized in relation to 
eating disorder psychopathology in boys and men, as well as the extent to which 
symptoms may overlap concurrently or show a pattern diagnostic shifting over time.

�Medical

The chapters of the medical section identified several important gaps to be addressed 
by future research. For example, the nature and extent of medical complications of 
specific eating disorder diagnoses in boys and men, particularly atypical anorexia 
nervosa and avoidant/restrictive food intake disorder, should be examined. 
Additionally, short- and long-term medical consequences of muscularity-oriented 
disordered eating behaviors and use of appearance- and performance-enhancing 
substances need to be investigated. Future research in clinical samples is particu-
larly essential to inform medical standards and guidelines for eating disorders in 
boys and men focused on monitoring bone health, testosterone testing, determining 
goal weights in treatment, and protocols for refeeding. In particular, randomized 
controlled trials would have substantial utility in establishing appropriate refeeding 
guidelines as well as micronutrient and macronutrient needs for boys and men with 
eating disorders. Finally, there is a need for the development of evidence-based 
strategies to address maladaptive patterns of appearance- and performance-
enhancing substance use in boys and men, particularly within adolescent and young 
adult populations.

�Prevention and Treatment

There are several areas of future research needed in the area of eating disorder pre-
vention and treatment among boys and men. Regarding prevention, most research 
has examined the impact of programs with regard to reducing risk factors for eating 
disorder and muscle dysmorphia psychopathology. Few research studies have 
included adequate assessments and the required duration of follow-up necessary for 
determining whether existing programs can actually prevent eating disorder onset. 
Future randomized controlled trials with at least 1 year of follow-up are necessary 
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to help move this area of the literature forward. Regarding treatment, there remain 
no empirically supported treatments developed specifically to address unique issues 
for boys and men with eating disorders. While initial data suggests that outcomes 
using existing treatments for men tend to be comparable to women, this research has 
been plagued by low sample sizes (e.g., n < 40 men in most studies). Future research 
aggregating larger samples of boys and men with eating disorders will be critical to 
help determine what differences, if any, exist in treatment and longer-term out-
comes. This information can then be used to adapt or develop new treatments to 
increase efficacy and effectiveness for boys and men.

�Specific Populations and Sociocultural Considerations

Eating disorders can affect cisgender and transgender boys and men of all race/
ethnicities, cultures, nationalities, sexual orientations, and body sizes. Given the 
limited state of the general literature on boys and men with eating disorders, there is 
a crucial need for more research on unique sociocultural factors related to eating 
disorders in boys and men, as well as studies on how eating disorder psychopathol-
ogy may differ (e.g., prevalence, symptom presentation, treatment) among boys and 
men with diverse identities. Specifically, further research is needed in racial/ethnic 
minorities and in populations from around the globe where eating disorders may be 
particularly under-recognized. Ongoing investigations focusing on samples of sex-
ual minority men and individuals identifying as transgender and gender non-binary 
are also needed, particularly in the realm of intervention research. Further under-
standing the intersection between athleticism and eating disorders in boys and men 
is also an important area of future empirical work. Additionally, given the ubiquity 
of social media use, particularly in adolescent boys who may be particularly vulner-
able to eating disorder psychopathology, continued research examining how engage-
ment with social media may impact eating disorder and muscle dysmorphia 
symptoms in boys and men is warranted. Finally, developmental considerations for 
men will be critical to better understand how eating disorder psychopathology may 
differ in boys and men across the lifespan so that interventions can be appropriately 
tailored.

�Final Thoughts

The field of eating disorders is constantly evolving, and a major element of that 
evolution is a much-needed growth in an understanding of diversity in how eating 
disorder symptoms can present and who is affected by these serious conditions. 
Boys and men have historically been under-recognized in the field, and there are 
ongoing consequences of the predominantly female-centric origins of the theoreti-
cal and empirical literature on eating disorders. Although there has been progress in 
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recognition, there is much work that still needs to be done at multiple levels to 
combat the perception that eating disorders are solely a “female issue,” reduce 
under-recognition of symptoms by both patients and providers, overcome barriers 
to treatment-seeking and access, understand how varying identities and their inter-
sectionality may relate to eating disorder risk, and establish appropriate treatment 
guidelines and standards for the medical, nutritional, behavioral, and psychosocial 
symptoms and complications of eating disorders in boys and men.

Disclaimer  The opinions and assertions expressed herein are those of the authors and do not 
necessarily reflect the official policy or position of the Uniformed Services University or the 
Department of Defense.
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