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Abstract 

Background  Males with eating disorders (EDs) are an underrepresented population whose symptomatology 
and treatment needs are poorly understood, having been overlooked in clinical research to date. The role 
of gastrointestinal disorders, such as gastroparesis, in the context of restrictive EDs is similarly under-explored. 
Making use of emerging evidence regarding conditions that co-occur with severe EDs to consider potential 
differential diagnoses in cases of complex and uncertain symptomatology can assist in providing more individualised 
and empathetic care, preventing avoidable outcomes, including death.

Case presentation  The case of a male patient with a longstanding history of restrictive eating and diagnosis 
of anorexia nervosa is presented. After hospital admission, they developed severe complications, including aspiration 
pneumonia. Despite medical interventions, the patient’s complex presentation and the lack of individualised 
treatment options contributed to the tragic outcome of death. A postmortem diagnosis revealed gastroparesis, 
a condition that had gone undetected during his life. Prior to his death, the patient had presented with symptoms 
overlapping with Avoidant Restrictive Food Intake Disorder (ARFID) and neurodivergence, which are 
worth considering for how they may have played a role in complicating the clinical picture and making diagnosis 
and treatment more challenging.

Conclusions  The case illustrates the value of exploring differential diagnoses when providing individualised 
and comprehensive treatment for ED patients with diverse symptomatology and identities. Even where diagnoses 
of co-occurring conditions do not apply, traditional research and knowledge from lived experience show 
how adopting an integrative stance is valuable for all patients. Specifically, there is an urgent need for improved 
treatment protocols for males with restrictive EDs, which accommodate co-occurring conditions like gastroparesis 
and possible differential diagnoses such as ARFID and neurodivergent conditions. Recommendations 
are given for how providers can implement gender-specific treatment, comprehensive assessments, 
and a multidisciplinary approach. Co-creating knowledge with patients themselves is central to achieving more 
empathetic, well-fitting, and effective treatment that appreciates the complexities of overlapping physical 
and psychological conditions, and ultimately reduces the risk of preventable deaths.
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Introduction
Male eating disorders are overlooked
Traditionally seen as conditions that primarily affect 
females, eating disorders (EDs) are under-recognised 
and under-treated in males, despite their significant 
prevalence and high morbidity [1–3]. Much of the 
clinical research underpinning conceptualisations and 
treatments for EDs has failed to adequately report 
demographic characteristics [4], with a limited diver-
sity of participants, often omitting males [5, 6]. How-
ever, evidence suggests that approximately one-third of 
individuals with eating disorders are male [7]; the rate 
of male EDs is increasing faster than in females [8]; and 
men may experience more severe illness with worse 
outcomes, as reflected in the eightfold greater risk of 
mortality in males with anorexia nervosa (AN) com-
pared with females [9].

Males with EDs may present differently from females 
across cognitive, behavioural, and physiological 
domains [10], leading to delays in diagnosis and treat-
ment that poorly accommodates their needs [11–13]. 
Societal and clinical biases, combined with gendered 
stereotypes, contribute to the persistent misconcep-
tion that EDs primarily affect women [14, 15], reinforc-
ing the barriers males face when seeking and accessing 
treatment [16, 17]. Qualitative studies report that, of 
the males who do access support, many experience spe-
cialist services as overly feminised and stigmatising [18, 
19].

Co‑occurring conditions are underexplored leading 
to worse outcomes
An additional layer of complexity arises from the poten-
tial underdiagnosis of Avoidant Restrictive Food Intake 
Disorder (ARFID) and Autistic Spectrum Conditions 
(ASC) in male ED patients. ARFID was introduced as a 
diagnosis in the DSM-5 (in 2013) [20], and is character-
ised by restrictive eating patterns that are not driven by 
body image concerns, but rather by sensory sensitivities, 
a lack of interest in eating, or a fear of negative conse-
quences [21, 22]. Meanwhile, ASC and other neurodevel-
opmental differences are increasingly recognised as being 
more prevalent among those with EDs in general [23, 
24], with studies indicating that up to 30% of individuals 
with AN may meet the diagnostic criteria for ASC [23, 
25] and a strong association with ARFID in particular 
[26, 27]. This may be explained by the common occur-
rence of heightened sensory sensitivities, differences in 

interoception (such as hunger and satiety cues), and co-
occurring medical conditions amongst neurodivergent 
people [28–31], making them particularly prone to devel-
oping restrictive eating patterns. A wide range of gastro-
intestinal abnormalities have been described in ASC, too 
[32], and research has explored the role of genetics and 
other neurobiological factors in the aetiology of ARFID 
[33, 34].

In relation to psychosocial dimensions of illness, simi-
larities in cognitive profiles between those with restric-
tive EDs (such as AN) and ASC are well documented, 
particularly in the presence of obsessive–compulsive ten-
dencies common to both conditions [35, 36]. Many autis-
tic individuals experience social isolation as a result of 
communication differences [37–39], as well as discrimi-
nation and stigmatisation that can contribute to wors-
ened mental health [40, 41], including ED symptoms [42]. 
It is important to remember that these adversities may be 
magnified amongst those who hold multiple marginalised 
identities [43, 44]. The low self esteem that may result 
from such experiences can elevate the risk of developing 
an ED or exacerbate a pre-existing diagnosis [45–47].

These factors considered, it is no surprise that autis-
tic patients with AN have a worse prognosis than their 
neurotypical counterparts [48], with conventional treat-
ments that are not accommodating of neurodivergence 
failing to produce positive, durable outcomes [49, 50]. 
Despite male sex being a predictor for both ARFID and 
ASC [51], men who display restrictive eating behaviours 
often remain  undiagnosed, or  are misdiagnosed with 
AN/another ED due to a lack of understanding regarding 
nuanced differences in overlapping clinical presentations 
and the distinct  mechanisms underpinning their symp-
tomatology [52–54].

Methods: Co‑producing knowledge for better 
outcomes
This case study offers a complex portrait of a young 
man struggling with restrictive eating behaviours, 
obsessive tendencies, and increasing social isolation, 
resulting in tragic consequences. We have written this 
paper in order to assess the knowledge and treatment 
gaps that may have been present, conducting our analy-
sis in relation to evidence from research and a synthe-
sis of our personal and professional experience and 
expertise. This collaboration between perspectives is an 
example of co-production in action, where research led 



Page 3 of 14Downs and Kelly ﻿Journal of Eating Disorders          (2025) 13:124 	

by people with lived experience of EDs can create depth 
of understanding and drive change in the field [55–57].

With this in mind, selective examples from author JD’s 
personal experience have been included in a sensitive 
manner when discussing the case, where this adds rel-
evant insights that enhance understanding. Respecting 
the many unknowns that will never be resolved for this 
particular patient and their family, we draw out a range 
of practical considerations for those providing care for 
other, similarly-presenting patients. Thus, the latter half 
of this paper aims to serve as an educational resource for 
effectively approaching medical complexity, comorbidity, 
and diversity in clinical practice.

Part 1: A Case Study of a male with restrictive 
eating behaviours

A caucasian cis-gendered male, 193 cm tall, began showing restrictive 
eating patterns while working as a lifeguard in his early 20 s. His food 
intake had always been selective, but over time, his eating became more 
restricted. He increasingly focused on exercise and protein supplements 
to build muscle strength, but this obsession with physical fitness gradu-
ally became more extreme. His social circle contracted, and he became 
defensive when questioned about his eating habits and weight loss, 
which his parents and siblings grew concerned about. Despite these 
concerns, he often denied having any problems

At home, he stopped eating with his family and began purging in secret 
after meals. His weight dropped from 86 to 54 kg, and his physical weak-
ness forced him to leave his job. Aged 25, he was admitted to a specialist 
Eating Disorders Unit, many miles from home, where his body mass 
index (BMI) was recorded as 16. During a six-month inpatient stay, he 
received treatment for both his physical and psychological issues. He 
was provided with oral nutritional and micronutrient supplements 
and his weight gradually increased to 80 kg. He received cognitive 
behavioural therapy (CBT), but a formal diagnosis of a neurodivergent 
condition was not made at this time. Despite his physical improvement, 
his mental health problems persisted

Upon returning home, he resumed restrictive eating behaviours 
and purging, and his social isolation deepened. Despite re-entering 
the workforce as a window cleaner’s assistant, his physical stamina 
declined, and he left the job within six months. Over time, he preferred 
to walk alone at night, minimising social interactions. His weight dropped 
to 48 kg, but he concealed this from his family by wearing baggy clothes 
and minimising contact. The presence of a neurodevelopmental condi-
tion such as autism was strongly suspected by the family but he declined 
multiple offers from community mental health services for assessment 
and potential confirmation of this. As a result, a wider range of tailored 
community support was never accessed and the potential for closer 
monitoring of his condition was effectively reduced. His family pleaded 
with him to accept the proffered help but he persistently declined this, 
refusing to engage with any of the services offered

In March 2024, he was found collapsed several miles from home, suffer-
ing from severe hypothermia, hypoglycemia, and unrecordable blood 
pressure. Despite initial medical interventions, his condition worsened, 
and he died at the age of 34, with aspiration pneumonia and gastropa-
resis identified as causative and contributing factors. At post-mortem 
two litres of gastric contents were found in situ, with a further litre 
in the lungs

The details of this case summarise a complex range of 
experiences over a long duration of illness. Despite being 

abridged, the information shared is sufficient to bring to 
light the range of difficulties that males with EDs may 
experience, and the need for more effective strategies to 
improve the acceptability and efficacy of treatment in 
order to prevent adverse outcomes  including death. The 
following areas are pertinent to this specific case, and to 
the creation of more inclusive and effective treatment in 
general:

The role of being male
The diverse     symptoms and experiences of   men with 
EDs, some of which are clearly present here, need to be 
incorporated into assessment and treatment planning in 
order to offer appropriately targeted and effective inter-
vention. In addition to the range of differencesthat have 
already been outlined, males with EDs  may face unique 
psychological challenges related to societal expectations 
of masculinity. For example, the role of hegemonic mas-
culine ideals in reducing  male help-seeking for physical 
and mental health-related concerns is well known [58, 
59], and has been identified  as a particular problem for 
minority groups such as Black men [60].

Additionally, males may experience a drive towards 
muscularity as the masculine bodily ideal [61, 62]. 
In  aiming to achieve this, they may develop symptoms 
including excessive exercise,  which carries a range of 
negative health outcomes [63, 64]. Steroid abuse amongst 
men with EDs is a particularly worrying concern as it can 
pose substantial physiological risks [65, 66], and is poorly 
understood and often stigmatised amongst healthcare 
professionals [67].

In this case, the role of the patient’s experience as 
a male may have warranted further exploration. For 
example, wider discourses of masculinity may have 
shaped  how he approached  both seeking and accept-
ing help, which were central barriers to his  treatment. 
Muscularity-oriented ideals of masculinity may also have 
contributed to the patient’s focus on exercise and body 
image. The focus on muscle building, combined with his 
eventual physical frailty, may have given rise to feelings of 
emasculation that have been noted in qualitative research 
of males with EDs [68–70], compounding the unique 
stigmas they already face.

Considering neurodivergence, ARFID, and co‑occurring 
psychiatric needs
ARFID represents a plausible but overlooked diagnosis 
in this case. The patient’s long-standing selective eat-
ing, which became progressively more restrictive, aligns 
with features of ARFID, and could be driven by sensory 
sensitivities and food aversions. However, unlike AN, 
ARFID is not usually driven by body image concerns, so 
discriminating between these diagnoses in this case may 
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have involved closer attention being given to the motiva-
tions underpinning obsessive exercise  behaviours. The 
fact that “his food intake had always been selective” points 
towards ARFID in that its onset is more commonly asso-
ciated with childhood, though it can present at different 
stages of life [71].

Clinically, discussing the origins of selective eating with 
the patient and his family would have been helpful in 
gathering more information about the aetiology of symp-
toms such as food selectivity and over-exercise. Social 
withdrawal, defensiveness around eating, and the result-
ing significant weight loss and malnutrition further point 
to ARFID, where food-related anxiety and avoidance 
can severely impact daily functioning and quality of life. 
These impacts could also be attributed to co-occurring 
psychiatric diagnoses such as anxiety and/or depression, 
another undiagnosed neurodivergent condition, or any 
combination of these which may or may not be in addi-
tion to a diagnosis of ARFID.

Indeed, the patient’s longstanding selective eating, 
difficulty adapting to social situations, and eventual 
withdrawal from family and friends suggests a possible 
neurodivergent profile. His worsening symptoms and 
physical decline were associated with marked social 
isolation and withdrawal from his family and social 
network. Social isolation and loneliness are hallmark 
features of autism and may in part be a product of social 
and communication differences that make understand-
ing and responding to neurotypical social cues chal-
lenging (which usually worsens with malnutrition) [72]. 
A restricted range of interests and obsessive behaviours 
may also indicate autism, and other neurodivergent con-
ditions such as Attention Deficit Hyperactivity Disorder 
(ADHD) are also worth considering, as ADHD can con-
tribute to excessive exercise both as a symptom of hyper-
activity and/or as a strategy for self-regulation [73].

Similarly, increased incidence of anxiety, depres-
sion and childhood trauma are associated with exercise 
addiction [74, 75], making careful and comprehensive 
psychiatric assessment and formulation essential in pro-
viding an appropriate and effective treatment plan for 
this patient. Again, including the family in assessing the 
possible role of neurodivergence is an important aspect 
of neurodevelopmental assessment which would shed 
light on which of the patient’s difficulties predated the 
diagnosis of an ED [76, 77].

The presence of delayed gastric emptying
In the case study, gastroparesis emerged as a critical 
medical  complication, playing a significant role in the 

patient’s eventual decline. Gastroparesis is a chronic 
condition characterised by delayed gastric emptying in 
the absence of mechanical obstruction [78, 79]. Often 
associated with diabetes, post-surgical complications, 
or of idiopathic origin [80], gastroparesis is frequently 
accompanied by severe malnutrition [81] and restrictive 
eating behaviours, such as those seen in AN, ARFID, and 
within this case study [82, 83]. Despite this, management 
of co-occurring gastroparesis is not addressed in depth in 
ED clinical guidelines [84].

Author JD has published an account of his delayed 
stomach emptying contributing to a diagnosis of AN 
as a result of avoiding eating on the basis of the physi-
cal discomfort it involved. Subsequently, binge eating 
and purging arose as a result of mechanical (rather than 
solely psychological) restriction of food intake [53]. A 
later diagnosis of gastroparesis, managed via prokinetic 
medications and a liquid diet, helped in achieving medi-
cal stabilisation after a lengthy illness that was often 
life-threatening in severity, involving multiple distress-
ing hospital admissions. Similarly, late diagnosis with 
autism contributed to a more tailored response to his ED 
symptoms.

Gastroparesis can be understood as implicated in 
EDs  both as an aetiological factor, and/or as a product 
of ED symptoms. For instance, prolonged periods of 
undernourishment and restrictive eating can impair the 
functioning of the stomach muscles, as in gastroparesis, 
leading to shared symptoms such as nausea, vomiting, 
bloating, and early satiety [85, 86]. These symptoms can, 
in turn, exacerbate food avoidance. In this case, unrec-
ognised gastroparesis may have contributed to further 
weight loss and malnutrition, ultimately culminating in 
fatal aspiration pneumonia - a condition linked to gastro-
paresis, where delayed gastric emptying leads to the inha-
lation of stomach contents [87].

The overlap in symptoms between gastroparesis and 
purging can also lead to a serious misdiagnosis, as treat-
ment of each is diametrically different. A nasogastric 
feeding tube may be appropriate in some cases of severe 
malnutrition, but in gastroparesis it is necessary to avoid 
excessive gastric distension because of the risk of fatal 
aspiration. In the case we describe, a nasogastric drainage 
tube to reduce the volume of gastric contents might have 
proved life-saving. Although an assessment of gastric 
emptying rates is the gold-standard investigation for gas-
troparesis, a simple ultrasonographic estimation of the 
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volume of gastric contents can assist clinicians in decid-
ing the most appropriate intervention in an acute clinical 
setting.

The apparent absence of recognition and management 
of gastroparesis in this patient’s care underscores the 
overall importance of addressing gastrointestinal com-
plications as part of a comprehensive treatment plan for 
AN, ARFID, and related disorders [88–90].

Part 2: An integrated approach to treatment

As this case study shows, multidisciplinary approaches to treating EDs 
and possible co-occurring conditions are essential to ensuring good 
outcomes. Despite the patient’s initial weight restoration, their persistent 
ED symptoms, psychosocial impairment, and physiological decline 
were not adequately addressed, leading to relapse and eventual death. 
As such, effective treatment requires a comprehensive and sustained 
strategy that addresses the medical, psychological, and social aspects 
of illness in an appropriately integrated and sustained fashion, as out-
lined in the remainder of this paper.

A) Medical considerations
Whilst EDs can have life-threatening impacts,it is impor-
tant to remember that the majority of physical sequelae 
in EDs are reversible  and ensuring  medical stability is 
essential to avoid preventable deaths [91, 92]. Similarly, 
many of the psychological aspects of illness can improve 
and/or resolve with adequate nutritional rehabilita-
tion and social support [93, 94]. It is particularly vital 
to remember that patients may not have the capacity to 
consent to lifesaving treatment despite often being highly 
informed about their condition and its risks [95, 96]. 
Thus, careful assessment of capacity by suitably trained 
staff is required [97]. The ethical imperative to preserve 
life must take priority, even where patients resist treat-
ment [98, 99].

Providing adaptations where possible to make treat-
ment more acceptable and less distressing for patients is 
a vital facilitator of treatment, as is tending to the thera-
peutic alliance through which all healthcare is given. 
For example, providing acute medical care for autistic 
patients may involve making adjustments such as reduc-
ing sensory stimuli in the clinical environment and offer-
ing  clear, structured plans  that detail the sequence of 
treatment.

The following sections provide an overview of areas 
to be considered in the medical management of EDs, 
summarised in Fig.  1, below. The Medical Emergencies 
in Eating Disorders (MEED) guidelines, developed by the 
Royal College of Psychiatrists, are an essential reference 
point for the recognition and management of risks to life 
[84].

Safe refeeding
Refeeding syndrome is a potentially fatal condition that 
occurs when nutrition is reintroduced too quickly after 
a period of severe malnutrition or starvation [100]. It is 
characterised by severe electrolyte imbalances, particu-
larly hypophosphatemia, which can lead to heart failure, 
respiratory distress, and neurological problems [101, 
102]. Careful monitoring of electrolyte levels and the 
gradual reintroduction of calories are essential compo-
nents of the refeeding process [103, 104]. Caloric intake 
should be increased with great care, with close observa-
tion of phosphate, magnesium, and potassium levels to 
avoid triggering refeeding syndrome [105].

Ensuring hydration and electrolyte balance
As highlighted, maintaining proper hydration and elec-
trolyte balance is vital during acute stages of the refeed-
ing process, and the same is true throughout treatment, 
especially as ED patients frequently suffer dehydration 
and electrolyte disturbances across diagnoses. Purging 
via vomiting, excessive exercise, and the misuse of laxa-
tives and diuretics poses further risks, with males being 
more likely to self-induce vomiting than females [106]. 
Severe complications associated with inadequate nutri-
tion include hypokalaemia and/or hypomagnesaemia, 
which can precipitate life-threatening symptoms such 
as cardiac arrhythmias, hypotension, cardiac arrest, and 
even sudden death [101, 107]. Intravenous fluids and 
electrolyte supplementation may be required where oral 
supplementation is intolerable or insufficient [84].

Recognition and management of hypoglycemia
In the case study, concerns were raised regarding hypo-
glycemia  -  a serious but often overlooked complication 
in EDs  -  which can present with dizziness, confusion, 
tremors, and, in severe cases, seizures or loss of con-
sciousness [92, 101]. Hypoglycemia can result from inad-
equate glycogen stores due to prolonged malnutrition, or 
from excessive insulin secretion if carbohydrate intake 
increases too rapidly during refeeding [105]. Males with 
restrictive EDs face specific risks relating to hypoglyce-
mia. Their lower fat reserves provide less of an energy 
buffer during periods of restriction, making males more 
susceptible to rapid glycogen depletion and fasting-
induced hypoglycemia. Similarly, higher lean muscle 
mass in males also increases baseline energy expenditure, 
which can accelerate glucose and glycogen depletion, fur-
ther heightening risk [13].

As such, regular monitoring of blood glucose levels 
is essential, especially during the early stages of refeed-
ing, as fluctuations can be unpredictable [105]. If symp-
tomatic hypoglycemia occurs, prompt intervention with 
fast-acting glucose, such as oral dextrose or intravenous 
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glucose, or subcutaneous or intramuscular glucagon may 
be required [84]. A balanced refeeding plan that includes 
complex carbohydrates, adequate protein, and healthy 
fats can help stabilise blood sugar levels and reduce the 
risk of recurrent hypoglycemic episodes. Ongoing assess-
ment is particularly crucial for individuals with comor-
bid conditions such as diabetes to ensure safe insulin and 
glucose management [108].

Nutritional rehabilitation
Alongside refeeding protocols, nutritional rehabilitation 
focuses on meeting the patient’s caloric and nutritional 
needs in a safe and sustainable manner. For patients with 
ARFID, this often involves working with a dietitian to 
create meal plans that introduce variety without over-
whelming the patient, who may have significant aversions 
to certain foods based on texture, colour, or smell [109]. 
Ensuring an adequate intake of essential vitamins, min-
erals, and macronutrients is key to reversing the effects 
of malnutrition and supporting the psychosocial com-
ponents of recovery. Too often, underweight patients are 
discharged from specialist treatment with extremely low 

BMIs despite better long term outcomes being achieved 
with higher discharge weights [110]. With males, lower 
fat reserves may contribute to more severe symptoms at 
higher BMIs (as in the case study, where a BMI of ~ 16 
represents moderate malnutrition but presented with 
significant impairment and suffering) [13]. It is therefore 
essential not to normalise the acceptance of sustained 
periods of malnutrition to any degree, and to take this 
especially seriously in males.

Recognition and management of gastroparesis
Careful medical assessment can shed light on the pres-
ence of gastroparesis, with care needing to be taken not 
to attribute all gastrointestinal symptoms to the presence 
of an ED. Initial assessments may uncover symptoms of 
nausea, vomiting, bloating, and early satiety [85], and 
curiosity about whether these preceded the onset of ED 
symptoms could be insightful. The gold standard test 
for gastroparesis is gastric emptying scintigraphy (GES), 
which measures the rate of gastric emptying using a radi-
oactive meal [111]. A non-digestible capsule which tracks 
pH, pressure, and temperature as it moves through the 

Fig. 1  Components of holistic and individualised medical care for eating disorders



Page 7 of 14Downs and Kelly ﻿Journal of Eating Disorders          (2025) 13:124 	

GI tract has been developed as a nonradioactive, stand-
ardised, ambulatory alternative to scintigraphy [112], 
while upper endoscopy helps rule out underlying struc-
tural abnormalities [85]. A breath test measuring exhaled 
carbon dioxide after ingestion of a labelled meal provides 
a non-invasive option [113].

Management of gastroparesis is often complex and var-
ies depending on the severity of symptoms, requiring a 
tailored approach to address both the gastrointestinal 
and nutritional challenges involved. With dietetic sup-
port, patients are encouraged to eat smaller, more fre-
quent meals that are low in fat and fibre, or to opt for 
liquid foods to help ease digestion and reduce delays in 
gastric emptying [114]. Prokinetic medications may be 
prescribed to enhance motility, alongside symptomatic 
management of the nausea with antiemetics [115]. For 
refractory cases that do not respond to pharmacologi-
cal interventions, gastric electrical stimulation (GES) 
or botulinum toxin (botox) injections into the pyloric 
sphincter may be considered [116, 117]. However, more 
research into these novel treatment options is required 
to establish their effectiveness and long term outcomes 
[118, 119], and evidence for the role and management of 
gastroparesis in EDs remains sparse.

Ongoing monitoring and follow‑up
Thiscase study shows the vital importance of ongoing 
monitoring and taking an active approach to follow-up 
with patients after medical stabilisation, especially when 
they may belong to a group that is more likely to be mar-
ginalised from specialist services. Monitoring needs to 
include regular weight checks, blood tests to monitor 
electrolytes, full blood count, and liver function, and 
assessment of cardiac and renal health, which can be 
compromised due to prolonged malnutrition [120, 121]. 
Regular assessment of bone density can help monitor 
risk of osteoporosis,which increases with prolonged mal-
nutrition [122], and fractures,  which  are noted as more 
common amongst males than females with AN [13]. As 
part of rehabilitation, a physiotherapy-led approach to 
rebuilding strength and fitness can support patients with 
EDs  byproviding oversight and opportunities for risk 
assessment where compulsive exercise may previously 
have been a problem [123, 124]. This may have been a fit-
ting approach for the symptoms and individual interests 
of the patient in this case.

Whilst potentially life-saving, initial treatment 
(such as stabilisation  in acute settings or time-limited 
therapies) may be insufficient for creating long-term 
change. As such, a stepped care approach is essential, 
allowing for transitions between different levels of 
care to match clinical needs [125, 126]. For example, 
greater integration with other health services, such as 

primary care [127, 128], can provide a more collabora-
tive  approach to treatment and contingency planning 
that can act as a safeguard. In addition to medical sta-
bilisation, addressing the psychological components 
of illness alongside increasing social support may 
help prevent decline, and taking a non-stigmatising 
approach to males with EDs may  make it easier for 
them to access care again if needed in future. An inte-
grated biopsychosocial approach takes care to avoid 
false binaries between physical and mental health con-
cerns: each component of treatment can support the 
other [53, 94, 129].

B) Psychosocial components of treatment
Illustrated in Fig.  2 below, the following aspects of care 
are important to consider within a comprehensive 
treatment approach to treatment that accommodates the 
individually unique needs of ASC, ARFID, and males:

Psychological therapies
A major factor to consider in this case is the effectiveness 
of any psychological interventions that were given, par-
ticularly during an inpatient stay in a specialist ED unit. 
Irrespective of any psychological treatment that may 
have been provided, the fact that restrictive eating behav-
iours and compulsive over-exercise resumed shortly after 
discharge is illustrative of the challenges that exist in 
sustaining progress  following treatment. This may arise 
as a result of treatment being inappropriately targeted, 
not intense enough, lacking a therapeutic relationship 
characterised by alliance, excluding co-occurring con-
ditions and differences, and/or a lack of effective and 
planned transitioning into community care following 
discharge. Ensuring appropriate intensity and integration 
of treatment within a comprehensive treatment pathway 
is therefore vital, and has been shown to substantially 
improve recovery rates compared to treatment as usual 
amongst patients with longstanding, severe AN in a real-
life clinical sample using Integrated and Enhanced Cog-
nitive Behavioral Therapy (I-CBTE) [109].

Cognitive Behavioural Therapy (CBT) is a common 
first-line treatment for EDs for adults in its enhanced 
form (known as CBT-E) [130], and focuses on identify-
ing and restructuring unhelpful thoughts and behaviours 
related to food, body image, and anxiety [131–133]. For 
ARFID, specific adaptations of CBT may be necessary 
to target sensory sensitivities and fears around eating 
[134]. For example,  an exposure  and response-preven-
tion approach to therapy  has been used to helppatients 
gradually become desensitised to sensory components of 
avoided foods perceived as aversive [135, 136]. This tar-
geted CBT approach could have been beneficial in this 
case if it were found that the cognitive patterns driving 
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selective eating were in fact rooted in sensory differences 
or gastrointestinal symptoms.

Dialectical Behavior Therapy (DBT) is a skills-based, 
structured, and intensive psychotherapeutic approach 
that has also  been used in the treatment of EDs [137, 
138]. DBT can be particularly useful for individuals 
who struggle with emotional regulation, distress toler-
ance and interpersonal difficulties [139, 140], which may 
well have been the case here. An adapted version, Radi-
cally Open DBT (RO-DBT), has shown promise in treat-
ing individuals with EDs who exhibit low receptivity to 
new experiences and change, traits often associated with 
AN, ARFID, and ASC [141]. By introducing novel expe-
riences, often with the aim of creating greater social 
connectedness, RO-DBT helps patients become more 
flexible in their thinking, behaviour and relationships 
[142]. This could have been beneficial in this patient’s 
case for the many reasons already outlined.

Neurodivergence‑inclusive and trauma‑responsive care
There is a growing recognition of the need to adjust 
treatment for neurodivergent patients [143]. Specific 
approaches, such as the ‘Pathway for Education and 

Autism Clinical Excellence’ (PEACE), have been devel-
oped to make treatment more acceptable and beneficial 
for autistic patients [144]. By incorporating strategies to 
reduce sensory overload during meals, and introducing 
gradual and structured changes to eating habits, PEACE 
offers specialist providers effective tools to balance the 
central requirement of nutritional rehabilitation with 
patients’ sensory and communication differences, and 
their need for routine and predictability [145].

EDs are also commonly associated with experiences of 
trauma [146, 147] which can shape manifestations of ill-
ness [148] and requires interventions that integrate the 
treatment of co-occurring post-traumatic conditions and 
ED symptoms [149, 150]. The role of iatrogenic trauma 
(i.e. trauma arising within treatment) has received atten-
tion in EDs, with qualitative accounts describing how 
patients may find inpatient treatment settings particu-
larly coercive and distressing [151–153]. The medical 
neglect of ED patients [154], who endure significant suf-
fering with limited or no contact with healthcare, cannot 
be underestimated in this case either. Specific assessment 
and targeted treatment for trauma could have been ben-
eficial. The wider movement towards trauma-informed 

Fig. 2  A multi-dimensional approach to integrated and inclusive psychosocial treatment
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and trauma-responsive psychiatric care [155, 156] could 
help prevent and minimise the impacts of trauma sus-
tained during treatment for patients with EDs, especially 
where compulsory treatment is necessary and has to be 
provided in as compassionate a manner as possible [157, 
158].

Social and occupational rehabilitation
For neurodivergent individuals, structured learning to 
improve communication and interpersonal effective-
ness skills can help in more effectively navigating social 
situations that they may find overwhelming or confus-
ing, leading to reduced stress and loneliness [159–161]. 
It is important to note that, as with other psychologi-
cal therapies, patients have raised concerns about 
approaches to treatment that impose deficit-based 
conceptualisations of their neurodivergence [162, 163]. 
Failing to appreciate the role of wider systemic factors 
that drive the exclusion and harm of those who are 
somehow different can be harmful, as can seeking to 
erase difference in favour of more normative standards 
of behaviour.

In more general terms, reintegrating patients with 
EDs into social and occupational environments can 
be a central aspect of achieving and maintaining long-
term recovery [164–166]. These factors are often 
identified by patients themselves as particularly valu-
able and motivating goals [167, 168]. In this case, the 
patient became progressively more isolated after his 
initial recovery, eventually losing his job and avoid-
ing social contact. Occupational Therapy can play a 
crucial role in helping patients rebuild their daily rou-
tines, engage in meaningful activities, and regain their 
independence [169, 170]. For this patient, Occupa-
tional Therapy might have focused on helping him re-
engage with work and social activities in a structured 
and more supportive way. Similarly, peer support is yet 
another missing component of his care that could have 
been beneficial, especially in finding connection with 
others with similar identities and experiences [171, 
172]. Research has highlighted the important role that 
both carers and peers can play in offering empathy and 
instilling hope for recovery [173].

Attending to difference with curiosity and compassion
As demonstrated here, attending to individual patients’ 
specific lived experiences can help create more accurate 
understandings of EDs.   . The phenomenology of a 
person’s subjective experience of their health can offer 
invaluable insights into the aetiology, symptomatology, 
and maintenance of their illness, as well as any other 
diagnoses that may be involved [53, 94]. This in turn 
increases the likelihood of an accurate diagnosis, 

a  more collaborative therapeutic alliance, and more 
targeted   treatment planning that leads to recovery. 
Phenomenological empathy is not a luxury, or somehow 
unscientific in this regard [174].

Therefore, holding   a willing curiosity about the 
nuances of a patient’s condition from their perspective 
is an  essential  clinical skill  which depends on humanis-
tic qualities such as active listening, therapeutic warmth, 
and taking  a non-judgemental stance [175, 176]. Tailor-
ing assessment methods to the communication style of 
patients is also important,especially for autistic individu-
als whose communication differences  may have resulted 
in experiences of feeling misunderstood or blamed in 
the context of healthcare settings [177, 178]. Similarly, 
maintaining an explicitly non-judgemental stance can 
help facilitate information gathering, remembering that 
patients may feel embarrassment or stigmatised in rela-
tion to their illness  -a common experience amongst 
males with EDs [179, 180] and those from minority back-
grounds in general [181, 182].

Conclusion
A key theme of this paper is the critical importance 
of recognising EDs in men and adapting treatment to 
account for the distinct ways in which they may pre-
sent. As shown in the case study, this can require a more 
nuanced approach that goes beyond standard treatment 
protocols, which are often not tailored to male patients. 
The tragic consequences of insufficient care and limited 
understanding are clear.

Creating a more inclusive and integrated approach to 
treatment for all ED patients, including males, requires a 
multifaceted and system-wide effort. Significant invest-
ment is needed in under-resourced specialist services 
[185], alongside enhanced levels of training in EDs across 
healthcare professions [186]. Further research is needed 
to identify the most helpful assessment tools, treatment 
targets, and adaptations to existing ED treatment that will 
make care more acceptable and effective for underserved 
groups of patients such as males [4–6, 187]. Considering 
how co-occurring physical and psychiatric conditions are 
the norm in EDs [183, 184], it is imperative that treat-
ment providers consider alternative diagnoses and have 
clinical curiosity beyond normative presentations of ill-
ness and narrowly-defined symptomatology.

Many papers on the subject of EDs begin by stating 
how AN specifically has the highest mortality rate of all 
psychiatric diagnoses. We end this paper saying that this 
is not a given. EDs pose significant threats to life when 
untreated, under-treated, or poorly treated. Yet, even  in 
the most severe and longstanding cases, tragic outcomes 
for patients with EDs are not inevitable [188, 189]. Where 



Page 10 of 14Downs and Kelly ﻿Journal of Eating Disorders          (2025) 13:124 

they have occurred, it is imperative to learn from deaths 
in order to improve care provision and uphold the duty 
to protect life. Improving treatment for males with EDs 
will not be achieved overnight. However, in the here and 
now, adopting a more curious, holistic, and compassion-
ate stance can help providers individualise treatment for 
males in ways that mitigate risk and maintain the pros-
pect of recovery.
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