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Review

Eating disorders (EDs) have historically been addressed 
as illnesses that only affect young adolescent females; 
however, the prevalence of EDs in males is on the rise 
and demanding attention from primary care providers 
(PCPs) to combat these complex biopsychological disor-
ders (Arnow et al., 2017; MacCaughelty, Wagner, & 
Rufino, 2016; Pettersen, Wallin, & Bjork, 2016; Thapliyal, 
Mitchison, & Hay, 2017). EDs in males have been docu-
mented in literature as early as the 1690s (Murray et al., 
2017); yet men continue to be under-represented in 
research on the topic (Robinson, Mountford, & Sperlinger, 
2012; Stanford & Lemberg, 2012). Recognized as a for-
mal psychiatric condition in the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition (DSM–IV), 
the diagnostic categories of EDs have been revised to 
include anorexia nervosa (AN), bulimia nervosa (BN), 
binge eating disorder (BED), avoidant/restrictive food 
intake disorder, and other specified feeding or eating dis-
order as subcategories (American Psychiatric Association 
[APA], 2013; International Statistical Classification of 

Diseases and Related Health Problems [ICD-10], 2016). 
For decades, the DSM perpetuated the invisibility of 
males by including amenorrhea as a diagnostic criterion 
for AN (Murray et al., 2017). It was not until 2013 that 
male inclusion was endorsed through the removal of that 
criterion (APA, 2013).

Based on population survey data, it is estimated that 
approximately 10 million boys and men in the USA will 
experience an ED some time in their life (Hudson, Hiripi, 
Pope, & Kessler, 2007; National Eating Disorders 
Association, n.d.). Statistics report that as many as 
990,000 Canadians are affected by EDs; males account 
for close to 200,000, almost 20%, of these cases (House 
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of Commons Canada, 2014). In the UK, the proportion of 
males who experience EDs is similar to Canadian data 
(20%–25%; Sweeting et al., 2015). It is estimated that 
one in four people affected with an ED is male (Dakanalis 
et al., 2014).

A national representative population sample of more 
than 36,000 American adults reported the DSM-defined 
lifetime prevalence of EDs in males (AN, BN, BED) at 
1.2% (Udo & Grilo, 2018). The proportion of males 
reporting lifetime prevalence of BED was far greater than 
for AN or BN; the female versus male ratio of BED prev-
alence was 3:1 (Udo & Grilo, 2018). Indeed, some 
researchers report that males account for 40% of all BED 
cases (Stanford & Lemberg, 2012; Westerberg & Waitz, 
2013). Statistics from the National Eating Disorder 
Information Centre (National Eating Disorder Information 
Centre, 2014) report lifetime BED prevalence in males of 
2.0% (Hudson, Hiripi, Pope, & Kessler, 2007), only 1.5% 
lower than that of females, a ratio approaching 2:1. There 
is agreement that these numbers under-report male preva-
lence due to males being far less likely to disclose their 
disorder or access treatment (Murray et al., 2017; Weltzin 
et al., 2012).

With regard to BN manifestations in males, purging is 
often manifested as compulsive exercise (Strother, 
Lemberg, Stanford, & Turberville, 2012) and less likely 
through self-induced vomiting or the use of laxatives 
(Murray et al., 2017). AN is the most life-threatening ED, 
but is least frequently seen in male populations; research-
ers suggest this is because most men are not interested in 
the emaciated, thin look (Murray et al., 2017). However, 
a male’s desire for leanness or a “ripped” appearance can 
drive AN symptomology (Murray et al., 2012).

A principal issue of male EDs is the stigma surround-
ing the illness. The stereotype that EDs are illnesses that 
only affect females has led to feelings of shame and isola-
tion among those men affected and, subsequently, delay 
men’s help-seeking and treatment (Arnow et al., 2017; 
Bjork, Wallin, & Pettersen, 2012; Dearden & Mulgrew, 
2013; Griffiths et al., 2015; Pettersen et al., 2016; 
Robinson et al., 2012). This social stigma can challenge a 
man’s masculine identity and create internal conflict 
related to lack of coherence with gender norms (Griffiths 
et al., 2015). For example, a male participant in a qualita-
tive study described the negative impact of ED stigma: 
“so it can be quite an isolating thought as well and no 
other guys have had this problem. What’s wrong with 
me?” (Robinson et al., 2012, p. 180).

Individuals with EDs, in general, have challenges 
disclosing their illness to others, and the lack of visibil-
ity of men with EDs only exacerbates this reluctance to 
seek help (Raisanen & Hunt, 2014). This creates a dan-
gerous snowball effect: first, men do not receive care 
and, second, they continue to be under-represented in 

the media and literature on EDs. The aforementioned 
deferment of treatment can lead to progressively wors-
ening ED symptomology and an increased risk of dan-
gerous sequelae including death (Raisanen & Hunt, 
2014). This topic is of dire importance as EDs, namely 
AN, have the highest mortality and suicide rates of any 
psychiatric disorder (Dearden & Mulgrew, 2013; 
MacCaughelty et al., 2016). Statistics indicate that 
10.5% of individuals diagnosed with AN may die due 
to their illness (Birmingham, Su, Hlynsky, Goldner, & 
Gao, 2005).

The history of EDs as a female ailment and the limited 
research in male EDs informs the need to synthesize the 
current knowledge base as a means to direct future 
research and practice to assess and address men’s needs. 
It is also important to note that the lack of attention to 
men’s EDs has likely limited PCPs influence and effi-
ciencies in diagnosing and treating male clients. To 
address these issues, the current scoping review was 
guided by the following research questions: What is 
known about male EDs and their treatment? How can pri-
mary care providers (PCPs) best recognize and respond 
to EDs in male clients?

Methods

A scoping review methodology was used to collect evi-
dence on EDs in males to provide a foundational over-
view of the current evidence (Polit & Beck, 2017). The 
approach was chosen because it is particularly useful for 
visualizing the range of available material in an emergent 
field, summarizing existing literature, and identifying 
research gaps in order to disseminate synthesized find-
ings to practitioners and policy makers (Arksey & 
O’Malley, 2005). The process for this scoping review was 
guided by the five-stage framework defined by Arksey 
and O’Malley (2005) comprising; (a) identifying the 
research question, (b) locating relevant studies, (c) select-
ing suitable studies, (d) charting the data, and (e) sum-
marizing the results.

CINAHL, PubMed, and PsycINFO electronic data-
bases were searched for articles published between 2008 
and 2018 inclusive. The following keywords were used 
for inclusivity: male, men, boys, eating disorder, disor-
dered eating, anorexia nervosa, bulimia nervosa, binge 
eating disorder, muscle dysmorphia, body dissatisfaction, 
and gender. Subject headings within PubMed and 
CINAHL were mapped to distinguish alternative search 
terms. The Boolean operators “and” as well as “or” were 
utilized to amalgamate key terms in a variety of combina-
tions, such as “eating disorders AND male,” to narrow 
search findings. This technique was useful to optimize 
the applicability of retrieved articles and reduce the final 
article counts of searched literature.
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Selecting Studies

The criteria for inclusion in the scope included the fol-
lowing: (a) a primary focus on EDs in males, (b) empir-
ically-based research, and (c) publication in the English 
language. Originally, the databases collectively yielded 
568 articles through the use of the aforementioned key-
words and inclusion criteria. Initial selection was done 
via manual screening of article abstracts. Studies were 
excluded if the primary study focus was on female EDs. 
The focus was kept on primary research, and therefore 
review articles were also excluded. Additional articles 
were then located via reference list searches of articles 
included in the current scoping review. A final count of 
15 research articles met the inclusion criteria for the 
current review (please see Figure 1).

Charting and Data Analyses

The Garrard matrix method was used to synthesize and 
structure information from the set of sources (Garrard, 
2013; please see Table 1). The matrix focused on study 
aim(s), study design, study origin, sample population, 
methods, and key findings. In reading the 15 articles in 
full numerous times, findings that prevailed across the 
studies were identified. Working with these preliminary 
insights, each of the studies was deconstructed and orga-
nized into categories to enable constant comparison 
approaches. For instance, within the gathered data, rele-
vance to PCP practice was specifically queried in order to 
improve recognition, diagnosis, and treatment. In high-
lighting overarching patterns, and accounting for diver-
sity across the reviewed articles, two of the authors (SS 
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and JO) compared the articles and discussed their inter-
pretations and the empirical fit in the development of the 
three themes. All the authors reviewed the content of the 
themes, driving consensus through several revisions of 
the material and the writing up of the current article. 
Three themes were confirmed: (a) risk factors for male 
EDs, (b) male experiences with their ED, and (c) the pre-
sentation of ED in males and clinical considerations. 
Within the first theme, the following risk factors sub-
themes were extracted: body dissatisfaction, muscle dys-
morphia, sociocultural influences, and other psychiatric/
physiological predispositions. Findings for theme 2, male 
experiences with their ED were organized into these sub-
themes: experience prior to diagnosis, during treatment, 
and the recovery process.

Findings

Among the set of 15 articles, five (33.3%) of the studies 
were qualitative designs, eight quantitative (53.3%), and 
two (13.3%) employed a mixed methods approach. None 
of the studies were clinical trials or experimental designs. 
Four of the qualitative studies employed phenomenologi-
cal approaches. Seven quantitative and the two mixed 
methods studies relied on survey and questionnaire mea-
sures. One quantitative study (MacCaughelty et al., 2016) 
utilized the DSM-IV Structured Clinical Interview. Six of 
the 15 studies were conducted in the USA; eight studies 
originated in the UK, Australia, or Western Europe, and 
one Internet-based study enrolled participants from 23 
countries.

Risk Factors for Male EDs

Body dissatisfaction. Discrepancies between men’s present 
body image and their ideal body image is defined as body 
dissatisfaction (BD; Mayo & George, 2014). Four studies 
indicated that there is a positive correlation between BD 
and development of an ED, especially in males who 
aspire to achieve a mesomorphic body type (Dakanalis 
et al., 2014; Dryer et al., 2016; Mayo & George, 2014). 
Dakanalis et al. (2014) suggested that approximately 
50% of the general male population was dissatisfied with 
their body, making BD one of the most robust risk factors 
for disordered eating and ED development. A study by 
Burnette et al. (2017) reported that men, in particular, 
with higher BD and weight suppression, were more likely 
to engage in loss of control eating and subsequent purg-
ing behaviors.

Muscle dysmorphia. Five studies discussed muscle dys-
morphia (MD) as a risk factor for EDs specific to male 
populations (Arnow et al., 2017; Dearden & Mulgrew, 
2013; Dryer et al., 2016; Mayo & George, 2014; Weltzin 

et al., 2012). MD was recognized in the DSM-IV as a 
subcategory of body dysmorphic disorder, and was 
defined as the preoccupation that one’s body is not lean or 
muscular enough (Dryer et al., 2016; Stanford & Lem-
berg, 2012). This preoccupation is particularly prevalent 
in males, who often desire high levels of musculature 
coupled with low body fat (Dryer et al., 2016). The male 
pursuit of this body type that is often unachievable 
encourages a culture of strict disordered eating, which 
can develop into an ED (Dryer et al., 2016). Mayo and 
George (2014) investigated the relationship of perceptual 
attractiveness and risk of EDs in male university students. 
More than half (n = 172.9, 51%) of the males surveyed 
desired an ideal body figure that could only be obtained 
through the use of anabolic-androgenic steroids (Mayo & 
George, 2014). EDs perpetuated by this desire were man-
ifested by extreme measures to change one’s body (e.g., 
excessive exercise or obsession with monitored caloric 
intake; Dryer et al., 2016; Raisanen & Hunt, 2014).

Sociocultural influences. Sociocultural influences can neg-
atively influence MD, BD, and subsequently EDs, by 
portraying a socially prescribed level of body perfection-
ism (Dryer et al., 2016; Weltzin et al., 2012). The media 
and popular culture (e.g., television, movies, magazines, 
computer games, action figures) constantly showcase 
lean and muscular body image ideals that may evoke feel-
ings of shame in men who fail to embody those aesthetics 
(Dryer et al., 2016; Mayo & George, 2014). This encour-
agement of BD and MD challenges men across their life 
span. First, adolescent boys may experience pressures to 
achieve the “perfect” body. These pressures are exacer-
bated as men age, and struggle to maintain this body 
image while balancing new work responsibilities and life 
commitments (Dryer et al., 2016).

Other social factors known to predispose men to disor-
dered eating and/or EDs include the desire to avoid being 
teased for weight by peers (Dryer et al., 2016; Robinson 
et al., 2012) and participation in high-level sports (Arnow 
et al., 2017; Weltzin et al., 2012). Men are commonly 
pressured to lose or gain weight to drive optimal athletic 
performance (Arnow et al., 2017; Weltzin et al., 2012). 
Therefore, men may begin their disordered eating behav-
iors in an attempt in promote health through weight loss, 
but become immersed in a vicious cycle of restrictive 
intake and excessive exercise—thus, their involvement in 
sports can catalyze their ED (Arnow et al., 2017).

Other psychiatric/psychological predispositions. EDs are 
classified psychiatric disorders and the risk factors 
include precipitating psychiatric conditions. Conditions 
that can increase male risk for developing EDs are depres-
sion, anxiety, obsessive-compulsive disorder (OCD), and 
specific mood disorders (Dearden & Mulgrew, 2013). 
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Anxiety and OCD exacerbate compulsive behaviors, 
social phobia, and the fear already involved with having 
an ED (Dakanalis et al., 2014). Compounded depression 
is a major inhibitor to recovery as it can hinder men’s 
receptiveness to treatment (Weltzin et al., 2012). Person-
ality traits such as low self-esteem and perfectionism 
have been reported to increase male risk (Dryer et al., 
2016; Raisanen & Hunt, 2014). Furthermore, men with 
EDs are two times more likely to have a co-morbid sub-
stance-use disorder (Weltzin et al., 2012). These sub-
stances can include illicit drugs including cocaine, or 
prescription stimulants to suppress appetite (Weltzin 
et al., 2012). Additionally, stress, trauma, and substance 
use in the family can precipitate the progression of an ED 
(Raisanen & Hunt, 2014).

Male Experiences With Their ED

The strong representation of qualitative research, mixed 
methods, and clinical interviews in this data set provided 
in-depth accounts from men affected by EDs. Their expe-
riences were discussed in terms of diagnostic trajectory: 
prior to diagnosis, treatment, and recovery.

Experiences prior to diagnosis. Males are often unaware 
that their behaviors are characteristic of an ED  
(MacCaughelty et al., 2016). This phenomenon was illus-
trated by a participant in a qualitative study on delayed 
help-seeking in males with EDs: “I didn’t know the 
symptoms, didn’t know anything, it was just, to me it was 
just happening. I didn’t really know what was going on” 
(Raisanen & Hunt, 2014, p. 3). Similarly, a male partici-
pant in a mixed methods study disclosed his lack of aware-
ness of EDs in men: “I have not sought treatment because 
there is not enough awareness about eating disorders. . . so 
I never thought I was sick enough [to need] treatment” 
(Dearden & Mulgrew, 2013, p. 599). The invisibility of 
EDs in males resulted in some men believing that there 
was no help; they presumed that their idiosyncratic symp-
toms were not treatable and simply attributable to other 
aspects of their life (Raisanen & Hunt, 2014). This ulti-
mately led to patterns of behavior characterized by wide-
spread reluctance to seek help or treatment.

When men realize they have a significant health prob-
lem, they may also become burdened with an intraper-
sonal struggle for self-acceptance (Bjork et al., 2012; 
MacCaughelty et al., 2016; Pettersen et al., 2016). 
Traditionally, male gender roles include conformity with 
being independent, self-reliant, and resilient (Griffiths 
et al., 2015). As a result, the self-judgment and stigma 
surrounding the notion of needing help correlated with 
an increased likelihood for men to postpone seeking psy-
chological or medical care (Griffiths et al., 2015). Feeling 
emasculated, men tended to conceal their ED from 

others (Bjork et al., 2012), and therefore became isolated 
from their social networks (Pettersen et al., 2016). Some 
men report hiding their disorders for many years 
(Stanford & Lemberg, 2012). It is for these reasons that 
males frequently presented at a later age (Weltzin et al., 
2012) and/or later stage of their illness trajectory 
(Raisanen & Hunt, 2014), which for males with AN was 
extremely dangerous.

Treatment experiences. While receiving treatment for 
their ED, men have reported a desire for gender-sensi-
tized information that rectifies societal constructs of EDs 
as only affecting women (Raisanen & Hunt, 2014). 
Female-biased health information that communicated the 
side effects of low body mass indexes (BMIs) from EDs, 
including amenorrhea and female infertility, left men 
confused and frustrated (Raisanen & Hunt, 2014). A par-
ticipant in a mixed methods study examining male expe-
riences with ED services stated “needing a low BMI to be 
diagnosed with [AN] is like needing to be terminally ill to 
be diagnosed with cancer” (Dearden & Mulgrew, 2013, p. 
598). This man wanted the psychological aspects of his 
illness to be taken more seriously, despite having a nor-
mal BMI. Men in care cited challenges around receiving 
the wrong or no diagnosis, stating that receiving a formal 
ED diagnosis helped motivate them to continue seeking 
treatment (Dearden & Mulgrew, 2013). During the treat-
ment journey, males appreciated when their PCPs were 
attentive and committed to their recovery (Raisanen & 
Hunt, 2014). This involved affirming multiple expres-
sions of masculine behavior, challenging gender stereo-
types, and empowering the patient (Dearden & Mulgrew, 
2013).

Recovery process. Three articles explored men’s experi-
ences of recovering from EDs. Bjork et al. (2012) 
reported that while each man experienced his own 
struggles and triumphs, a recurrent expression from 
male participants was an overwhelming sense of free-
dom. Common themes men described in ED recovery 
were: (a) acceptance of body appearance, (b) regaining 
self-worth, and (c) accepting losses (Bjork et al., 2012; 
Pettersen et al., 2016). To accept their body, many 
males described having to replace their compulsive 
exercise obsession with a relaxed attitude on appear-
ance and working out for recreation (Bjork et al., 2012). 
In recovery, there was also a newfound healthy rela-
tionship with food, no longer allowing it to dominate 
their thoughts (Bjork et al., 2012). Accepting losses and 
managing grief were key processes in recovery as many 
men had been preoccupied with their ED for several 
years (Pettersen et al., 2016). During these years, the 
ED manifested profound losses such as missed work, 
dropping out of school, and/or lack of romance and 
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intimacy (Dearden & Mulgrew, 2013; Pettersen et al., 
2016). Working through the recovery process, while 
extremely difficult, eventually entailed men construct-
ing a new self-identity, free of their former self-imposed 
restrictions.

The Presentation of ED in Males and Clinical 
Considerations

The lack of awareness of EDs in males can hinder the 
ability of both patients and PCPs to classify the behav-
iors as problematic (Raisanen & Hunt, 2014). Males 
may develop personal routines of purging and bingeing, 
but interpret them as coping mechanisms rather than a 
discrete disorder (Burnette et al., 2017; Raisanen & 
Hunt, 2014). They may not perceive their actions as 
disordered or may assign them to a different disorder. 
For example, changes in eating patterns, weight loss, 
self-harm, and increased isolation may be attributed to 
depression or another psychiatric disorder 
(MacCaughelty et al., 2016). Men have reported body 
composition changes as a “solution” to problems, such 
as bullying or obesity, thereby decreasing their willing-
ness to outwardly disclose the details of their disorders 
(Robinson et al., 2012).

Men are inclined to see their PCP with physical ill-
ness rather than psychological complaints (Dearden & 
Mulgrew, 2013), and they are particularly unlikely to 
seek help for psychological conditions including EDs 
(Griffiths et al., 2015). Male-specific research indicates 
men are known to hide or ignore their disorders for 
years due to the absence of safe viable options (Stanford 
& Lemberg, 2012). Men have also reported not being 
taken seriously or being misdiagnosed by their PCP, 
despite countless visits presenting ED symptoms 
(Dearden & Mulgrew, 2013). A participant in Raisanen 
and Hunt’s (2014) qualitative study reported being told 
by a clinician to “not be weak but strong and deal with 
the problem” (p. 5). This same participant detailed 
being admitted to the hospital following a suicide 
attempt. Although men may not present in clinics as 
frequently as women, the seriousness to mental and 
physical well-being warrants careful attention from 
PCPs. The research does suggest that, compared to 
women, men’s ED symptoms are more likely to be 
overlooked by professionals. For example, a study 
examining gender influences on ED consult rates 
reported that 25.6% (n = 10) of men in their sample 
with current EDs were not referred to specialized care 
(MacCaughelty et al., 2016). Confounding this finding 
was additional evidence that men tended to only speak 
about their ED symptoms with a health professional 
(Pettersen et al., 2016) due to the fear of a negative 
response or judgment from others in their lives 

(Robinson et al., 2012). These patterns create a major 
obstacle to recovery and, consequently, the rarity of 
PCP encounters with this population weakens skilled 
assessment and diagnostic abilities (MacCaughelty 
et al., 2016).

The quality of the initial contact with a clinician can 
dictate a man’s willingness to return for follow-up care 
(Raisanen & Hunt, 2014), which further reinforces the 
importance of PCPs’ skills for assessing EDs in males; 
presentation in males may be difficult to recognize in the 
disorder’s infancy as EDs are habitually associated with 
extreme thinness (Arnow et al., 2017; Burnette et al., 
2017; Dryer et al., 2016). PCPs need to be aware of males 
who may present as striving for extreme muscular bodies 
with low body fat (Arnow et al., 2017; Dryer et al., 2016; 
Murray et al., 2017). Other symptoms may also be misun-
derstood; for instance, a significant, and potentially life-
altering, complication of untreated EDs is the potential 
for sexual dysfunction (e.g., inability to achieve an erec-
tion; Dearden & Mulgrew, 2013). In order to effectively 
diagnose and treat these men, PCPs must be cognizant of 
subtle risk and warning signs which prompt questions to 
solicit men’s self-disclosures about symptoms that may 
not be observable in the clinical setting or consult. 
Overall, it is important for clinicians to be aware that EDs 
can affect males of multiple shapes, weights, sizes, eth-
nicities, and socioeconomic backgrounds (MacCaughelty 
et al., 2016).

There are ED scales available to provide objective 
data to support a PCPs’ diagnosis but, studies report that 
men tend not to score as high on the available diagnostic 
tools, even when symptoms are equivalent to their female 
counterparts, suggesting the need for male-specific 
screening tools (Arnow et al., 2016). Previously, the risk 
for ED was rated and assessed based on silhouettes rang-
ing from skinny to obese (Mayo & George, 2014). These 
measures do not include varying degrees of muscularity, 
which may more accurately capture a male’s perspective 
of the body (Mayo & George, 2014). The multiple mea-
sures of ED symptomology that include questions on but-
tocks and hips are more applicable to female body image 
concerns (Dryer et al., 2016). A male-specific assessment 
tool known as the Eating Disorder Assessment for Men 
(EDAM) incorporates factors that measure symptoms 
more highly correlated to male behaviors including MD, 
BD, preoccupation with food/binge eating, and disor-
dered eating (Stanford & Lemberg, 2012). The EDAM 
correctly predicted an ED in 82.1% (n = 64) of men 
(Stanford & Lemberg, 2012). Tools developed by other 
authors, such as The Drive for Muscularity Scale 
(McCreary & Sasse, 2000) and Male Body Checking 
Questionnaire (Hildebrandt, Walker, Alfano, Delinsky, & 
Bannon, 2010), have demonstrated good reliability and 
validity (Arnow et al., 2016). It is recommended 
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that clinicians also assess men for levels of depression, 
anxiety, self-esteem, emotional regulation, and quality of 
life (Arnow et al., 2016).

The research in this scope indicated that the majority 
of males who do seek treatment have positive outcomes; 
in fact, male success rates are often greater than those of 
females (Arnow et al., 2017; Bjork et al., 2012). If men 
don’t seek timely medical care, disease complications can 
increase to risk mortality. Hospital admission may also 
occur due to ED-related suicidality (Raisanen & Hunt, 
2014). Long-term complications have effects beyond the 
patient, as family and friends are often exposed to the tur-
moil alongside the male. There are also financial burdens, 
such as lost wages of patients and caregivers, as well as 
costs to the health-care system.

Discussion

The current scoping review provides an important syn-
thesis of existing literature investigating the contributing 
and constituting factors related to EDs in males. Overall, 
the findings demand PCPs develop awareness about ED 
in males to advance illness management and enhance 
long-term prognosis. When men seek treatment, they are 
typically goal-oriented and self-directed, carrying high 
expectations of their PCP (Pettersen et al., 2016). PCPs 
play a key role in detection of EDs as they often act as a 
first point of contact for men accessing the health-care 
system. By skillfully recognizing early symptoms, PCPs 
can promptly diagnose, manage, and refer patients in 
order to minimize the risk of future complications 
(Raisanen & Hunt, 2014). This is perhaps the most impor-
tant finding in this scoping review—that a major barrier 
to men receiving medical care has been PCP inexperience 
with male EDs. This same issue has been underscored in 
nonscientific autobiographical accounts by men with 
EDs (Thapliyal et al., 2017). Whether a male presents to 
the clinic with outward declarations of disordered eating 
or vague, nonspecific complaints, PCPs must lobby men 
to elaborate in order to better understand the underlying 
issues. Recognition and diagnoses can also be thwarted 
by the fact that the following ED complications may pres-
ent as initial complaints in primary care: cardiac arrhyth-
mias, bradycardia, delayed gastric emptying, and 
endocrine abnormalities (e.g., low testosterone; Murray 
et al., 2017). PCPs may also encounter male patients pre-
senting with frequent unexplained fractures (e.g., hands, 
feet, pelvis, clavicle; Murray et al., 2017). Low bone 
mass density caused by an ED could be easily missed in 
this case (Murray et al., 2017). When left untreated, BN 
can lead to dental erosion and severe gastrointestinal 
problems (Cottrell & Williams, 2016).

While assessing an ED, the PCP should include gen-
eral questions on eating habits in their intake interview 

(MacCaughelty et al., 2016). For example, asking about 
how many meals are eaten in one day, how much time is 
spent thinking about food or weight per day, and feelings 
of loss of control while eating (MacCaughelty et al., 
2016). These simple questions can help identify disor-
dered eating habits (MacCaughelty et al., 2016) and other 
existing risk factors. Once an ED is suspected, the first 
few minutes of the encounter are crucial to gain trust and 
buy-in from the patient (Palmer, 2014). Due to the sensi-
tivity associated with being a minority in the ED service-
user population (Robinson et al., 2012), as well as the 
vulnerability of the illness in general, PCPs need to 
ensure a judgment-free environment to establish a thera-
peutic relationship (Palmer, 2014). While building said 
relationship, it is important to understand the patients’ 
fears, struggles, hopes, and expectations prior to develop-
ing a treatment plan (Palmer, 2014).

Once buy-in from the patient is gained, a complete 
physical exam and diagnostic work-up is required 
(Cottrell & Williams, 2016). There are no male-specific 
gold standard or best-practice guidelines available yet 
(Murray et al., 2017; Robinson et al., 2012). Lab work 
should include complete blood count levels, electro-
lytes, liver function tests, and other metabolic levels 
(e.g., thyroid stimulating hormone; Cottrell & Williams, 
2016). Additional investigations may also be required 
including an electrocardiogram and urinalysis (Cottrell 
& Williams, 2016). Based on the results of these diag-
nostics, medical treatment should be provided as neces-
sary. In cases of severe medical complications or 
suicidal ideation, immediate referral to the emergency 
department is warranted. Prompt referral is a vital com-
ponent of treating male ED (Cottrell & Williams, 2016). 
A comprehensive interdisciplinary approach ensures 
holistic care is received. Priority referrals to the follow-
ing professionals are critical: psychiatrist, therapist, 
dietician or nutritionist, and ED specialist if available 
(Cottrell & Williams, 2016). Treatment may include an 
array of psychological interventions and pharmacologi-
cal management (Raisanen & Hunt, 2014). Admission 
to hospital or inpatient treatment centers would be 
dependent on unique case characteristics. Research on 
cognitive behavioral therapy indicates it is effective in 
decreasing ED symptoms in men (Fernandez-Aranda 
et al., 2009). An important part of a PCP’s job is to con-
tinuously assess/reassess the management plan, monitor 
vital signs and BMI on every visit, and attend to the 
unique needs of each patient (Cottrell & Williams, 
2016). Through the improvement of recognition, diag-
nosis, and treatment, males will be more prevalent in the 
ED population, thereby enhancing care and increasing 
general awareness. Overall, PCPs need to work cohe-
sively to destigmatize male EDs and recognize early 
symptoms in order to improve patient care outcomes 
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and the overall well-being of men and their families 
(Raisanen & Hunt, 2014).

The current findings demonstrate how sex and gender 
biases can obscure EDs in men and underline the urgent 
need to redress how PCPs and the public understand EDs. 
The sex and gender biases associated with EDs in men 
bear remarkable similarity to social and clinical issues 
associated with depression in men. Like EDs, men experi-
encing depressive symptoms have reported feeling stig-
matized by both the disorder and assertions that it is a 
predominately female illness (Oliffe & Phillips, 2008). 
Like EDs in men, it has been argued that the screening and 
assessment tools for depression tend to be biased toward 
diagnosing women (Oliffe & Phillips, 2008). Mental 
health research investigating the role of masculinity in 
men’s helping-seeking for depression concluded that tai-
loring and targeting interventions may improve uptake 
and efficacy of treatments (Seidler, Dawes, Rice, Oliffe, & 
Dhillon, 2016). Male group therapy allows participants to 
experience essential emotional expression by creating a 
safe space for open discussion of ED symptoms in the 
presence of others with similar experiences (Weltzin et al., 
2012). This may assist with destigmatizing the illness. 
Men have unique needs and discussion points can be tar-
geted to topics such as: emasculation, identity (Robinson 
et al., 2012), muscle-building, and exercise (Thapliyal 
et al., 2017). Research validates that male therapy groups 
can facilitate acceptance and positive treatment outcomes. 
Literature on the use of strength-based approaches sug-
gests that an emphasis on affirming emotional strengths, 
virtues, and capacities enables men to flourish and grow 
throughout their life (Englar-Carlson & Kiselica, 2013). 
By using this approach, and focusing on positive poten-
tial, PCPs can help empower men, reduce defensiveness, 
and establish effective therapeutic relationships (Englar-
Carlson & Kiselica, 2013). A strength-based approach 
will aid men in acknowledging their problems and accept-
ing professional help as a conduit to healthy self-manage-
ment (Englar-Carlson & Kiselica, 2013).

There remain several limitations in the current litera-
ture on male EDs. More attention needs to be paid to the 
male presentations in each specific ED subcategory. By 
doing so, the number of misdiagnosed males, or males 
diagnosed with ‘Other Specified Feeding or Eating 
Disorder’ (OSFED) could be effectively addressed. More 
in-depth research on the role of gender norms and pres-
sures for men to conform to rigid masculine ideals may 
increase our understanding of EDs in men. Although this 
small body of research elucidated the concerns related to 
sex and gender biases in EDs, there is a gap in terms of 
connecting such complex disorders with nuanced gender 
studies research. Future research should also utilize larger 
sample populations with diverse ethnicities and age 
groups, and follow patients over the illness trajectory. This 

would involve longitudinal studies to better understand 
trends across the life course and assess generational shifts. 
While the removal of amenorrhea from the DSM-IV ED 
diagnostic was a step forward (Thapliyal et al., 2017), 
more research needs to be done to correlate male-specific 
concerns, such as MD, to the development of EDs. This 
would mean focusing attention on the drive for muscular-
ity as distinct from thinness. It is also important to remem-
ber that some males may present with the classic drive for 
thinness (Murray et al., 2017). Investigating the impacts 
of socioeconomic status, culture, and sexual identity 
would similarly broaden the current understanding of 
male EDs. In addition, future research might usefully 
include attention to male’s coping with criticism and per-
ceived weakness in the context of ED risk (Fernandez-
Aranda et al., 2009). This literature would aid in creating 
ED diagnostic tools and practice guidelines with increased 
sensitivity and specificity to recognizing the psychopa-
thology of at-risk males. It is imperative to address the 
aforementioned limitations in order to diminish the mis-
conceptions that males are not affected by EDs, and raise 
awareness on the seriousness of misdiagnosing and under-
treating this subpopulation. Highlighting the growing 
number of men affected will also help reduce isolation and 
stigmas presently felt by those with this disorder.

Conclusion

Whilst male EDs were once perceived as rare, there is sig-
nificant evidence revealing them as an emergent men’s 
health issue. It is no longer tenable, nor safe, to presume 
that males account for a negligible proportion of ED 
patients. The current scoping review findings highlight the 
importance of addressing this issue by being cued to an 
array of risk factors, varying presentations, potential com-
plications, and unique experiences of men with EDs. The 
outlined recommendations for PCPs can be incorporated to 
expedite recognition, diagnosis, and treatment of EDs in 
the male population. In turn, by sharing experiences of 
working with men experiencing EDs, and evolving general 
knowledge on this topic, PCPs can contribute to advance-
ments in effectually treating this challenging men’s health 
issue. By doing so, the historical gender biases surround-
ing this disorder will be addressed to advance the health 
outcomes of males with ED and their families.
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