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Boys don’t try? Gendered stigma specifcally 
reduces help-seeking for disordered eating 
in men, but not women 
Martin S. Lehe1,2* , Georg Halbeisen1 , Vanessa C. Juergensen1 , Luisa Sabel1 , Sabine Steins-Loeber2  and 
Georgios Paslakis1 

Abstract 
Background Eating disorders (EDs) afect individuals across all genders, but men remain underrepresented in 
ED treatment settings. Stigma related to EDs in men may impede help-seeking, particularly for symptoms that 
deviate from traditional masculine ideals. This study investigates whether stigma-related perceptions of EDs in men 
specifcally moderate the association between disordered eating symptoms and help-seeking intentions in men, i.e., 
whether there is a gender-specifc component of ED stigma. 

Methods In a cross-sectional survey, n = 242 men and n = 249 women completed questionnaires on various 
disordered eating symptoms (“traditional” thinness-oriented, muscularity-oriented, orthorexic, and avoidant/restrictive 
eating behaviors), stigma-related perceptions of EDs in men, and help-seeking intentions. Moderator analyses were 
conducted by gender to explore interactions between symptom severity and stigma in predicting help-seeking 
intentions. 

Results Help-seeking intentions increased with the severity of disordered eating symptoms in both men and 
women, except for avoidant/restrictive eating behavior in both genders and muscularity-oriented symptoms in 
men. Stigma-related perceptions of EDs in men moderated the association between symptoms and help-seeking 
intentions in men, which was exclusively the case for “feminized” ED symptoms (i.e., thinness and weight concerns). 
No moderation efects were observed for other symptom domains or among women. 

Conclusions Results support the notion of a gender-specifc role of stigma in men’s help-seeking behaviors for EDs. 
Such stigma, which seems to be related to “feminized” ED symptoms, may contribute to men’s reluctance to seek help 
for EDs. These fndings emphasize the need for interventions tailored to reduce stigma, particularly regarding men’s 
experiences of EDs, to support equal access to healthcare. 

Plain English Summary 
Eating disorders are generally considered to be a “women's disease”, but statistics show that more men are afected. 
Women, and to a greater extent men, are less likely to seek help for an eating disorder from healthcare services. 
Stigma seems to be a barrier, according to previous research. In this study, we investigated whether there is a 
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potential gender-specifc efect of stigma of eating disorders (i.e. among others EDs as “women's disorders”) on 
men’s help-seeking. We found that stigma was associated with reduced help-seeking among men for eating 
disorder-related symptoms consistent with a stereotypical 'feminized' construction of eating disorders, but not 
among women. Stigma thus appears to be associated with reduced use of healthcare services for eating disorders, 
whereby men may face gender-specifc challenges. This calls for further eforts to reduce eating disorder stigma. 

Keywords Eating disorders, Men, Masculinity, Stigma, Gender, Treatment barrier, Access to care, Help-Seeking 

Background 
Eating disorders (EDs) are severe psychiatric conditions 
characterized by altered eating behaviors, distorted body 
image perceptions, and dysfunctional weight-control 
behaviors [1]. Tey are associated with signifcant physi-
cal and psychological impairments and higher mortal-
ity rates compared to other mental disorders [2]. Deeply 
rooted in historical and cultural contexts with patriarchal 
standards of beauty [3, 4], EDs have long been perceived 
as predominantly afecting women, despite seminal case 
reports in men [5–7]. Tis perspective also infuenced the 
diagnostic criteria and instruments, which have primar-
ily been developed in women’s samples [8], further limit-
ing the early identifcation of and intervention for EDs in 
men [9, 10]. However, there is nowadays a consensus that 
EDs can afect individuals of all genders and social back-
grounds, including adult men [8, 11, 12]. Epidemiological 
data from the last three decades indicate a 22% increase 
in EDs among men, compared to a 12% increase among 
women [13]. Although women remain the majority, cur-
rent lifetime prevalence estimates of 2.2% in men com-
pared to 8.4% in women suggest that men may account 
for one in four cases [14, 15]. 

However, men with EDs remain underrepresented in 
specialized treatment settings [16]. One contributing 
factor is lower help-seeking rates for EDs among men 
compared to women [17–20]. Men, especially when not 
meeting full diagnostic criteria [21] or presenting with 
lesser-known ED symptoms [e.g., exercise dependence, 
muscularity-related body image concerns, orthorexic 
and avoidant/restrictive eating symptoms [22–27], are 
less inclined to seek help compared to women. Timely 
help-seeking is important, since longer duration of an 
untreated ED may result in poorer long-term treatment 
and mental health outcomes [28], and illness chronicity is 
associated with higher mortality [29]. In order to ensure 
timely treatment, it is crucial to elucidate barriers to 
(men’s) help-seeking for EDs. 

Barriers to help-seeking for disordered eating in 
men 
Help-seeking is a complex, multi-stepped process [30– 
32]. Individuals need to evaluate present symptoms, 
recognize and acknowledge their problem, gather infor-
mation on help, weigh available alternatives against their 
costs, decide on seeking help, and fnally translate this 

decision into action. Any disruption to this process could 
delay or prevent seeking help. Although men and women 
appear to recognize own ED symptoms equally [16], pre-
vious research points towards gender diferences in other 
relevant domains, such as (a) knowledge and perception 
of EDs (lack of knowledge, reduced health literacy, fear of 
treatment, past negative experiences with treatment), (b) 
emotional barriers (shame, denial, emotional readiness), 
(c) practical barriers (cost of treatment, logistical chal-
lenges, waiting lists, lack of specialized services), and (d) 
social and structural barriers (lack of social support, soci-
etal norms, stigma and fear of judgment) [33–36]. It is 
also important to acknowledge that these barriers can be 
further diferentiated within gender groups, for example, 
when considering the unique barriers of men and women 
with intersectional identities (e.g., sexual and/or ethnic 
minority men [37]), although this study focusses only on 
global gender diferences. 

Indeed, previous research found that men report 
stigma to specifcally delay their help-seeking behav-
ior for EDs [38, 39], raising the question of a possible 
gender-specifc component of ED stigma. Stigma refers 
to the association of a certain characteristic of a person 
or group with a negative social stereotype or prejudice 
and is associated with a loss of social status for the stig-
matized person, which may lead to discrimination [40]. 
Gender may be understood as a social construct, shaped 
by norms, roles, and expectations within a given culture 
or society. It refers to the socially constructed charac-
teristics associated with being women, men, girls, and 
boys, including their behaviors, roles, and relationships 
[41]. For men, the internalized concepts of male gender 
and masculinity have been linked to delayed help-seeking 
for health-related issues [42–45]. An individual’s need 
or intention to seek help may confict with internalized 
masculinity norms advocating dominance, emotional 
restraint, toughness, independence, and competitiveness 
[46], and bear the risk of social backlash [47]. Accord-
ingly, both men and women were found at risk for health-
care avoidance due to problem minimization, doctor 
distrust, or privacy concerns driven by internalized mas-
culinity norms [48] and showing ED stigmatization when 
conforming to masculine norms [49]. 

Seeking help may not only contradict traditional mas-
culinity norms and gender roles but also threaten a man’s 
social status, given the perspective that manhood may be 
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viewed as a precarious status that can be jeopardized by 
engaging in behaviors perceived as “feminine” or “insuf-
fciently masculine” [50, 51]. Tese facets, along with the 
fear of losing social status for violating gender norms, 
may contribute to a perceived stigma surrounding EDs 
in men. Tis stigma could discourage men from seeking 
help, particularly when EDs are perceived as ”women’s 
conditions”. 

In order to examine the link between stigma and men’s 
help-seeking for EDs, we recently explored whether 
stigma-related perceptions of EDs in men (e.g., “It is bet-
ter for a man to not admit having an eating disorder”) 
are associated with reduced help-seeking intentions for 
a broad range of disordered eating symptoms [52]. We 
found that higher perceived stigma reduced men’s help-
seeking intentions for traditionally “feminized” ED symp-
toms (i.e., thinness-oriented disordered eating) but not 
for muscularity-oriented, orthorexic, or avoidant/restric-
tive disordered eating behaviors, which seem to appear 
less gendered [53–55]. Notwithstanding the infuence of 
other known factors such as delayed symptom recogni-
tion by health care professionals and/or the afected men 
themselves (see above), these fndings could suggest that 
men might also lower their help-seeking intentions spe-
cifcally due to expected stigmatization based on their 
gender. However, as our study focused exclusively on 
men, this interpretation remains preliminary. Men, for 
example, could have been discouraged from seeking help 
simply because they perceived EDs to be stigmatized in 
general or health care services to be unavailable. In other 
words, the assessment in our previous study may have 
simply captured a more general negative attitude towards 
people with EDs or mental health care services. In this 
case, this would be expected to afect help-seeking inten-
tions across individuals of both genders. Tus, to argue 
for the gender-specifcity of the efect of the proposed 
stigma facet, it is crucial to compare the efect of stigma 
toward men’s EDs between a sample of men and those 
individuals unlikely to be afected by men-oriented stig-
matization, i.e., women. If our assessment specifcally 
captures perceived stigma towards men’s EDs, rather 
than a general negative evaluation of having an ED or 
accessing mental health care services, we would expect a 
specifc impact on men’s help-seeking intentions and that 
these attitudes would not predict help-seeking in women. 
Based on these considerations, we hypothesized that per-
ceived stigma toward men’s EDs reduces help-seeking 
intentions in men but not in women. 

The present study 
Based on the assumed positive association between ED 
symptoms and intentions to seek help in both genders as 
well as the proposed potentially men-specifc facet of ED 
stigma, the present study investigated the hypothesis that 

perceived stigma of EDs in men reduces the efect of ED 
symptoms on intentions to seek help in men but not in 
women. Tis would point towards a gender-specifc facet 
of ED stigma and contribute to our understanding of 
men’s reduced help-seeking behaviors for EDs and could 
inform more tailored intervention strategies. Given the 
diferences in ED symptom presentation between men 
and women, we explored the efects of a broad range of 
ED-related symptoms on help-seeking intentions. Repli-
cating the procedure of Lehe et al. [52], we assessed ED 
symptoms, intentions to seek help, and perceived stigma 
of EDs in men in both men and women samples. Given 
its “gold standard” character, i.e., wide application and 
broad validation in various populations, we assessed “tra-
ditional” ED symptoms with the Eating Disorder Exami-
nation-Questionnaire (EDE-Q), in addition to orthorexic 
(Duesseldorf Orthorexia Scale; DOS) and muscular-
ity-oriented (Muscle Dysmorphic Disorder Inventory; 
MDDI) symptoms, and avoidant/restrictive eating behav-
ior (Eating Disorders in Youth-Questionnaire; EDY-Q) . 

Methods 
Participants and design 
Te present study is a pre-registered secondary data anal-
ysis of combined online surveys. We included N = 242 
adult men (Mage = 32.8, SDage = 11.1, age range: 18–73 
years), from Lehe et al. [52] (n = 116) and Eschrich et al. 
[56] (n = 126), and N = 249 adult women (Mage = 28.7, 
SDage = 9.6, age range: 19–64 years) from Jürgensen et al. 
[57]. See Table 2 for additional demographic information. 
Participants were recruited between May 2022 and June 
2024 through advertisements on university campuses and 
in online social networks (48% of men, 36% of women), 
and through Prolifc (www.prolifc.com; 52% of men, 
64% of women). Participants recruited via Prolifc were 
compensated £4.50 for their participation; eligible uni-
versity students received course credit. Most participants 
identifed as heterosexual and indicated that they had 
no migration background, were single, and had received 
more than 12 years of formal education (see Table 2 for 
details).We only included cis-gender men or women 
[since gender-diverse populations are commonly found 
to be afected by multiple intersectional stigma and dis-
tinct stressors [58, 59], who answered “no” to ever having 
received a diagnosis for an ED, and with a BMI ≤ 35 kg/ 
m², given that we were interested in predicting help-
seeking intentions unaltered by prior ED-related treat-
ment experiences or severe weight stigma [60]. Te latter 
is more likely in individuals with strongly pronounced 
obesity, according to a study on weight stigma in men 
reporting that those who experienced weight stigma had 
a higher current BMI (29.30 vs. 26.49 kg/m²) and a higher 
highest-ever BMI (33.21 vs. 28.66  kg/m²) compared to 

http://www.prolific.com
https://details).We
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their peers who did not report experiences of weight 
stigma [61]. 

Te combined samples had a power of 0.80 to detect 
a small-to-medium-sized interaction efect (ρ = 0.10) 
according to Cohen’s criteria [62] at α = 0.05, based on 
a power analysis with G*Power version 3.1.9.7 [63]. 
An efect of this magnitude was observed in previous 
research [52] and required a minimum sample size of 
N = 132 for moderation analyses with one covariate. Te 
surveys were approved by the Ethics Committee of the 
Ruhr-University Bochum’s Medical Faculty at Campus 
East-Westphalia (men: AZ 2022 − 910, April 21st, 2022; 
women: AZ 2022 − 910_1, March 15th, 2024), prospec-
tively registered (men: https://aspredicted.org/5T3_NH5, 
women: https://doi.org/10.17605/OSF.IO/EFN4V), and 
conducted in accordance with the Declaration of Hel-
sinki. All participants gave informed consent. Data and 
materials can be obtained from the corresponding author 
upon request. 

Measures and procedure 
Te surveys were administered on our web server using 
jsPsych [64] and introduced with the aim of enhancing 
the detection of disordered eating in men and women, 
respectively. Upon accessing the study’s website, par-
ticipants were presented with the study information and 
consent forms. We explained that the survey encom-
passed the assessment of disordered eating behaviors and 
associated symptoms and that participants could receive 
feedback regarding their risk for an ED. Participants were 
required to initially provide sociodemographic informa-
tion, ED history and treatment, and previous study par-
ticipation. Further details can be found in Lehe et al. [52] 
and Eschrich et al. [56]. Previous participation served as a 
quality control measure to exclude data from individuals 
who participated repeatedly. Te survey among women, 
which was conducted after the men´s surveys, included 
an additional attention check question at a random posi-
tion within the survey [“Please mark the word girafe” 
among a series of response options; [65]. Subsequently, 
participants completed an ED risk assessment [EAT-8]; 
[66], followed by the assessment of further disordered 
eating symptoms, help-seeking intentions, and stigma-
related perceptions of EDs in men, presented in random-
ized order. Te overall duration to complete the survey 
ranged from 15 to 20 min. 

Eating disorder symptoms 
We used the validated German version of the Eating Dis-
order Examination-Questionnaire [EDE-Q]; [67, 68] to 
assess ED symptoms within the last 28 days. Te 22 atti-
tudinal items are rated on a 7-point Likert scale from 0 
(never) to 6 (every day) and are accompanied by six open-
ended questions, with the latter not used in scale score 

computation. Given that previous studies did not support 
the proposed factor structure of the EDE-Q in men [69], 
we only report the overall mean score based on the atti-
tudinal items (ωmen = 0.93; ωwomen = 0.96). 

Extending upon previous studies, we also assessed 
additional disordered eating and associated symptoms. 
First, the Duesseldorf Orthorexia Scale [DOS]; [70] was 
used to assess the preoccupation with healthy eating and 
related behaviors over the past week. Te scale consists of 
ten items, each of which contains a statement (e.g., “I pri-
oritize healthy eating over pleasure”) rated on a 4-point 
scale ranging from 1 (this does not apply to me) to 4 (this 
applies to me). Te total score is computed as the sum of 
all items (ωmen = 0.85; ωwomen = 0.86). 

Second, symptoms related to avoidant/restrictive food 
intake disorder (ARFID) were assessed with the modifed 
version of the Eating Disorders in Youth-Questionnaire 
[EDY-Q]; [71], which, despite the word “youth” in its 
name, has been adapted and validated for use in German-
speaking adults [72]. Te questionnaire consists of 14 
items covering the three subscales food avoidance, selec-
tive eating, functional dysphagia, and issues related to 
underweight. Additional questions assessing pica, rumi-
nation, and weight/shape concerns (ARFID exclusion 
criteria) are not routinely used for scale score computa-
tion. Responses are recorded on a 7-point scale from 0 
(never true) to 6 (always true). Te total score was calcu-
lated as the mean of items 1 to 5 and 8 to 12 (ωmen = 0.66; 
ωwomen = 0.55), while subscale scores were computed as 
the means of their respective items, following the estab-
lished scoring conventions of the instrument. 

Finally, the validated German version of the Mus-
cle Dysmorphic Disorder Inventory [MDDI]; [73] was 
included, which assesses disturbances and behaviors 
associated with muscularity-related body image (e.g., 
the belief that one’s body is too skinny, hating one’s body, 
and experiencing depressed mood when not engaging in 
exercise). Te instrument consists of 13 items rated on a 
5-point scale from 1 (never) to 5 (always). Te total score 
(ωmen = 0.82; ωwomen = 0.70) and the scores for the three 
subscales (drive for size, appearance intolerance, and 
functional impairment; for reliability measures of sub-
scales see Supplementary Material/Table S1) were com-
puted as sum scores in accordance with the instrument’s 
convention. 

Help-seeking intentions 
Participants’ intentions to seek help were assessed using 
an item from the validated German version of the Stages 
of Change Questionnaire for Eating Disorders [SOCQ-
ED]; [74]. Te SOCQ-ED is grounded in the transtheo-
retical model of change [75]. It measures a participant’s 
motivation to change specifc ED symptoms and the 
overall intention to seek treatment for disordered eating. 

https://aspredicted.org/5T3_NH5
https://doi.org/10.17605/OSF.IO/EFN4V
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Participants respond to each item on a 7-point scale that 
refects the diferent motivational stages of the transtheo-
retical model of change (no need for therapy, precontem-
plation, contemplation, preparation, action, maintenance, 
termination; coded from 0 to 6). 

Stigma-related perceptions of disordered eating in men 
Due to the absence of an existing (German) measure 
on stigma-related perceptions of EDs in men, we previ-
ously developed a set of seven items based on the lived 
experiences of men with EDs, which demonstrated fac-
torial validity [52, 76]. Te items capture a diverse range 
of men’s perceived ED-related stigma (e.g., “Eating dis-
orders are women’s diseases”, “Doctors take eating disor-
ders less seriously in men than in women”, “It is better for 
a man to not admit having an eating disorder”). Te items 
were rated on a 4-point scale from 1 (completely disagree) 
to 4 (completely agree) and aggregated as a total mean 
score (men: McDonald’s ω = 0.74; women: McDonald’s 
ω = 0.64), such that higher values indicated higher per-
ceived stigma. A comprehensive list of the items is pre-
sented in Table 1. 

Data aggregation and analysis 
All questionnaires were aggregated per their respective 
conventions. Variable values are reported as means (M) 
and standard deviations (SD) for metric data, and as fre-
quency (N) and percent (%) for categorical data. 

Te reliability of the measures was evaluated using 
McDonald’s ω [77]. Values above 0.80 indicate good, 
above 0.70 acceptable, and below 0.50 unacceptable inter-
nal consistency [78, 79]. Terefore, although the EDY-Q 
scores in women showed lower internal consistency, the 
measure was retained for analysis due to its validation in 
earlier research. 

To assess the bivariate associations between various 
assessments, we used Pearson correlations. For group 
comparisons we used t-tests for continuous and chi-
square tests for categorical data. Where applicable, efect 
sizes were estimated. In the case of continuous data, 
this was Cohen’s d, whereby |d| ≥ 0.80 refects a large-
sized, 0.79 ≤ |d| ≤ 0.21 a medium-sized, and |d| ≤ 0.20 
a small-sized efect [62]. In the case of categorical data, 
we computed Cramér’s V. A Cramér’s V = 0.50 refects 
a large-sized efect, V = 0.30 a medium-sized efect, and 
V = 0.10 a small-sized efect [62]. 

Moderation analyses with the various scores for disor-
dered eating symptoms as the independent variable X, 
stigma-related perceptions of EDs in men as the mod-
erator W, and help-seeking intentions as the dependent 
variable Y were performed using the PROCESS macro 
version 4.2 [80], with bootstrapped (5,000 samples) 
bias-corrected 95% confdence intervals (CI), to ensure 
the robustness of the estimates and address potential Ta
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sampling variability. We included sexual orientation as a 
covariate in the moderation models (coded as orientation 
towards women, men, women & men, other, not stated), 
given that members of sexual minority groups show 
heightened risk for EDs and multiple stigma [81], face 
unique barriers in help-seeking [82]. Independent and 
moderator variables were mean-centered. Simple slopes 
were evaluated at the moderator mean (M) and M ± 1 SD 
and, more granular, using the Johnson-Neyman tech-
nique [83]. We computed moderation analyses separately 
for men and women focusing on the specifc nature of the 
moderation efect within each gender, instead of facing 
the complexity of statistically identifying and interpreting 
three-way interactions [80]. 

All statistical analyses were performed in IBM SPSS 29 
[84]. Te threshold for statistical signifcance in all analy-
ses was defned as p < .05. We used case-wise exclusion 
across analyses for missing data. Plots were created using 
the ggplot2 package version 3.5.1 [85] in R version 4.4.1 
[86] in case of interaction plots for simple slope analysis. 
To examine the conditional efects of predictor variables 
at diferent levels of the moderator, Johnson-Neyman 
plots were generated using the johnson_neyman() func-
tion from the interactions package in R [87]. Tese plots 
visually depict regions of statistical signifcance and non-
signifcance across the range of the moderator variable. 

Results 
Sample characteristics 
Two individuals were excluded due to implausible 
weight and age data. Table  2 provides an overview of 
the sociodemographic characteristics of the samples, 
along with disordered eating symptoms and intentions to 
seek help. As expected from the selection of individuals 
without EDs, the overall level of symptom endorsement 
was relatively low in both groups. While there were no 
diferences between genders regarding orthorexic and 
avoidant-restrictive eating symptoms, women endorsed 
signifcantly more symptoms measured by the EDE-Q. 
In contrast, men reported more muscularity-oriented 
disordered eating symptoms overall and regarding the 
preoccupation with increasing muscle size (DS) and dis-
satisfaction regarding their appearance (AI), but not 
regarding interference with daily functioning (FI). Fur-
thermore, women reported signifcantly higher levels 
of stigma-related perceptions of EDs in men and more 
pronounced help-seeking intentions compared to men. 
Te EDE-Q scores correlated positively with both the 
scores for muscularity-oriented disordered eating and 
orthorexic eating in men and women, while no signifcant 
correlation was observed with the avoidant-restrictive 
disordered eating symptom scores. Help-seeking inten-
tions correlated positively with disordered eating symp-
toms in both genders, except for the avoidant-restrictive 

disordered eating symptoms. Age in both men and 
women exhibited a negative correlation with muscle dys-
morphic symptoms, but no signifcant correlation was 
found with the other eating-related scores (see Table 3). 
Non-heterosexual women, compared to their hetero-
sexual peers, showed a signifcantly higher likelihood of 
seeking help. Apart from that, there were no observable 
diferences in stigma endorsement and the intention to 
seek help by sociodemographic features within gender 
groups (see Supplementary Material/Table S2). 

Men’s ED-stigma and help-seeking in men 
Te moderator analysis with EDE-Q scores as the inde-
pendent variable, stigma-related perceptions of EDs in 
men as the moderator, and help-seeking intentions as the 
dependent variable, while controlling for participants’ 
sexual orientation as a covariate, yielded signifcant 
results, R² = 0.15. As hypothesized, higher EDE-Q scores 
correlated positively with enhanced help-seeking inten-
tions. Stigma-related perceptions were not associated 
with help-seeking intentions. However, and as expected, 
stigma-related perceptions moderated the association of 
symptom severity and help-seeking intentions in men, 
R²change = 0.02. Consistent with our hypotheses, simple 
slope analysis (see Fig.  1) showed that the association 
between symptom severity and help-seeking inten-
tions diminished as levels of stigma-related perceptions 
increased, b− 1SD = 0.47, bM = 0.36, b+ 1SD = 0.25. Although 
this moderation efect remained signifcant throughout 
the evaluated mean ± 1 SD levels, all ps ≤ 0.001, the more 
detailed Johnson-Neyman analysis indicated that EDE-Q 
scores were signifcantly associated with help-seeking 
intentions only up to a stigma-related perceptions score 
of 2.79, beyond which the association became non-signif-
icant (see Fig. 2). 

Additionally, we investigated the moderating efects of 
stigma-related perceptions on the associations between 
other disordered eating symptoms and help-seeking 
intentions (see Table 4). Regarding orthorexic symptoms, 
the independent variable, moderator, and their interac-
tion accounted for signifcant variance in help-seeking 
intentions, R² = 0.08. Higher orthorexic symptom scores 
correlated with increased help-seeking intentions. How-
ever, stigma-related perceptions were neither associated 
to help-seeking intentions, nor did they moderate the 
impact of orthorexic symptoms on help-seeking inten-
tions. Te model employing muscle dysmorphic dis-
ordered eating scores as the independent variable also 
accounted for signifcant variance in help-seeking inten-
tions, R² = 0.04. Higher muscle dysmorphic symptoms 
scores were positively associated with help-seeking inten-
tions. Stigma-related perceptions independently were 
not associated with help-seeking intentions, and did not 
moderate the efect of the muscle dysmorphic symptoms 
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Table 2 Sample characteristics, disordered eating symptoms, stigma-related perceptions, and help-seeking intentions 
Men (n = 242) Women (n = 249) t(df) X² p d V 

Parameter Total Total 
Age (years) 32.77 (11.07) 28.69 (9.62) 4.36 (476) < 0.001 0.39 
BMI (kg/m²) 25.12 (3.85) 22.83 (3.77) 6.67 (489) < 0.001 0.60 
Sexual orientation: Attracted to … 
Women 209 (86.40%) 20 (8.00%) 305.67 (4) < 0.001 0.79
 Men 23 (9.50%) 168 (67.50%) 
Women & men 8 (3.30%) 53 (21.30%)
 Other 1 (0.40%) 0 (0.00%)
 Not stated 1 (0.40%) 8 (3.20%) 
German language profciency
 First language 216 (89.30%) 207 (83.10%) 3.96 (2) 0.138 0.09
 Fluent 23 (9.50%) 36 (14.50%)
 Basic profciency 3 (1.20%) 6 (2.40%) 
Education
 Less than 12 years 36 (14.90%) 38 (15.30%) 0.01 (1) 0.905 0.01
 12 years or more 206 (85.10%) 211 (84.70%) 
Migration background 
Yes 54 (22.30%) 72 (28.90%) 2.80 (1) 0.094 0.08
 No 188 (77.70%) 177 (71.10%) 
Marital status
 Single 170 (70.20%) 194 (77.90%) 4.00 (2) 0.136 0.09
 Married 66 (27.30%) 49 (19.70%)
 Divorced 6 (2.50%) 6 (2.40%) 
Widowed 0 (0.00%) 0 (0.00%) 
Living circumstances
 One-person household 67 (27.70%) 66 (26.50%) 1.05 (2) 0.593 0.05
 Multi-person household 175 (72.30%) 182 (73.10%)
 Not stated 0 (0.00%) 1 (0.40%)
 EDE-Q 1.28 (1.02) 1.72 (1.31) − 4.16 (467) < 0.001 -0.37
 DOS 18.04 (5.14) 18.56 (5.24) − 1.11 (489) 0.267 − 0.10
 EDY-Qa 1.29 (0.81) 1.25 (0.73) 0.69 (478) 0.488 0.06
 EDY-Q FAEDa 1.38 (1.10) 1.42 (0.99) − 0.45 (463) 0.657 − 0.04
 EDY-Q SEa 1.91 (1.42) 1.90 (1.52) 0.04 (478) 0.972 0.00
 EDY-Q FDa 0.24 (0.79) 0.31 (0.77) − 0.91 (478) 0.365 − 0.08
 MDDI 27.75 (8.38) 25.41 (7.05) 3.34 (470) 0.001 0.30
 MDDI DS 12.05 (4.62) 8.98 (3.73) 8.10 (463) < 0.001 0.73
 MDDI AI 8.60 (3.68) 9.84 (3.89) − 3.61 (489) < 0.001 − 0.33
 MDDI FI 7.1 (3.27) 6.60 (3.04) 1.76 (489) 0.079 0.16
 Stigma 2.04 (0.47) 2.18 (0.38) − 3.64 (460) < 0.001 − 0.33
 Help-Seeking Intentions (SOCQ-ED) 0.38 (0.98) 0.90 (1.77) − 4.03 (390) < 0.001 − 0.36 
Values are shown in n (%) or means and standard deviations (in brackets). Min Minimum Value, Max Maximum Value, EDE-Q Eating Disorder Examination-
Questionnaire, DOS Duesseldorf Orthorexia Scale, EDY-Q Eating Disorders in Youth-Questionnaire, FAED food avoidance emotional disorder, SE selective eating, 
FD functional dysphagia, MDDI Muscle Dysmorphic Disorder Inventory, DS drive for size, AI appearance intolerance, FI functional impairment, Stigma Stigma-related 
perceptions of eating disorders in men, SOCQ-ED Stages of Change Questionnaire for Eating Disorders 
aN = 232 in men and N = 248 in women due to missing responses 

on the intention to seek help. Finally, avoidant/restric- help and ED symptoms measured by the EDE-Q in our 
tive disordered eating symptoms together with stigma men´s sample. Tis efect was not observed for symp-
and their interaction did not account for signifcant vari- toms assessed by any other measurement instrument in 
ance, R² = 0.04. Tese symptoms, thus, were unrelated this group. 
to help-seeking intentions and were not moderated by 
stigma-related perceptions. In summary, we identifed Men’s ED-stigma and help-seeking in women 
a moderating efect of stigma-related perceptions spe- In the women’s sample, the model, which included 
cifcally on the association between intentions to seek ED symptoms assessed by the EDE-Q as independent 
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Table 3 Bivariate variable correlations for the men and women sample 
Variable 1 2 3 4 5 6 7 
1. Age 1 0.24** 0.03 − 0.04 − 0.04 − 0.14* − 0.03 − 0.03 
2. BMI 0.32** 1 0.50** 0.05 − 0.23** 0.07 − 0.02 0.07 
3. EDE-Q 0.08 0.44** 1 0.52** 0.10 0.56** 0.12 0.20** 
4. DOS − 0.07 0.04 0.50** 1 0.13* 0.52** 0.03 0.19** 
5. EDY-Qa − 0.12 − 0.26** 0.06 0.15* 1 0.28** 0.04 0.00 
6. MDDI − 0.17** − 0.02 0.58** 0.49** 0.39** 1 0.06 0.24** 
7. Stigma − 0.11 − 0.14* 0.08 0.21** 0.09 0.20** 1 0.01 
8. SOCQ-ED 0.04 0.16* 0.36** 0.26** 0.04 0.16* − 0.03 1 
Men sample presented below and women sample above the diagonal, Nmen 242, Nwomen 249, BMI Body Mass Index, EDE-Q Eating Disorder Examination-Questionnaire, 
DOS Duesseldorf Orthorexia Scale, EDY-Q Eating Disorders in Youth-Questionnaire, MDDI Muscle Dysmorphic Disorder Inventory, Stigma Stigma-related perceptions 
of eating disorders in men 

Pearson correlations with pairwise case exclusion applied 
aN = 232 for men sample and N = 248 for women sample due to missing responses 

*p < .05. ** p < .01 

Fig. 1 Moderating efect of stigma-related perceptions of eating disorders in men on the association between eating disorder symptom severity and help-seeking 
intentions by gender. The fgure illustrates the linear association between eating disorder (ED) symptoms and the intention to seek help for an ED, moder-
ated by stigma-related perceptions of EDs in men among both men and women. The lines represent low, medium, and high levels of perceived stigma, 
categorized into tertiles for visualization purposes. ED eating disorder, EDE-Q Eating Disorder Examination-Questionnaire 

variable, also accounted for signifcant variance in help- severity and help-seeking intentions among women, 
seeking intentions, R² = 0.04. As assumed, higher EDE-Q R²change = 0.00 (Fig. 1). 
scores were positively correlated with an increase in help- We again examined whether stigma-related percep-
seeking intentions, and stigma-related perceptions were tions moderated the associations of the other disordered 
not associated with help-seeking intentions. In contrast eating symptoms with help-seeking intentions within the 
to the men´s sample, but as expected and consistent with women’s sample. (see Table 4). Te model incorporating 
the gender-specifcity hypothesis, stigma-related percep- orthorexic symptoms as independent variable accounted 
tions did not moderate the association between symptom for signifcant variance in help-seeking intentions, R² = 
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Fig. 2 Johnson-Neyman signifcance regions for the conditional efect of symptom severity on help-seeking intentions at diferent values of stigma-related per-
ceptions of eating disorders in men for the men sample. The efect is signifcant at stigma-related perceptions values below the dashed, vertical line (2.79 on 
a scale of 1 to 4). ED eating disorder, EDE-Q Eating Disorder Examination-Questionnaire 

0.04. Specifcally, higher orthorexic symptoms scores 
were associated with an increase in help-seeking inten-
tions. Conversely, stigma-related perceptions were 
neither themselves associated with help-seeking inten-
tions, nor did they moderate the association between 
orthorexic symptoms and help-seeking. Te model 
including muscle dysmorphic disordered eating symp-
toms as independent variable also accounted for signif-
cant variance of intentions to seek help, R² = 0.06. Data 
revealed that elevated muscle dysmorphic disordered 
eating symptoms scores were associated with increased 
intentions to seek help. However, neither were stigma-
related perceptions associated with greater help-seek-
ing intentions, nor did they moderate the association 
between muscle dysmorphic disordered eating symp-
toms and help-seeking intentions. Finally, the avoidant/ 
restrictive disordered eating symptoms scores exhibited 
no signifcant association with help-seeking intentions 
and were not infuenced by stigma-related perceptions 
in the women´s sample. Consequently, we found no evi-
dence to suggest that stigma-related perceptions of EDs 

in men moderated the association of disordered eating 
symptoms, as measured by any instrument, on help-seek-
ing intentions within the women´s sample. 

Discussion 
EDs are severe psychiatric conditions afecting individu-
als across all genders [11], though men remain under-
represented in specialized treatment settings [16] due to 
stigma and lower help-seeking rates [17, 38]. Tis study 
explored whether there is a gender-specifc facet of ED 
stigma, which uniquely impacts men’s intentions to seek 
help for disordered eating symptoms, focusing on dif-
ferences in symptom presentation and stigma’s potential 
role in reducing help-seeking across genders. We there-
fore examined whether stigma-related perceptions of 
EDs in men moderate the association between symptom 
severity and help-seeking intentions, assuming that the 
proposed stigma facet moderates this association specif-
cally in men but not in women. 

We found that both men and women exhibited greater 
intentions to seek help as the severity of perceived ED 
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symptoms increased across a wide range of symptoms. 
Te inclusion of these symptoms was guided by prior 
fndings indicating that disordered eating in men is asso-
ciated with muscularity-oriented, orthorexic, and avoid-
ant/restrictive behaviors [22, 88, 89]. Te treatment 
motivating impact of perceived ED symptoms was signif-
icant in all models except for avoidant/restrictive eating 
behavior in both genders, and muscularity-oriented dis-
ordered eating in men. Te former could be related to the 
low reliability of the EDY-Q found in this and other stud-
ies [52, 72]. Te latter could be interpreted as support-
ing the notion of a “feminized” social construction of EDs 
and its assumed contribution to stigma. While women 
are exposed to greater social pressures towards thin-
ness, men are increasingly subject to cultural pressures 
to achieve a lean yet muscular body, a body image ideal 
also known as the mesomorphic body ideal [90], which 
contributes to body image concerns, disordered eating, 
and symptoms characteristic of both EDs and muscle 
dysmorphia [91]. Tis mesomorphic ideal is not captured 
by traditional ED measures and difers from the dominat-
ing women-centered construction of EDs. Muscularity-
oriented ED symptoms may thus result in less distress 
and, consequently, lower help-seeking intentions in men, 
as they align with the socially desirable mesomorphic 
(“male”) body ideal, not typically associated with EDs 
in the public’s perception [92, 93]. Consistent with pre-
vious fndings [52] and our hypotheses, the impact of 
ED symptoms on help-seeking intentions decreased as 
stigma-related perceptions of EDs in men increased, but 
only in men and specifcally for “feminized” ED symp-
toms such as thinness and weight concerns (assessed via 
the EDE-Q). By contrast, no moderating efect of stigma 
was observed in regarding other symptom domains or 
among women, highlighting the gender-specifc nature of 
this stigma facet in a double manner. First, the exclusive 
occurrence with “feminized” (i.e., thinness-oriented) ED 
symptoms could be related to the fact that such symp-
toms in men violate masculine gender roles. EDs are 
commonly perceived, i.e., socially constructed, as “wom-
en’s disorders”. Tis manifests in newspapers, movies, and 
social media content [94, 95], and can also be observed 
in afected men themselves [96] and their related others 
[97, 98]. Second, the fnding that only men are afected 
indicates the gender-specifcity of the assessed stigma 
construct. Te fnding that women, compared to men, 
reported higher levels of perceived ED stigma towards 
men aligns with a body of literature that–despite some 
heterogeneity–has similarly observed that women in 
various countries and contexts show increased sensitiv-
ity to stigma [99–101]. As Kulesza et al. [99] discuss, this 
may be a result of women’s greater exposure to gender-
based discrimination in everyday life, which could sensi-
tize them to other forms of stigmatization such as mental 

health stigma. Alternatively, this fnding may be linked 
to sex diferences in the adherence to gender norms. An 
individual’s conformity to masculine norms – which is 
commonly higher in men – was found to predict higher 
ED stigmatization towards others [49]. Accordingly, men 
may be less likely to endorse stigma facets that confict 
with male gender norms or due to social desirability. Te 
gender-specifc efect of the assessed men’s ED stigma 
construct on men’s help-seeking found in our study is in 
line with gender theories [47, 50, 51], and supports the 
fndings from previous research highlighting that men 
with EDs may face unique challenges in the help-seeking 
process, with stigma as a particular barrier [38, 39]. 

Tese fndings have implications across multiple 
domains. On a governmental level, they can inform a 
human-rights based approach to healthcare [102] due 
to the identifcation of a treatment barrier for men that 
needs to be reduced. Further on, the results point towards 
the extension of existing interventions to reduce stigma 
in EDs that do not adequately address the perspective 
of men [103]. Tere is evidence that medical staf and 
researchers are not immune to the misconception of EDs 
as a “women’s disorder”. Men with EDs repeatedly report 
facing minimization and ignorance of their ED symp-
toms by medical staf [76]. Tus, our results add to the 
claim for the enrichment of specialized individual and 
community level treatment and self-help programs with 
men’s unique perspectives (e.g., self-stigmatization, mas-
culinity ideals). Finally, on a theoretical level, our fndings 
support a complex and multidimensional understanding 
of stigma and its potential intersection with aspects of 
gender. 

Strengths and limitations 
While the data supports several of our assumptions and 
aligns with previous research, it is essential to acknowl-
edge some limitations. First, we assessed a general pop-
ulation sample and excluded individuals who had ever 
received a formal ED diagnosis or signifcant higher-
weight status/obesity. Tis decision was made to spe-
cifcally examine the efects of a gender-related facet of 
stigma associated with EDs in men, without potential 
confounding infuences from prior ED-related treat-
ment experiences or other dimensions of stigma, such as 
weight-related stigma. Tus, the present fndings need 
to be replicated in a sample of individuals with EDs to 
demonstrate comprehensive validity. Second, we opted 
for a specifc conceptual focus on stigma and help-seek-
ing, whereby both are complex, multidimensional con-
cepts. While the study’s specifc conceptual focus and 
the economic method of assessment can be considered 
strengths, the use of single-item measures and a nar-
rowly defned scope may increase the risk of distortion 
and limit generalizability. Future studies should therefore 
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endeavor to develop and implement more comprehen-
sive psychometric measures that can capture stigma and 
help-seeking in their multidimensionality and systemati-
cally target underlying processes. To date, there is a lack 
of such validated instruments for use in German-speak-
ing countries. Our set of stigma items represents an efort 
in this direction, as it directly refects the lived experi-
ences of men with EDs [76], an underrepresented and 
under-researched group in EDs [104]. Tird, we opted 
to include the EDY-Q and the stigma measure despite 
their lower internal consistency in our women’s sample, 
given their prior validation and established relevance for 
assessing the targeted constructs in previous research. 
Nonetheless, the limited internal consistency should be 
considered when interpreting the fndings. Fourth, we 
examined the impact of stigma using a cross-sectional 
design and regarding the intent to seek but not the actual 
seeking of help, which restricts the ability to draw causal 
inferences from the observed associations especially 
regarding the actual seeking of help. Future research 
should continue to assess these relations longitudinally 
to assess whether help was sought, and what factors may 
hinder such decisions. Additionally, this study is based on 
a secondary analysis of data compiled from three distinct 
online survey datasets. Despite careful eforts to ensure 
consistency and accuracy, the possibility of data distor-
tion cannot be fully ruled out. As such, future research 
should replicate these analyses using an independent pri-
mary data collection, alongside comprehensive data qual-
ity assurance procedures. Fifth, we conducted separate 
moderation analyses for men and women to examine the 
specifc nature of the moderation efects within each gen-
der, avoiding the complexity associated with statistically 
identifying and interpreting three-way interactions [80]. 
To gain a more nuanced understanding of how interac-
tions between moderators may difer across genders (i.e., 
moderated moderation), future studies should aim to 
recruit larger samples, enabling more robust and detailed 
analyses, and assess a broader range of potential sociode-
mographic covariates. Sixth, although our approach 
accounts for specifc diversity factors to foster clearer 
interpretation, it omits others (e.g., gender-queerness, 
race/ethnicity), limiting conclusions regarding intersec-
tionality. Future research should explore additional eat-
ing disorder symptoms (e.g., binge eating) and examine 
diversity dimensions in greater depth, with particular 
attention to their complex intersectional interrelations. 

Conclusions 
EDs are an often underrecognized but increasingly sig-
nifcant health concern in men. Our fndings highlight 
perceived stigma of EDs in men as a potential help-seek-
ing barrier for men, discouraging help-seeking intentions 
and possibly impacting access to timely and specialized 

treatment. Tis applies to “traditional” or “feminized” ED 
symptoms, which may confict with masculine gender 
norms. Addressing such stigma of EDs in men is crucial 
for improving health outcomes and promoting gender 
equity in mental health care. Future interventions and 
health campaigns should focus on further dismantling 
and reducing ED stigma to ensure equitable access to ED 
diagnosis, treatment, and support for all individuals. 
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