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SUMMARY
Objective
Despite the ever-increasing number of cases of Eating Disorders (EDs) detected in the male 
gender, almost all the literature review is focused on the female population. Therefore, the 
main aim of this research is to offer a valuable and updated contribution to the literature 
about the contemporary overview of EDs in male subjects, in order to activate more focused 
clinical reflections on specific differences with the female gender so as to provide guidance 
to professionals toward a better diagnostic and therapeutic understanding.

Methodology
In order to achieve the objective of the present study, an investigation of the computer-
ized scientific literature has been conducted through the analysis of some major databases, 
among which PubMed, PsycINFO, and ResearchGate. A set of key words has thus been 
identified: “males,” “eating disorder,” “anorexia nervosa,” “bulimia nervosa,” “binge eating 
disorder,” and “muscle dysmorphia”. Studies showing similarities and differences with the 
female gender in terms of epidemiology, clinical specifications, diagnostic, and therapeutic 
features have been extrapolated with the aim of providing a theoretical-clinical update on the 
topic examined. 

Results
From an epidemiological point of view, ED cases in males, although showing a lower inci-
dence than in females, have been steadily increasing in recent years. Although they share 
some clinical aspects, ED in males differ from those found in females with respect to some 
concepts like the body ideal, the use of compensatory methods, and, more generally, severity 
and comorbidity with other psychiatric disorders. Several studies have also found that ho-
mosexual and bisexual males tend to develop ED more easily than both heterosexual males 
and the female population as a whole. Some studies, moreover, have also recorded the pres-
ence of ED in males in non-Western populations, highlighting how the prevalence affects 
more and more geographical areas. With regard to treatment, the few studies realized agree 
in highlighting the overlap of therapeutic strategies for both sexes, both quantitatively and 
qualitatively. Indeed, the guidelines suggest for both males and females a multidisciplinary 
approach consisting of psychotherapeutic, nutritional, medical, and pharmacotherapeutic 
interventions. There also does not seem to be significant differences in the course of the 
disorder, except for a slightly more favorable trend in the male subject.

Conclusions
Despite the fact that literature review on ED in males has considerably grown in recent years, 
it is of utmost importance to continue to investigate it, since several aspects still remain to 
be deepened by future research. Among them, in addition to specific diagnostic indications, 
some areas related to gender differences at the level of phenomenology, of onset, of symp-
tom manifestations, of comorbidity, and of outcome are still under-investigated. In addition, 
specific psychodiagnostic tools exclusively designed for the male population are still lacking. 
Similarly, it might also be appropriate to think about specific ED males-calibrated treatments. 
Finally, most studies on eating disorders in males have focused almost exclusively on the 
Western population, and far fewer have considered other ethnicities, although some research 
has found high rates of ED among other foreign populations.
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Introduction
Eating Disorders (ED) represent a heterogeneous set 
of clinical pictures with multifactorial etiology having in 
common intense preoccupation with food consumption, 
weight, and body shape 1. From a diagnostic perspec-
tive, the DSM-5 describes six main forms of ED: Pica, 
Rumination Disorder, Avoidant/Restrictive Food Intake 
Disorder, Anorexia Nervosa (AN), Bulimia Nervosa (BN), 
and Binge Eating Disorder (BED). The first three forms 
cited tend to occur more frequently in the developmen-
tal age, while the other three tend to onset more often 
in adolescence  2; evidence that is changing in recent 
years since we are observing an increasingly lowering 
of the threshold age of onset even in cases of AN and 
BN 3,4. Among the major changes from the previous edi-
tion, both the amenorrhea criterion for AN and the diag-
nostic category of “Disorders Not Otherwise Specified” 
were eliminated in DSM-5. These changes have result-
ed, at least partially, in a less only-female-centered pop-
ulation framing, in a lower frequency of residual diag-
noses, and, overall, also in a more accurate estimation 
of ED cases 5,6. With specific regard to the prevalence 
of gender, while in the past it stood at a male-to-female 
ratio of 1:11 7, more recent data indicate a ratio of 1:4 8. 
Moreover, in the case of BED, the range further narrows 
to a male-to-female ratio of 3:4 9. These data therefore 
suggest a growth of ED in the male population as well, 
although according to some researchers, these data 
would still be underestimated  10. This, at least in part, 
could be due to the absence of specific parameters for 
male cases, which in turn leads to a major difficulty in 
making diagnoses, so that symptoms are often consid-
ered sub-threshold, or are not sufficiently understood or 
often even overlooked unless they become particularly 
severe 11,12. An example of this is given by individuals 
who are consistent with the diagnosis of muscle dys-
morphia, which is not properly estimated as ED case 
because this condition has not yet been appropriately 
classified as a clinical manifestation of the ED spec-
trum 13, but rather as a body dysmorphic disorder. An-
other hypothesis for the underestimation could depend 
on the fact that, since it has always been considered as 
a purely female condition, males themselves are often 
reluctant to admit that they suffer from ED, so several 
years pass between the onset of symptoms and the 
actual taking in charge 5. Therefore, proper diagnostic 
assessment is particularly important as it allows the ap-
propriate estimation and classification of male EDs.

Epidemiology
From an epidemiological point of view, according to re-
cent studies, the prevalence of ED male cases reaches 
about 25% of the general population 14. However, in the 
clinical population, the prevalence rates range from 5 

to 11% 15. In addition, if only adolescence age is con-
sidered, the rate is 1.2% of cases at age 14, 2.6% at 
age 17, and 2.9% of cases at age 20 16. From a diag-
nostic point of view, 0.16-0.3% of male cases meet the 
criteria for a diagnosis of AN 8-17, 0.1-0.5% for a diag-
nosis of BN 7, and 1.1-3.1% for a diagnosis of BED 18. 
In addition, when also considering preadolescents who 
require treatment for ED, studies show that about 14% 
of cases are diagnosed with “Avoidant/Restrictive Food 
Intake Disorder”, among them, up to 35% are males 19. 
Regarding the age of the disorder onset, gender com-
parison studies show a later onset in male cases than 
females. Specifically, in AN and BN cases, the age of 
onset in females is between 14-15 years, and in males 
between 19-20 years 20,21. Moreover, in BED the onset is 
even later and majorly affects young adults 22.

Diagnostic and general features and genders 
differences
From a diagnostic point of view, despite the changes 
made by the DSM-5, as mentioned earlier, nosographic 
criteria are still primarily focused on eating disorders in 
the female population, without valuable corresponding 
alternatives for the male gender. One example is the 
BMI (body mass index) indices, whose parameters, 
being calibrated for the female population, are not al-
ways appropriate for male subjects 23. Indeed, while in 
females weight loss reflects the severity of dysfunctional 
eating behaviors, in males even a normal weight condi-
tion may underlie an eating disorder, as in the case of 
muscle dysmorphia, in which the body ideal is aimed at 
increasing muscle and not at the pursuit of thinness 24. 
For this reason, some researchers propose using other 
anthropometric indices besides BMI 25. There are also 
differences in clinical characteristics between ED cases 
in males and females, such as compensation methods 
used to lose weight. Specifically, it appears that only 
12.5-26% of adolescent males use restrictive diets com-
pared to 38-50% of females  26,27. In addition, while fe-
males tend to use more diet pills (0.7-17% females vs 
0.1-4% males), laxatives (1.4-2% females vs 0.3-1.6% 
males) and self-induced vomiting (1-8.3% females vs 
0.4-1.7% males), males tend to favor physical activity or 
fasting as compensatory behaviors 26. Some differences 
also emerge from the perspective of psychiatric comor-
bidity. Especially in homosexual or bisexual males with 
BN and BED, anxiety or substance abuse disorders 
seem to be more frequent, while mood disorders would 
prevail in female subjects 28. As for AN, however, in fe-
males it seems to be connected to anxiety disorders, 
personality disorders and adjustment disorders, while 
in males there would be a greater comorbidity with psy-
chotic spectrum disorders  29,30. However, in the study 
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carried out by Fichter  31, the association with person-
ality disorders, particularly borderline and obsessive-
compulsive personality disorders, also emerged in 
males with ED. In addition, in both males and females 
with ED, the use of self-injurious conduct emerged, al-
though in males in a significantly lower percentage 32. 
Moreover, several studies have shown that a history of 
childhood sexual abuse is also present in males with 
ED, although with a less strong correlation than in fe-
males 33,34. However, it has been found that males with 
ED, compared to those who don’t suffer from ED, re-
port a higher incidence of physical violence, neglect, 
and childhood sexual abuse  35,36. A further distinction 
concerns the presence of a past history of obesity as 
a trigger for the onset of ED. In fact, although evidently 
present in both sexes, a history of overweight seems 
to be more frequent in males diagnosed with both AN 
and BN (45% males vs 15% females) and BED 20-22. In-
stead, a common feature in the etiology of ED in both 
males and females is the presence of perfectionism as 
a personality trait. Indeed, marked levels of perfection-
ism associated with insecurity, difficulty in interpersonal 
relationships, and a modest tendency to control, which 
have always been attributed to female patients, have al-
so been found in males, especially with AN 37. However, 
in males, perfectionism appears to be significantly cor-
related with fasting, while in females also with purgative 
behaviors 38. Furthermore, the tendency toward perfec-
tionism appears to moderate the relationship between 
body dissatisfaction and two critical components of 
male ED symptomatology: drive for muscularity and bu-
limic behaviors 39. From this perspective, perfectionism 
seems to be a determinant variable in pushing patients 
toward the use of behaviors aimed at modifying their 
physical appearance in an attempt to achieve a specific 
bodily ideal in which the body, recalling the concept of 
the post-modern body 40, seems to act as an envelope 
of social models that are no longer ethical but aesthetic 
and also seems to take on a dimension in which it tends 
to nourish itself more on enjoyment than pleasure.

Muscle dysmorphia and male body ideal 
As mentioned earlier, another important difference be-
tween ED in males and females concerns the concept 
of the body ideal itself. In fact, despite sharing the same 
body dissatisfaction, females seem to be more centered 
in wanting to achieve a lean body (“drive for thinness”) 
while males, on the other hand, are more centered in 
achieving a muscular body (“drive for muscularity”) 24-

41. More specifically, males would tend to follow strict 
diets associated with excessive exercise with the goal 
of achieving a hypertrophic body in terms of muscu-
lature 42. This behavior, referred to as “bulkig and cut-
ting” 43, typically presents a dual focus on both the side 

of pushing for thinness and the pursuit of muscle gain. 
During the phase defined as “bulking,” or the phase of 
muscle gain, nutrition is focused on excessive protein 
consumption and extremely rigid nutritional plans 44,45 to 
the point that deviation from these causes severe dis-
tress  46. The phase defined as “cutting,” on the other 
hand, involves an extreme reduction in caloric intake 
with the goal of decreasing fat mass and increasing 
muscle definition 44,45. This dietary restriction, however, 
may limit muscle development and trigger further dis-
tress with respect to body image, which in turn may lead 
to a maladaptive cycle of alternating between muscle 
building and dietary restriction  47. This clinical condi-
tion among males, moreover, had already been iden-
tified in the past years through a study conducted on 
bodybuilders and was named “muscle dysmorphia” or 
“reverse anorexia” 48 with reference to the fact that, as 
in anorexia, people despite being thin tend to perceive 
themselves as overweight. In muscle dysmorphia, on 
the contrary, subjects tend to see themselves as thin 
even when they have achieved an important muscular 
physique. From an epidemiological point of view, sev-
eral studies point out that this condition has increased 
significantly in recent decades from 15 to 43% 49, espe-
cially among athletes 14 and particularly bodybuilders 50. 
Similarly, studies conducted in in the United States have 
shown that up to 60% of teens report adopting these 
practices for the purpose of increasing muscle mass 51. 
Regarding the age of onset, muscle dysmorphia seems 
to appear in late adolescence, data that is consistent 
and in line with other eating disorders 52. From a diag-
nostic point of view, although muscle dysmorphia has 
been included in the DSM-5 as a body dysmorphism 
disorder, according to several researchers it should be 
more appropriately classified as a clinical manifestation 
of the ED spectrum 13. 

Gender identity and sexual orientation
Over the years, some studies on gender identity have 
found that people with gender dysphoria would also 
be more likely to develop ED, as a result of trying to 
achieve levels of thinness that would suppress their 
biological sex characteristics or accentuate desired 
gender characteristics  53. Similarly, a correlation be-
tween sexual orientation and ED has been shown in 
the male population 54,55. In particular, it was found that 
homosexual males exhibit more pronounced levels of 
body dissatisfaction, negative self-image, and are more 
likely to develop ED than both heterosexual males 56,57 
and the female population  58,59 as a whole. Similarly, 
bisexual males also tend to have more frequently ED 
diagnoses than heterosexuals  60. Overall, homosexual 
and bisexual males, compared to heterosexuals, also 
show more symptomatology and more extended use of 
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compensation methods 61 such as restrictive diets (9% 
homosexual vs 6% heterosexual), self-induced vomiting 
(21% homosexual vs 4% heterosexual), diet pills (19% 
homosexual vs 4% heterosexual) but also more binge 
eating (25% homosexual vs 11% heterosexual)  54,62-64. 
One of the possible hypotheses for the higher number 
of ED among homosexual and bisexual males might re-
late to the fact that, like the female population, they tend 
to center their self-esteem more on aesthetic standards 
and beauty ideals  65. For the same reason, adopting 
more feminine roles and behaviors could also in itself 
lead to an increased risk of developing ED  62,64,66. Fi-
nally, the increased pressure on physical appearance 
could be justified by the fact that, like females, they are 
the object of sexual attention from males  67, who, ac-
cording to some studies, would prefer their partners 
from an aesthetic point of view, who tend to be thin and 
of well-groomed appearance  68. Again, with regard to 
the sexual sphere, some studies have shown that in 
males with AN, compared to females, there is a higher 
rate of rejection of sexual activity 69. Specifically, about 
30% of the men did not report sexual urges, likely due 
to hormonal decrease due to underweight 70. Similarly, 
another study also found that 75% of cases showed de-
creased libido 71. In addition to this, they also showed 
sexual anxiety in front of both heterosexual and homo-
sexual behaviors. 72% of the study subjects were 18 
years old or even older, but despite having the age of 
majority, only 30% had been in a relationship with a girl. 
In addition, behaviors typical of the opposite sex dur-
ing childhood and adolescence were reported in 65% 
of the patients, and 20% said they would have preferred 
to be female.

Treatment, course, and outcome
With regard to the treatment, the few studies realized 
agree in highlighting the overlapping therapeutic strat-
egies for both sexes, both quantitatively and qualita-
tively 72. Indeed, the guidelines suggest for both males 
and females a multidisciplinary approach consisting of 
psychotherapeutic, nutritional, medical, and pharmaco-
therapeutic interventions that is absolutely identical for 
both males and females. Even with regard to the course 
of the disorder, there also does not seem to be signifi-
cant differences, except for a slightly more favorable 
trend in the male subjects. Specifically, in a follow-up 
study of 102 females and 36 males diagnosed with AN, 
both were found to be similar in both premorbid fea-
tures and in the stage of overt disease, including prog-
nosis  73. In another study  69, however, a high percent-
age of male patients with AN showed during follow-up 
stage the achievement of a body weight > 85% of the 
average weight of the nonclinical population, similar to 
what was found in females. Despite the improvement in 

parameters, however, none achieved a normal weight, 
and in most cases concerns about weight and nutri-
tion remained. It is notable, however, that males, com-
pared with females, tended to have a better prognosis 
and faster recovery. More generally, several studies re-
port symptom remission rates in males ranging from 1 
to 11%, and improvement in itself from 20 to 33% 74,75. 
These data are also consistent with another study 76 dur-
ing which it was found that males, with respect to out-
come, report higher rates of symptom remission follow-
ing integrated treatment compared to females. A more 
ominous prognosis in both AN and BN cases, how-
ever, correlates with the duration of the disorder, with 
associated medical complications, with the presence 
of impulsive behaviors, and with the presence of self-
induced vomiting as a compensatory mode 76. With re-
spect to mortality, research by Gueguen 77 found no dif-
ferences between the sexes during hospitalization, but 
some male patients instead died earlier than females 
after discharge. The deceased patients included crite-
ria such as higher age, lower BMI and a diagnosis of 
AN of the restricted subtype. More generally, the same 
study found a standardized mortality ratio in males with 
AN of 8.1 (95% CI 1.6-23.6) and specifically 13.2 (95% 
CI 2.7-38.6) for the restricted subtype. Another study 78 
showed, compared to the control population, a stand-
ardized mortality ratio in males of 3.6 (95% CI 1.4-9.4) 
in both AN and BN and BED cases. Again, there were 
no significant differences in deaths between males and 
females, however, as in the previous study, more males 
died during the follow-up. However, this finding, accord-
ing to the authors, could depend on the overall higher 
mortality rate in the general male population than in the 
general female population.

Conclusions
The studies carried out in recent years on ED on the male 
population have allowed a better understanding of the 
phenomenon and greater clarity in terms of epidemiol-
ogy, clinical and therapeutic features. Also the changes 
made by the DSM-5 to the category of dietary EDs have 
allowed a more accurate diagnosis for the male popula-
tion 6. However, although these changes have allowed 
an improvement in terms of diagnosis, it would have 
been appropriate to also include a specific indication 
that would take into consideration, in addition to the cri-
terion of a body ideal oriented to thinness, also the one 
directed to musculature, which, as emerged from the 
numerous studies, seems to be more specific in male 
subjects. In fact, precisely in view of the specificity of 
muscle dysmorphia in males, it would have been more 
appropriate to include this clinical picture among ED so 
as to enable more appropriate interception of sufferers. 
In parallel, in light of gender differences with respect to 
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body ideal, symptomatology, and comorbidity, it might 
be useful to produce further studies with the aim of un-
derstanding the phenomenology of ED in males even 
better. Furthermore, almost all psychodiagnostic instru-
ments have been calibrated for the female population; 
therefore, a future goal could be to produce tests and 
assessment tools specifically designed for males. Simi-
larly, although the guidelines have not yet considered 
different treatments based on gender, it might also be 
appropriate to consider specific therapies designed for 
the male population given that, despite sharing some 
clinical elements, there are specific differences with 
ED in females. At the same time, even with respect to 
outcome studies, almost all have focused only on AN, 
whereas other EDs should be appropriately investigat-
ed as well. Again, in view of the increased risk of devel-
oping ED especially among homosexual and bisexual 
males, research could be expanded to include those 
who fit the criteria of gender dysphoria and thus iden-
tify as transgender or gender fluid. Likewise, in view of 
the few studies present, it might be appropriate to thor-
oughly investigate the correlation between childhood 
trauma and ED even in males as a possible readout of a 
post-traumatic syndrome. Finally, most studies on ED in 
males have almost entirely examined subjects belong-
ing to the Western population, and far fewer have con-
sidered other ethnicities, although some research has 
shown high rates of ED, for example, even among La-

tino and African American boys 79-81. Similarly, it would 
be important to assess the presence and impact of ED 
in migrant people as well, since, taking into account 
the specific cultural meanings of body and nutrition 
for them, there are increasingly frequent cases that re-
port an overt and established diagnosis of AN or BN 40. 
Therefore, given the constant increase of the number of 
cases detected, it would be desirable for research to 
extend to other ethnic groups, so as to intercept dietary 
ED in other geographical areas as well.
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