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Abstract
Objective: Eating disorders stigmatization is common and is associated with greater eating
disorders symptom severity. This study sought to elucidate stigma internalization as a
potential mechanism underlying this association. Two central aspects of stigma
internalization were focused upon: alienation and social withdrawal.
Method: A cross-national sample of individuals with self-reported eating disorders (N = 260)
completed measures of eating disorders stigmatization, symptom severity, alienation, and
social withdrawal.
Results: The model evidenced excellent fit. Eating disorders stigmatization directly predicted
both alienation and social withdrawal, which, in turn, directly predicted symptom severity.
Indirect effect analyses indicated that greater eating disorders stigmatization ultimately
predicted greater symptom severity via alienation and social withdrawal. Moreover, social
withdrawal mediated the association of alienation with symptom severity. Fitting a direct
pathway from eating disorder stigmatization to symptom severity did not improve model fit.
Discussion: Our model provides a potentially useful account of the mechanisms by which
eating disorders stigmatization might worsen eating disorder symptom severity. Specifically,
the stigma internalization processes of alienation and social withdrawal may be important
factors linking stigmatization with symptom severity. The findings have implications for
clinicians attempting to help individuals with eating disorders to monitor and modify their

responses to eating disorders stigmatization.
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Introduction

The frequency of stigmatization of various psychological disorders is positively
associated with the symptom severity of these respective disorders (Livingston & Boyd,
2010). Consistent with these findings, studies of individuals with eating disorders have
shown that increased exposure to stigmatization is positively associated with the severity of
eating disorder symptoms (Griffiths et al., 2015). To date, however, quantitative analyses of
the relationship of eating disorders stigmatization with symptom severity have been bi-variate
in nature (Griffiths et al., 2015). While this literature suggests that stigma is associated with
eating disorder symptoms, a lack of more complex analysis has precluded an understanding
of how and under what conditions stigma results in symptom exacerbation. Thus, there is a
need to evaluate models of how the experience of eating disorders stigmatization worsens
symptom severity. Two mechanisms in particular may mediate this relationship, namely,
alienation and social withdrawal — both of which belong to a broader mechanism called
stigma internalization (Boyd, Adler, Otilingam, & Peters, 2014; Ritsher, Otilingam, &
Grajales, 2003).

Stigma internalization is the process by which an external experience of stigmatization
becomes part of one’s internal representation of oneself (Boyd et al., 2014; Ritsher et al.,
2003). For example, research shows that individuals with eating disorders are frequently told
that they are silly or childish for having an eating disorder (Griffiths et al., 2015).
Internalization of this stigma might entail the individual subsequently coming to believe that
they are indeed silly or childish for having an eating disorder. Another example of stigma

internalization would be that individual withdrawing from social interactions because they
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believe other people will view them as silly or childish for having an eating disorder. Thus,
stigma internalization is composed of both an affective (i.e., feelings of alienation from
others) and behavioural (i.e., withdrawal from social situations) component (Boyd et al.,
2014). The processes of stigma internalization are understood to be mediators in models of
the impact of stigmatization on psychological disorder symptom severity (\Vogel, Bitman,
Hammer, & Wade, 2013).

Our model, shown in Figure 1, proposes that increased exposure to eating disorders
stigmatization leads to increases in both the feelings of alienation and social withdrawal
aspects of stigma internalization. In turn, alienation and social withdrawal lead to increased
eating disorders symptom severity. Further, we propose that increased alienation predicts
increased social withdrawal, such that social withdrawal mediates the association of
alienation with eating disorder symptom severity.

Elaborating further, it is theorised that the experience of eating disorders stigmatization
causes an individual to feel that they are a ‘less than full” member of society (i.e., alienated).
In turn, feeling alienated causes social withdrawal by increasing social anxiety and reducing
the quality (perceived and/or actual) of social experiences (Ritsher et al., 2003). Here, the
central positioning of social withdrawal in the model reflects both theory and empirical
findings suggesting that social withdrawal is a key variable that worsens eating disorder
symptom severity (Etkin, Bowker, & Scalco, 2016; Rieger et al. 2010; Treasure & Schmidt,
2013). Because social withdrawal is the behavioural consequence of feeling alienated from
others, the impact of alienation on symptom severity must flow, in part, through its impact on

social withdrawal (Ritsher et al. 2003). In turn, social withdrawal is theorized to worsen
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symptom severity by causing a decrease in the provision of coping resources (both physical
and emotional) and an increase in the frequency and severity of negative affect (Leonidas and
Santos, 2014). Elaborating further, social withdrawal may cause an individual to rely less
upon their dwindling social resources and more upon maladaptive coping strategies,
including dietary restriction, binge eating, and/or purging (Leonidas and Santos; Rieger et al.
2010). Moreover, negative affect is a known maintaining factor of eating disorders, and thus,
an increase in negative affect due to social withdrawal will exacerbate symptom severity
(Fairburn, Cooper, & Shafran, 2003). Finally, because alienation is itself a form of negative
affect, it is theorized that feelings of alienation will directly exacerbate symptom severity
(Fairburn, Cooper, & Shafran, 2003).

We evaluated a model explaining how eating disorders stigmatization might worsen
eating disorders symptom severity via the stigma internalization processes of alienation and
social withdrawal. We hypothesized that i) eating disorders stigmatization would ultimately
predict symptom severity via alienation and social withdrawal; and that ii) the association of
alienation with symptom severity would be mediated by social withdrawal.

Method
Procedure
Electronic advertisements soliciting individuals who were “currently diagnosed with an
eating disorder” were disseminated via eating disorders charities and organisations located
predominantly in Australia, the United States (US), and the United Kingdom (UK).

Participants completed a self-report online questionnaire with a counterbalanced order-of-
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presentation. The study procedure was approved by the Behavioural and Social Sciences
Human Ethics Sub-Committee at the University of Melbourne.
Participants

Participants were 260 individuals with self-reported anorexia nervosa (46.9%), OSFED
or EDNOS (24.6%), bulimia nervosa (18.9%), or binge eating disorder (5.7%). All
participants confirmed that their diagnoses were explicitly given to them by a healthcare
professional. Participants’ symptom data (as measured by the Eating Disorders Examination
— Questionnaire; EDE-Q; Fairburn & Beglin, 1994) were consistent with their self-reported
eating disorder diagnoses (see Supplementary Table A) and approximated published clinical
norms (Smith et al., 2017).

Demographic characteristics

Participants (Mage = 27.23 years, SDage = 8.15) were predominantly female (93.4%),
White (93.4%), heterosexual/straight (76.3%), University educated (73.8%), employed
(53.1%), and living in Australia (51.5%), the US (18.5%), or the UK (11.5%). Participants
were equally likely to be single (46.5%) or in-a-relationship (47.8%).
Measures

Eating disorder symptoms. We used the Global score of the EDE-Q to measure eating
disorder symptoms. Response options were anchored at zero (“no days” / “not at all””) and six
(“every day” / “markedly”). Psychometric properties of the EDE-Q are satisfactory (Peterson
etal., 2007).

Eating disorders stigmatization. We used the Discrimination Exposure subscale of

the Internalised Stigma of Mental IlIness scale (ISMI; Ritsher et al., 2003), modified and
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validated for use in a previous (independent) sample of individuals with eating disorders
(Griffiths et al., 2016), to measure eating disorders stigmatization. Example items include
“People discriminate against me because | have an eating disorder” and “People often
patronize me, or treat me like a child, just because | have an eating disorder”. The response
scale is anchored at one (“strongly disagree”) and four (“strongly agree”). Higher scores
indicate greater stigmatization.

Alienation. We used the Alienation subscale of the modified ISMI to measure
participants’ feelings of being a ‘less than full” member of society due to their eating
disorder. Example items include “I feel inferior to others who don’t have an eating disorder”
and “I feel out of place in the world because | have an eating disorder”. Higher scores
indicate greater alienation.

Social withdrawal. We used the Social Withdrawal subscale of the modified ISMI to
measure participants’ social withdrawal due to their eating disorder. Example items include
“| stay away from social situations in order to protect my friends and family from
embarrassment”, and “l don’t talk about myself much because | don’t want to burden others
with my eating disorder”. Higher scores indicate greater social withdrawal.

Statistical analyses

First, we calculated descriptive statistics and conducted Pearson correlations for the
model variables. Second, we evaluated our model using a maximum likelihood estimator.
Indirect effects were estimated using bootstrapped confidence intervals (10,000 resamples).
We used Hu and Bentler’s (1999) thresholds to gauge adequate fit: a non-significant 5 test,

RMSEA < .08, CFI > .95, TLI > .95, and SRMR < .08. Missing data were estimated using
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full information maximum likelihood; however, very little data were missing (0.22% of
overall item-level data). Our sample size offered inadequate statistical power to examine the
model for participants with specific eating disorder diagnostic subtypes (e.g., for only those
participants with anorexia nervosa).
Results

Descriptive statistics, Cronbach’s alphas, and inter-correlations for the model variables
are shown in Table 1. Fit indices indicated excellent fit: we observed a non-significant 5* test
(4 =0.01, df = 1, p = .713), favourable CFI (1.000), TLI (1.019), and SRMR (0.004)
statistics, and a favourable RMSEA statistic (0.000, 90% confidence interval [CI] = [0.000,
0.119]) with a high probability of close fit (p RMSEA < .05 =.789). As shown in Figure 1,
all paths were significant (ps < .001). Increased exposure to eating disorders stigmatization
predicted increased social withdrawal and increased alienation. In turn, increased alienation
predicted increased social withdrawal. Finally, increased social withdrawal and increased
alienation predicted greater symptom severity. We observed a significant total indirect effect
of eating disorders stigmatization on eating disorder symptom severity via alienation and
social withdrawal, B = .26, 95% CI = .18, .34. Moreover, we observed a specific significant
indirect effect of alienation on symptom severity via social withdrawal; § = .11, 95% CI =
.06, .17. Fitting a direct path from eating disorders stigmatization to symptom severity did not
significantly improve model fit (Ay* < .01, p > .05). The model explained 25% of the
variance in eating disorder symptoms (p < .001).

Discussion
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We evaluated a model explaining how exposure to eating disorders stigmatization
might worsen eating disorder symptom severity. Our findings supported our study
hypotheses. Greater eating disorders stigmatization ultimately predicted greater eating
disorder symptom severity via intermediary increases in both alienation and social
withdrawal. Moreover, social withdrawal mediated the association of alienation with eating
disorder symptom severity. Thus, our model provides a potentially useful account of the
mechanisms by which eating disorders stigmatization worsens eating disorder symptom
severity.

Our findings suggest that the stigma internalization processes of alienation and social
withdrawal may be important factors linking eating disorders stigmatization with symptom
severity. The effects of social withdrawal on symptom severity, including both directly and as
a mediator of the effect of alienation, corroborates previous research suggesting that social
withdrawal is a key variable that may compound the severity of eating disorders (Treasure &
Schmidt, 2013). Specifically, increased feelings of alienation caused by eating disorder
stigmatization may compel an individual to gradually withdraw from the social support
structures that guard against deteriorations in their eating disorder.

In addition, the findings suggest that destigmatization efforts may be improved by
targeting stigma internalization processes. For example, stigma researchers have suggested
that therapists and anti-stigma initiatives try to build “stigma resistance” in individuals with
psychological disorders (Firmin et al., 2016; Griffiths et al., 2014). An intervention to build
stigma resistance may, for example, target feelings of alienation and re-frame these into

feelings of injustice, with a view to ‘pushing back’ against the source of the stigmatization.
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To this end, studies of stigma resistance have shown promise, including for individuals with
eating disorders (Firmin et al., 2016; Griffiths et al., 2014). Combining such interventions
with behavioural activation to reduce social withdrawal may add value to these efforts.

Limitations of the study are noteworthy. First, our study was cross-sectional; thus, we
could not test the directionality of our hypotheses. Relatedly, it could be argued that increases
in eating disorder symptoms may elicit both social withdrawal (insofar as the individual
becomes increasingly focused on eating, shape, and weight) and eating disorder
stigmatization (insofar as this withdrawal reinforces others’ negative perceptions of the
individual and/or results in a failure to disconfirm others’ negative perceptions). Second,
participants’ eating disorder diagnoses were self-reported, although we note that participants’
symptom profiles matched their self-report diagnoses and approximated (and somewhat
exceeded) published clinical norms (Smith et al., 2017). Nevertheless, it is possible that our
study methodology may have under-estimated participants’ true level of eating disorder
symptoms (Mond et al., 2014) or over-represented highly symptomatic individuals. Third,
our modest sample size precluded an analysis of our model for individuals with specific
eating disorder subtypes.

In conclusion, we evaluated a model of how eating disorders stigmatization might
worsen eating disorders symptom severity by focusing on stigma internalization processes;
namely, alienation and social withdrawal. Our findings suggest that the model provides a
potentially useful account of the mechanisms by which eating disorders stigmatization

exacerbates eating disorder symptom severity. Our findings also suggest that alienation and
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social withdrawal are potentially important targets for clinician-led initiatives to cultivate

resistance to eating disorders stigmatization.
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Supplementary Table A. Eating disorder symptom data for the full sample and for the sample stratified by eating disorder subtype.

Variable Full sample Sample stratified by eating disorder subtype
Anorexia nervosa Bulimia nervosa OSFED or EDNOS  Binge eating disorder
M SD Mdn M SD Mdn M SD  Mdn M SD  Mdn M SD Mdn
Body Mass Index 2215 691 20.20 18.64 452 1833 2447 425 2318 2324 517 2178 3454 6.75 33.89
EDE-Q Global score 4.42 117 477 439 120 480 455 121 484 467 093 486 432 081 461
EDE-Q Dietary restraint 3.86 166 420 408 152 420 388 164 410 392 164 470 276 162 290
EDE-Q Eating concerns 3.86 137 400 360 053 380 415 150 440 398 116 4.00 381 144 420
EDE-Q Shape concerns 4.97 124 538 489 132 545 504 120 550 537 083 556 510 065 519
EDE-Q Weight concerns 4.66 137 500 457 141 500 480 140 520 498 104 530 499 081 510
EDE-Q Obijective binges 411 736 000 280 758 0.00 1458 1197 1000 566 659 250 1444 11.44 12.00
EDE-Q Subjective binges 3.82 707 000 800 721 10.00 1347 1142 1000 580 7.39 250 1011 853 9.00
EDE-Q Self-induced vomiting 409 1593 0.00 530 1590 0.00 17.70 23.27 1500 354 6.49 000 094 377 0.00
EDE-Q Laxative use 1.00 365 000 215 737 000 089 216 000 236 428 000 0.00 0.00 0.00
EDE-Q Compulsive exercise 6.14 9.06 0.00 988 1047 500 483 787 000 992 1013 850 089 256 0.00
Notes:

EDE-Q: Eating Disorders Examination — Questionnaire (Fairburn & Beglin, 1994)
OSFED: Other Specified Feeding or Eating Disorder

EDNOS: Eating Disorder Not Otherwise Specified

M: mean

SD: standard deviation

Mdn: median
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Table 1. Descriptive statistics and Pearson correlation coefficients for the variables included in the path model.

Variable M SD Mdn Cronbach’s « 1. 2. 3. 4.
1. Eating disorders stigmatisation 2.19 0.74 2.20 .85 - 34* 59* 25%
2. Alienation 3.12 0.57 3.17 A7 - 53* 44>
3. Social withdrawal 2.65 0.68 2.67 .82 - 43*
4. Eating disorder symptoms 4.42 1.17 4.77 .93 -
Notes:

M: mean

SD: standard deviation
Mdn: median
*:p<.001
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