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Introduction
Culture shapes how people understand food, bodies, appetite, health, gender, family, and self-control.
It influences which foods are available and valued, how meals are shared, what body sizes are
admired or stigmatized, and whether distress around eating is recognized as illness. Culture therefore
matters in the study of eating disorders, but it should not be used to explain them as simple products
of Western beauty standards or to decide that unusual eating is harmless whenever it appears
culturally familiar. Eating disorders are serious illnesses involving disturbances in eating behavior and,
depending on the disorder, body image, fear, loss of control, avoidance, or compensatory behavior.
The National Institute of Mental Health emphasizes that they affect people of all ages, sexes, racial
and ethnic backgrounds, and body weights and arise through combinations of biological,
psychological, behavioral, and social factors. The original review usefully recognizes cultural variation
but risks treating diagnosis as a choice between “mental illness” and “cultural habit.” Clinical
assessment must examine symptoms, impairment, medical risk, meaning, and context together.
Culture may shape how an illness appears, how it is explained, and whether someone receives care,
but it does not remove suffering or biological vulnerability (National Institute of Mental Health, “Eating
Disorders: What You Need to Know”; National Institute of Mental Health, “Let’s Talk About Eating
Disorders”).

Food, Identity, and Social Meaning
Food is more than nutrition. Meals express hospitality, religion, memory, class, migration, family roles,
and belonging. Rules about fasting, feasting, purity, sharing, and appropriate portions may carry
moral or spiritual meaning. Immigrants may preserve identity through cuisine while adapting
ingredients and schedules to a new environment. Public culture also turns food into entertainment,
status, competition, and consumer identity through cooking shows, restaurants, advertising, wellness
trends, and social media. These meanings can enrich life, but they can also create anxiety when
eating becomes a public test of discipline or virtue. Diet culture encourages the belief that body size
reveals moral character and that constant control is necessary for acceptance. At the same time,
celebrating food does not itself cause binge-eating disorder, and buying organic food does not prove
an eating disorder. The phrase “a national eating disorder” may work as social criticism, but it should
not collapse a medical diagnosis into a metaphor for consumer excess. Cultural analysis is strongest
when it distinguishes disordered social norms from diagnosable conditions and examines who benefits
from marketing fear, thinness, supplements, and repeated dieting.
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Diagnosis across Cultures
Diagnostic systems aim to identify patterns associated with distress, impairment, and medical
danger, yet criteria were historically developed from populations that were not fully representative of
the world. Cultural differences can affect symptom language and presentation. Some patients with
restrictive eating may emphasize abdominal discomfort, lack of appetite, spiritual concerns, or
interpersonal distress rather than a stated fear of fatness. Historical reports from Hong Kong helped
challenge the assumption that every case of anorexia nervosa must be expressed through identical
Western language. Contemporary classification has become more flexible, but clinicians must still
avoid two errors. The first is imposing a stereotype and missing illness because the patient is male,
older, higher weight, Black, Asian, Indigenous, or does not mention thinness. The second is
pathologizing culturally accepted fasting, religious practice, food scarcity, or communal eating without
evidence of disorder. Assessment should ask about intent, duration, loss of control, nutritional
adequacy, medical consequences, distress, flexibility, and functional impact. It should use qualified
interpreters when needed and distinguish a culturally meaningful practice from behavior that has
become compulsive, dangerous, or disconnected from its original context.

Race, Gender, Body Size, and Barriers to
Recognition
The stereotype of an eating-disorder patient as a thin, affluent, young White woman contributes to
delayed diagnosis. Women and girls are affected at high rates, but men, boys, transgender and
nonbinary people also experience restrictive eating, bingeing, purging, compulsive exercise, and
body-image distress. Masculine ideals may emphasize leanness and muscularity rather than thinness,
so symptoms can be hidden inside apparently disciplined training or supplement use. Racial and
ethnic minority patients may encounter clinicians who underestimate risk or attribute symptoms
solely to culture. People in larger bodies can have severe restriction, malnutrition, bulimia nervosa, or
binge-eating disorder while being praised for weight loss or advised to diet without adequate
assessment. NIMH notes that appearance cannot reveal whether someone is medically well. Weight
stigma can worsen shame and discourage care. Poverty and food insecurity also complicate
interpretation. Preoccupation with food may reflect actual scarcity, while cycles of restriction and
overeating can be intensified by unstable access. Clinicians should recognize material conditions
without assuming that low-income people cannot have an eating disorder.

Media, Marketing, and Globalization
Advertising and entertainment circulate narrow ideals of beauty, fitness, and successful consumption.
Edited images, influencer marketing, calorie tracking, and algorithmic recommendations can intensify
comparison and expose users repeatedly to dieting or appearance content. Globalization does not
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simply export one Western ideal to passive audiences. Local beauty standards interact with global
media, colonial histories, class aspirations, skin color, gender roles, and rapidly changing food
environments. In some communities, larger bodies may traditionally represent health or prosperity
while younger people face new pressure toward thinness or muscularity. Food companies also market
highly palatable products while wellness industries sell restriction as the cure, producing a
commercial cycle of indulgence and control. Media exposure is a risk factor for some people, not a
sufficient cause. Most viewers do not develop an eating disorder, and genetic, temperamental, family,
trauma, and neurobiological factors matter. Prevention should therefore improve media literacy and
reduce harmful practices without suggesting that turning off social media will cure a serious illness.

Culturally Responsive Assessment and Treatment
Treatment usually requires coordination among medical, nutritional, and mental-health professionals.
Depending on diagnosis and severity, care may include psychotherapy, family-based approaches,
nutritional rehabilitation, medical monitoring, and medication for some disorders or co-occurring
conditions. Cultural responsiveness begins with curiosity rather than a checklist. Clinicians should ask
which foods are available and acceptable, who purchases and prepares meals, how family members
understand the problem, what religious practices matter, and whether immigration, discrimination, or
financial stress affects care. Meal plans should incorporate familiar foods when medically appropriate
rather than treating one dominant cuisine as neutral. Family involvement can be valuable, but it
should account for confidentiality, age, safety, and the patient’s preferences. Treatment should not
shame culture or demand assimilation. It also should not allow relatives or community leaders to
block necessary care when a person faces serious medical risk. Evidence-based intervention and
cultural humility are complementary: the treatment goal remains recovery, while the method respects
language, values, and social context.

Evaluating the Two Articles
“Food for Thought” is useful for showing how American culture turns eating into entertainment,
identity, and moral anxiety. Its broad social critique encourages readers to question why abundance,
dieting, organic food, and spectacle exist together. Its limitation is the risk of using “eating disorder”
metaphorically and making the clinical concept too vague. Becker’s discussion of culture and
classification provides a more direct challenge to diagnostic assumptions. It shows why clinicians
should not expect identical narratives across societies and why absence of conventional fat-phobia
language does not automatically rule out severe restrictive illness. The examples from Hong Kong and
South Africa are important, but they should not become new stereotypes about entire populations.
Studies represent particular people, places, and periods. Classification systems also evolve, so a 2007
critique should be connected with current categories such as avoidant/restrictive food intake disorder
and with broader recognition of binge-eating disorder. Together, the articles support a balanced
conclusion: culture is essential to understanding meaning and presentation, while eating disorders
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remain real, treatable illnesses that cannot be reduced to cultural difference (Becker, 2007; Rubin).

Public-health messaging should also avoid replacing one stigma with another. Campaigns that focus
only on obesity can encourage restriction, bullying, and distrust of healthcare, while campaigns that
avoid nutrition entirely may fail to address genuine medical needs. Weight-inclusive care evaluates
blood pressure, laboratory findings, eating patterns, movement, sleep, and wellbeing rather than
assuming health from size alone. Schools can provide regular meals, anti-bullying policies, media
literacy, and referral pathways without conducting public weigh-ins or praising rapid weight loss.
Researchers should recruit diverse participants, report demographic differences, and validate
screening tools across languages and communities. Better representation improves both fairness and
scientific accuracy.

Screening and treatment should therefore be culturally responsive without assuming that culture
explains every symptom. Clinicians need to ask about food access, religious fasting, migration,
athletic demands, gender identity, family beliefs, and experiences of discrimination while also
evaluating medical instability and diagnostic criteria. Cultural formulation improves accuracy when it
clarifies the meaning of behavior; it becomes harmful when it delays care or treats a serious illness as
merely a tradition.

Conclusion
Culture influences eating behavior, body ideals, symptom language, help-seeking, and clinical
recognition. It can contribute to risk through stigma, commercial pressure, discrimination, and
restrictive norms, while cultural relationships and traditions can also support recovery and belonging.
Eating disorders are not choices, trends, or conditions visible only in very thin young women. They
affect diverse people and can produce severe medical and psychological consequences. Accurate
assessment must distinguish cultural practice, food insecurity, ordinary concern, and clinically
significant disturbance without assuming that one diagnostic story fits everyone. The most
responsible approach combines scientific criteria with cultural humility, interpreters, accessible
treatment, and attention to body-size and racial bias. Food is a source of identity and pleasure, but
when eating becomes dangerous, compulsive, or severely impaired, culture should help clinicians
understand the person rather than become a reason to overlook care.
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