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Abstract 

Background  Stigmatisation of eating disorders can have debilitating consequences for individuals experienc-
ing such conditions, such as reduced help-seeking and physical and mental deterioration. Dispositional attribu-
tion of blame appears to be central to this stigmatisation. Currently, it remains unclear as to whether precise 
aspects of blame, such as control over and responsibility for the disorder, specifically contribute to these negative 
dispositional attributions. So, the current study sought to explore causal attribution patterns towards individuals 
with AN among an adult population.

Methods  One-hundred and forty-six participants (M = 36.52 years; SD = 14.45; 118 female) completed an online 
survey where they were initially randomly assigned to read either a blameworthy (n = 61) or unblameworthy (n = 85) 
vignette describing a fictional character with AN. Following this, participants completed two self-report inventories 
(Causal Attribution Scale and Eating Disorder Stigma Scale) measuring their causal attributions and stigma levels 
regarding the character. Mann–Whitney U tests were completed to evaluate attitudinal differences across groups.

Results  Participants in the blameworthy condition significantly attributed more control over the illness to the AN 
character and held greater mean levels of stigma than participants in the unblameworthy condition. No significant 
differences were found between conditions for attributions of responsibility and blame. Finally, total causal attribution 
scores significantly predicted total stigma scores.

Conclusion  The findings indicate that stigma towards those with AN may result in part from negative attitudes 
where individuals experiencing AN are viewed as being in control of their condition. Erroneous attribution of dis-
positional control can influence interpretations of the cause of AN and trigger inappropriate behavioural responses 
such as stigmatisation, which can have serious consequences for help-seeking in those with AN. Responsibility-based 
attributions demonstrated less influence on stigma levels.
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Plain English summary 

People with anorexia nervosa (AN), an eating disorder that can be debilitating and lifelong, often experience stigma 
(i.e., negative labelling or stereotyping) within the community. Stigma can take the form of blame where the individ-
ual is accused of being responsible for their illness or of having control over their eating habits. Yet, little is understood 
about whether there are aspects of blame that influence the level of stigma held towards individuals experiencing 
AN more than others. So, this study sought to understand how perceptions of control, responsibility, and blame affect 
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levels of stigma held by the public towards a character with AN. The findings show that participants who viewed 
the individual as having control over their disorder demonstrated more stigmatising attitudes than individuals who 
perceived the individual as having less control over their illness. Overall, blameworthy information, whereby the indi-
vidual with AN has control over and/or is to blame for their AN condition, augments stigmatisation towards those 
individuals. Understanding the impact of these perceptions may be the first step towards developing programs 
to dismantle the stigma surrounding AN, particularly in relation to erroneous views where sufferers are considered 
in control of their condition.

Investigating the impact of causal attributions 
on anorexia nervosa
Extensive research exists demonstrating the pervasive 
stigma surrounding mental illness (e.g., [4, 5, 7, 18, 22, 
32, 41]). Goffman [19] classically defined stigma as an 
attribute that is deeply discrediting, and which reduces 
the stigmatised individual to a tainted status. Stigma is 
a social manifestation concerning the negative effects 
of a label placed on a group (e.g., negative stereotyp-
ing that leads to discrimination), resulting in negative 
and erroneous attitudes towards the group and power 
asymmetry [3, 9, 20]. For instance, research investigat-
ing stigmatising attitudes demonstrates that individuals 
affected by depression may be perceived as lazy, while 
individuals affected by schizophrenia may be perceived 
as violent [31]. Eating disorders (EDs), including ano-
rexia nervosa (AN), appear particularly vulnerable to 
stigmatisation [30], however, the subject of ED-related 
stigma currently does not have a prominent place in the 
current literature [26]. This trend is somewhat worry-
ing, particularly as one study found that EDs are sig-
nificantly more stigmatised, and sufferers attributed 
greater dispositional responsibility for their disorder, 
than mental and physical illnesses such as depression 
and Type 1 diabetes, respectively [30]. Stigma associ-
ated with EDs can have a detrimental impact on the 
affected individual and the prognosis of their condition 
[7, 30]. Stigma can lead to depressive symptoms, self-
esteem issues, social alienation and social withdrawal, 
poorer physical health, increased ED symptomology, 
as well as a decrease in treatment seeking behaviour, 
worsening the overall prognosis of the illness [7]. With 
this information in mind, it is important that we inves-
tigate stigmatising attitudes towards such disorders. A 
better understanding of the stigma associated with EDs 
will facilitate increased public awareness and may assist 
in decreasing stigma levels, thereby improving the well-
being of individuals affected by EDs [29]. To our knowl-
edge, no published research has explored the impact of 
causal attributions on stigmatising attitudes towards 
AN in the general adult public. So, this study addresses 
this gap in the literature by investigating the patterns 
underlying adults’ causal explanations for the condition 

AN. We firstly briefly outline AN as a specific ED. We 
then discuss attribution theory in relation to stigma, 
and finally, we discuss stigma in relation to AN.

Anorexia nervosa
EDs are severe and often chronic mental health problems 
that are associated with impaired cognitive and emo-
tional functioning, lower quality of life, chronic physical 
and psychosocial morbidity, psychiatric comorbidity, and 
a significantly increased risk of mortality [1]. A common 
form of ED is AN, a psychological disorder characterised 
by significant low body weight for age, sex, and devel-
opmental trajectory, resulting from severe restriction 
of food intake relative to that required [2]. AN can also 
involve an intense fear of gaining weight and perceptual 
disturbances in relation to weight and shape ([2, 17]).

Stigma and anorexia nervosa (AN)
Stigma has been internationally recognized as a signifi-
cant public health issue due to the immense social and 
psychological impairment experienced by stigmatised 
individuals [14].

Stigma research relating to AN demonstrates that the 
public tend to draw negative assumptions about individu-
als affected by the condition [14]. Dimitropoulos et  al. 
[14] found that the public tended to believe that those 
with the condition “only have themselves to blame for 
their difficulties” (p.1), while Crisp et al. [12] found that 
the public perceived eating disorders as “self-inflicted” 
(p.148). Additionally, in a study of medical professional 
and nursing student attitudes towards AN, it was found 
that 59.4% of respondents believed that individuals expe-
riencing AN were responsible for their condition, in 
comparison to only 17.7% of respondents believing the 
same for individuals affected by schizophrenia [16]. In 
the same study, perceived causes of AN were examined, 
with “self-induced” being the fourth most cited cause, 
which can be contrasted again with schizophrenia, where 
the most cited causes included biological and genetic fac-
tors [16]. In a later study, Roehrig and McLean [33] found 
that individuals with AN were perceived as more frag-
ile, more responsible for their condition, and more likely 
to use their disorder for attention than individuals with 
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depression. Furthermore, Stewart et  al. [36] found that 
evaluations of personal characteristics were most nega-
tive for individuals with AN in comparison to individuals 
with schizophrenia, asthma, and healthy controls. Find-
ings from this study concluded that respondents believed 
the individual with AN was to blame for their condition, 
was best able to pull themselves together if they wanted 
to, was acting this way for attention, and that biological 
factors were least relevant in developing AN in compari-
son to the other evaluated conditions [36]. Importantly, 
such negative attitudes towards individuals diagnosed 
with AN can have debilitating consequences, influencing 
when or if the individual seeks help for their condition. 
Indeed, stigma has been identified as a leading perceived 
barrier to help-seeking [1].

Research has found that a multifactorial model seems 
to be the most appropriate explanatory model for the 
pathogenesis of AN [8, 13, 25], involving interaction 
between biological, psychological, and social factors [40]. 
However, findings from AN related stigma as mentioned 
above demonstrates that the lay public tend to ignore 
the multifactorial nature of AN and instead view AN as 
a method to garner attention and view biological factors 
as less relevant in the development of AN than in other 
physical and psychological conditions [36]. Accordingly, 
it is perhaps unsurprising that there is widespread stig-
matisation of individuals afflicted by AN [7, 30].

Attribution theory and stigma
Attribution theory has been widely applied to under-
stand the bases of stigma towards mental illness [41]. 
Within this theory, attribution can be defined as an indi-
vidual’s explanation for the causes of various outcomes 
and events in their lives [28]. Individuals try to establish 
causal attributions when they are presented with an event 
or outcome, such as an individual suffering from AN [39], 
in order to better understand and control one’s social 
environment [21]. Attribution theory posits that people 
have an innate drive to assign cause to outcomes in their 
own and other’s lives, and that the type of attributions 
they apply will influence how they respond to these out-
comes or events [28]. Cause can be attributed to internal 
or dispositional factors, that is, factors within one’s con-
trol, such as ability and effort, or to external or situational 
factors, that is, factors beyond one’s control, such as luck 
[28].

Attributional process can be applied to understanding 
mental illness stigma, in that people typically search for 
a cause as to why someone is suffering from a psycho-
logical disorder ([34, 41]). The result of the attributional 
process in mental illness stigma is often that people 
attribute the cause of the disorder to dispositional 

factors, leading to a belief that the person suffering with 
the mental illness is to blame for, responsible for, or in 
control of their disorder (Ryan 2007, [27]). For instance, 
individuals with AN are often perceived as being able 
to pull themselves together if they want to [11], for 
example, by increasing food intake or by engaging in 
psychological treatment for their disorder. This percep-
tion places attributions of controllability, responsibility, 
and blame on individuals with an AN condition, largely 
ignoring the complex multifactorial aetiology of the 
disorder. In accordance with attribution theory, AN is 
often perceived as being within the individual’s control, 
and consequently they are likely to elicit higher levels 
of stigmatisation for their illness than if the disorder 
was attributed as being beyond their control [41]. As 
yet, however, it remains unclear as to whether causal 
attributions relating to blame, such as control over the 
condition or responsibility for the condition, drive stig-
matisation of individuals with AN.

Given this, the current study sought to explore causal 
attribution patterns towards individuals with AN 
among a non-clinical adult population and investigate 
the associated impact of these attributions on stigma-
tising attitudes towards individuals diagnosed with AN. 
Attribution theory was exploited to examine the bases 
of stigma towards AN and participants were presented 
with one of two vignettes describing either a disposi-
tional or a situational explanation for the target’s AN 
condition. The blameworthy vignette described the 
cause of an individual’s AN to be largely due to factors 
within the target’s control, while the unblameworthy 
vignette described the cause of an individual’s AN to 
be largely due factors beyond the target’s control. We 
predicted that participants who received an unblame-
worthy description of a fictional individual with AN 
(i.e., the target) would be less likely to rate the target 
as in control of their condition, as being responsible for 
their condition, and as being to blame for their condi-
tion on a causal attribution scale than participants who 
received a blameworthy description of the target’s con-
dition. Further, in relation to stigmatising attitudes, 
we made two predictions. Firstly, participants who 
received the unblameworthy description of the target’s 
condition would score lower on stigmatising attitudes, 
as measured by a stigma scale, towards the target indi-
vidual than participants who received the blameworthy 
description of the target’s condition. Secondly, partici-
pants who rate the target higher on the causal attribu-
tion scale will demonstrate higher levels of stigmatising 
attitudes towards the target than participants who rated 
the target lower on the causal attribution scale.
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Methods
Participants
Ethical approval was received from the Faculty of Edu-
cation and Health Science Research Ethics Committee 
at the University of Limerick prior to recruiting partici-
pants, and all participants provided informed consent. 
Voluntary response sampling was used to recruit partici-
pants, who were invited to take part in an online survey 
through public posts on social media platforms such as 
Facebook, Instagram, Snapchat, and LinkedIn. Of the 
225 participants who participated in the survey, 17 (7.5%) 
participants were excluded for not meeting the study cri-
teria, as they did not currently live in Ireland (1.7%) or 
had personal experience with AN (5.7%). Of the remain-
ing 208 participants, an additional 62 (29.8%) partici-
pants failed to complete the entire survey, resulting in a 
final total of 146 participants completing the study. This 
sample size was in accordance with previous similar 
research (e.g., [10] [N = 173]; [41] [N = 152]). The current 
sample ranged in age from 18 to 75  years with a mean 
(SD) of 36.52 (14.45) years.

Design
A between-subjects design was used with participants 
randomly assigned to one of the two levels of the inde-
pendent variable. The independent variable was blame-
worthiness with two conditions, a blameworthy and an 
unblameworthy condition. The dependent variables in 
this study were levels of causal attributions of control, 
responsibility, and blame measured on a causal attribu-
tion scale and levels of stigmatising attitudes measured 
on a stigma scale.

Vignettes
This study used two vignettes which were adapted from a 
study by Zwickert and Rieger [41]. The vignettes differed 
in their blameworthiness towards the vignette target 
“Kelly” for developing and maintaining her AN. The first 
vignette described the target as being responsible for her 
AN (blameworthy condition) with the second vignette 
describing genetic influences as responsible for target’s 
AN (unblameworthy condition). For instance, the blame-
worthy vignette described Kelly as deliberately choos-
ing to restrict her food intake and engaging in excessive 
exercise to achieve weight loss, as well as disregarding the 
advice of her friends, family, doctor, and dietitian. The 
unblameworthy vignette described Kelly as being driven 
by her illness to restrict her eating, engage in excessive 
exercise, and describes the influence of genetics in Kelly’s 
illness, as well as describing Kelly’s attempts to recover 
by engaging in psychotherapy and eating despite intense 

feelings of anxiety. Each vignette was approximately 150 
words in length. The full vignettes can be found in the 
online supplementary file.

Causal attribution scale
The causal attribution scale, adapted from Mantler 
et  al. [27], was utilised to assess attributions of control, 
responsibility, and blame on the target for their AN con-
dition. This scale was slightly modified to coincide with 
the vignettes used in this study, with the target’s name 
being changed to “Kelly” and pronouns being changed to 
“she/her”. This scale consists of 12 items (e.g., “It is her 
own fault that Kelly is ill”), with three subscales assess-
ing attributions of control, responsibility, and blame, and 
with 4 items in each subscale. Items on this scale were 
rated using a 5-point Likert scale (1 = strongly disagree 
to 5 = strongly agree). Higher scores on this scale indi-
cate higher levels of causal attributions to the target for 
their condition. Cronbach’s alpha for the causal attri-
bution scale in the current sample was 0.850, demon-
strating very good reliability. Cronbach’s alpha for the 
control subscale was 0.607 and Cronbach’s alpha for the 
responsibility subscale was 0.673, both demonstrating 
an acceptable level of reliability. Cronbach’s alpha for the 
blame subscale in this sample was 0.806, demonstrating 
very good reliability for this subscale.

Eating disorder stigma scale (EDSS)
Participants completed the Eating Disorder Stigma Scale 
(EDSS) to assess stigmatising attitudes towards the tar-
get regarding their AN. This questionnaire was created 
by Crisafulli et al. [10] to measure ED stigma. This scale 
was also slightly modified to coincide with the vignettes 
used in this study, with the target’s name being changed 
to “Kelly” and pronouns being changed to “she/her”. The 
EDSS consists of 20 items (e.g., “Kelly caused her illness”), 
with four subscales to assess perceptions of blame, trivi-
alisation, vanity/selfishness, and weakness. Items on this 
scale were rated using a 5-point Likert scale (1 = strongly 
disagree to 5 = strongly agree). Higher scores indicated 
higher stigmatising attitudes toward the target and their 
condition. Cronbach’s alpha for the EDSS in the current 
sample was 0.935, demonstrating excellent reliability. 
Cronbach’s alpha for the EDSS in similar research was 
found to be at 0.912, also demonstrating excellent relia-
bility [42]. To note, blame as conceptualised under stigma 
relates to negative perceptions of the target [42], whereas 
blame as conceptualised in relation to attribution relates 
to an explanation of the cause of the target’s illness [27].

Procedure
Following ethical approval, the study was shared to the 
public through public posts on social media platforms 
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such as LinkedIn, Facebook, Instagram, and Snapchat. 
The post explained that there is currently a gap in our 
understanding of the public’s opinions towards AN, and 
that the purpose of the current study was to examine 
the public’s opinions on an individual with a diagno-
sis of AN. Participants were provided with a link to the 
survey within the social media post and were invited to 
complete two online questionnaires. The study survey 
was conducted using the online survey platform Qual-
trics [37]. Participants were provided with an on-screen 
informational sheet to read prior to beginning the sur-
vey. Then, following provision of informed consent, par-
ticipants answered two demographic questions (i.e., age 
and gender) and an inclusion question (i.e., whether the 
participant had any personal experience with AN). Par-
ticipants were then randomly assigned to either a blame-
worthy or an unblameworthy condition.

Participants were given instructions to carefully read 
the vignette provided to them stating the content of the 
vignette would be relevant for subsequent questions. Fol-
lowing this, participants were asked to complete two self-
report inventories assessing their attitudes towards the 
target in terms of causal attributions of control, respon-
sibility, and blame towards the target (i.e., the causal 
attribution scale) and their attitudes toward the target in 
terms of stigma (i.e., the EDSS). Participants were pre-
sented with an on-screen debriefing sheet following their 
participation.

Data processing
Eligibility criteria
Individuals were required to satisfy certain eligibility cri-
teria to participate in the present study. Individuals were 
required to be aged 18 or over and were required to cur-
rently reside in Ireland. Individuals were excluded from 
the present study if they did not meet these criteria and/
or if individuals had personal experience with AN.

Missing data
Participants were required to complete the entire sur-
vey, and if they did not do so, they were excluded from 
all analyses. Data from 62 participants who did not 
complete the entire survey were removed from the data 
set. Our final data set contained information from 146 
participants.

Assumption tests
Assumptions for parametric analyses were tested prior to 
main data analyses. A Shapiro–Wilks test revealed that 
not all data were normally distributed (Shapiro–Wilks 
p < 0.05). The assumption of homogeneity of variance was 
also violated (Levene’s p < 0.05). Given these violations of 

assumptions for parametric tests, non-parametric infer-
ential analyses were performed.

Comparison of groups
A total of 85 (57.8%) participants were randomly assigned 
to the unblameworthy condition and 61 (41.8%) to the 
blameworthy condition, meaning that the unblamewor-
thy description was read more by participants than the 
blameworthy description.

Results
Descriptive statistics
Initial inspection of descriptive statistics shows that the 
total scores for the attribution scale (see Table 1) in the 
blameworthy condition were higher in blame, respon-
sibility, and control attributions toward the target than 
those in the unblameworthy condition. Additionally, 
mean scores for the EDSS (see Table  1) also revealed 
that those in the blameworthy condition were higher in 
stigma than those in the unblameworthy condition.

Inferential analyses
Between-groups non-parametric inferential analyses 
were completed (see data processing section) to inves-
tigate the effects of blame condition (blameworthy vs 
unblameworthy) on participants’ attribution scores, 
including control, responsibility, and blame subscales, 
and overall stigma scores. To investigate the impact of 
causal attributions on overall stigma scores, a between-
groups Mann–Whitney U analysis was also conducted. 
All statistical analyses were conducted using IBM SPSS 
software (Version 28). Significance level (alpha) was set at 
p < 0.05 for all analyses.

Table 1  Descriptive statistics for scales

Blameworthy
(n = 61)

Unblameworthy
(n = 85)

M SD M SD

Full attribution scale 25.21 9.40 21.36 7.20

Control attribution subscale 9.88 3.35 8.14 3.13

Responsibility attribution subscale 9.28 3.93 8.11 3.49

Blame attribution subscale 6.15 3.31 5.12 1.83

Full EDSS 33.88 15.82 28.87 9.71

EDSS trivialisation subscale 7.26 4.55 6.26 3.04

EDSS vanity/selfish subscale 9.62 4.72 7.99 3.16

EDSS weak subscale 7.15 3.82 6.39 2.59

EDSS blame subscale 8.33 4.06 7.01 3.11
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Total attribution scores
A Mann–Whitney U test revealed statistically signifi-
cant differences in total attribution scores between the 
blameworthy condition (Mdn = 24.00, n = 61) compared 
to the unblameworthy condition (Mdn = 22.00, n = 85), 
U = 1947.00, p = 0.010, z = − 2.66, with a small effect size 
r = 0.22. This indicates that those in the blameworthy 
condition had higher total attribution scores than those 
in the unblameworthy condition.

Control attributions
A Mann–Whitney U test revealed statistically sig-
nificant difference in control attribution scores of the 
blameworthy condition (Mdn = 10.00, n = 61) compared 
to the unblameworthy condition (Mdn = 8.00, n = 85), 
U = 1876.00, p = 0.004, z = − 2.85, with a small effect size 
r = 0.24. This indicates that those in the blameworthy 
condition had higher control attributions than those in 
the unblameworthy condition.

Responsibility attributions
A Mann–Whitney U test indicated no statistically sig-
nificant differences in responsibility attribution scores 
between the blameworthy condition (Mdn = 9.00, n = 61) 
compared to the unblameworthy condition (Mdn = 8.00, 
n = 85), U = 2143.00, p = 0.072, z = − 1.80, with a small 
effect size r = 0.16. This indicates that those in the blame-
worthy condition did not have higher responsibility attri-
butions than those in the unblameworthy condition.

Blame attributions
A Mann–Whitney U test indicated no statistically signifi-
cant differences in blame attribution scores between the 
blameworthy condition (Mdn = 5.00, n = 61) compared 
to the unblameworthy condition (Mdn = 4.00, n = 85), 
U = 2225.50, p = 0.11, z = − 1.60, with a small effect size 
r = 0.14. This indicates that those in the blameworthy 
condition did not have higher blame attributions than 
those in the unblameworthy condition.

Stigma scores
A Mann–Whitney U test revealed statistically significant 
differences in the stigma scores of the blameworthy con-
dition (Mdn = 1.48, n = 61) compared to the unblamewor-
thy condition (Mdn = 1.35, n = 85), U = 2100.50, p = 0.05, 
z = − 1.98, with a small effect size r = 0.16. Participants 
in the blameworthy condition had higher mean stigma 
scores than participants in the unblameworthy condition.

Causal attributions as a predictor of stigma
Pearson product correlation coefficient of causal attribu-
tion score and stigma score was found to be positively 
statistically significant, with a large effect size (r = 0.69, 

p < 0.001). The coefficient of determination showed that 
the total causal attribution scores explained 47% of the 
variance (R2 = 0.47).

Gender differences in stigma
A Mann–Whitney U test revealed no statistically sig-
nificant differences in the stigma scores of males (n = 25) 
compared to the stigma scores of females (n = 118), 
U = 1440.00, p = 0.85, z = − 0.19.

Mediation analysis
Given the significant difference between blame condi-
tions in stigma scores and total causal attribution scores, 
and the result showing that the latter significantly pre-
dicted stigma, mediation analyses were completed to 
better understand the mechanisms through which blame 
condition impacts stigmatisation. The aim of the media-
tion analyses was to explore whether specific disposi-
tional causal attributions could explain the association 
between blameworthiness and stigma held. Using Hayes 
PROCESS macro, attributions of control, responsibility, 
and blame were examined as mediators of the association 
between blameworthy condition and stigma.

The results of component path analyses revealed a 
significant indirect effect of blameworthiness condi-
tion on control attributions (b = − 1.6457, t = − 3.0442, 
p = 0.0028) and on blame attributions (b = 3.1863, 
t = 8.8128, p < 0.001). There was no significant effect of 
blameworthiness condition on responsibility attribu-
tions (b = − 1.1728, t = − 1.8972, p = 0.0598). Regarding 
the effects of specific attributions on stigmatising atti-
tudes, there was a significant effect of blame attributions 
(b = 3.1863, t = 8.8128, p < 0.001), but no significant effect 
of control attributions (b = 0.5544, t = 1.8454, p = 0.0671) 
or responsibility attributions on stigmatizing attitudes 
towards individuals with AN (b = 0.1042, t = 0.3920, 
p = 0.6956).

Bootstrapping was used to analyse the significance 
of the indirect effect of blameworthiness condition on 
stigma through the attributions of control, responsibil-
ity, and blame. Results revealed significant total indirect 
effects of control attributions (b = − 0.9125, SE = 0.5693, 
95% CI [− 2.2492, − 0.0283]) and of blame attributions 
(b = − 3.2815, SE = 1.6942, 95% CI [− 6.9444, − 0.4231]). 
The total indirect effects of responsibility attributions 
were non-significant (b = − 0.1222, SE = 0.3103, 95% 
CI [− 0.8177, 0.4764]). A  significant direct effect of dis-
positional causal blame on stigmatising attitudes in 
the presence of mediators was also found (b = − 5.0147, 
t = − 2.3682, p = 0.0192). Control and blame attribu-
tions partially mediated the relationship between 
blameworthiness and stigmatising attitudes towards 
individuals with AN. Control attributions significantly 
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predicted participant’s stigma scores (R2 = 0.06, F (1, 
144) = 9.27, p < 0.05), and indicates that 6% of the variance 
in stigma scores can be explained by control attributions. 
Additionally, the results revealed that blame attributions 
significantly predicted stigma scores (R2 = 0.04, F (1, 
144) = 5.78, p < 0.05), and indicates that 4% of the vari-
ance in stigma scores can be explained by blame attribu-
tions. Figure 1 displays the path schematic.

Discussion
To our knowledge, this is the first study to investigate 
whether specific dispositional causal attributions could 
explain an association between blameworthiness and 
adults’ stigmatising attitudes towards individuals with 
AN. In particular, this study investigated the impact of 
blameworthiness condition (i.e., influence of un/blame-
worthy information) on the general public’s attributions 
of control, responsibility, and blame, and the subse-
quent impact of these causal attributions on stigmatis-
ing attitudes towards a fictional character with AN. We 
predicted that participants reading a blameworthy 
description of such a fictional individual would be more 
likely to attribute blame, control over, and responsibil-
ity to them for their AN, and thus would also self-report 
more stigmatising attitudes, than those who read an 
unblameworthy description. The current study contrib-
utes to the small but advancing body of research examin-
ing stigmatising attitudes towards AN in several ways.

Firstly, we found a significant effect of blame condition 
on controllability attributions of the vignette target’s AN. 
Despite a lack of significant effect of blame condition on 

responsibility and blame attributions, a significant effect 
was found for the total attribution score, that is, the total 
score of the control, responsibility, and blame attribu-
tions, demonstrating a significant effect of blame condi-
tion on overall attribution scores in this sample.

Secondly, our findings provide support for the impact 
of blame condition on stigmatising attitudes towards the 
target. We found that participants who read the blame-
worthy description had significantly higher average 
stigma scores than participants who read the unblame-
worthy condition. This finding suggests that stigma could 
potentially be manipulated based on whether partici-
pants receive a blameworthy or unblameworthy vignette 
describing the target’s AN. This could have implications, 
for example, of how the media discusses and portrays 
individuals with EDs such as AN [6].

Interestingly, a notable finding was that it appears that 
participants who attributed greater control to individu-
als with AN over their condition following exposure to 
blameworthy information in the vignette, demonstrate 
higher stigma towards those individuals. This highlights a 
mechanism underlying the link between interaction with 
blameworthy information and elevated stigma levels, 
indicating that dispositional causal attributions following 
exposure to blameworthy information elicit stigmatising 
attitudes towards individuals with AN.

The findings of the current study are supported by pre-
vious research and theory in this area. Our finding that 
blameworthy condition has a significant effect on control 
attributions is consistent with previous research assessing 
the impact of blameworthiness on beliefs of the individ-
ual being in control of their condition [10]. Further, our 

Fig. 1  Path diagram of direct and indirect effects of blameworthiness on stigma. Note. *p < .05. a1, a2, and a3 are paths of the effects 
of blameworthiness condition on the specific attributions (i.e., mediators) of control, responsibility, and blame, respectively. b1, b2, and b3 are paths 
of the effects of the specific attributions (i.e., mediators) of control, responsibility, and blame, respectively, on stigma. c’ is the path of direct effect 
of blameworthiness condition on stigma
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finding that participants in the blameworthy condition 
had significantly higher stigma than participants in the 
unblameworthy condition was consistent with previous 
research [41]. Importantly, our final finding that higher 
causal attributions elicit higher stigmatising attitudes 
towards AN is supported by the postulation of attribu-
tion theory, that if an individual’s illness is perceived as 
within their control, they will be more stigmatised than 
if their illness is perceived as beyond their control [41]. 
This is an important finding for better understanding 
and addressing real-world implications of dispositional 
control attributions, for example, educational interven-
tions aimed at stigma reduction may be more effective 
in reducing stigma towards specific EDs such as AN if 
they target specific subcomponents of blame (such as 
the facet of control), rather than the overall construct of 
blame. Further research will be required to investigate 
this prospect.

As demonstrated by the present study’s results, causal 
attributions can have a significant effect on eliciting stig-
matising attitudes towards AN. In particular, the con-
trol attribution appears to be particularly relevant in 
explaining the relationship between blame and stigma-
tisation. Therefore, addressing these causal attributions, 
particularly the control facet, may be a preliminary step 
in decreasing the stigma towards AN. As suggested by 
Stewart et al. [36], a lack of awareness regarding the bio-
logical and genetic contributors to AN could be one rea-
son as to why individuals with AN tend to be attributed 
as personally responsible for their disorder. An increased 
awareness of the more nuanced explanations of the 
pathogenesis of AN may help reduce the attribution of 
cause to the affected individual and may shift attribution 
of cause to situational factors. In particular, emphasis-
ing that AN is a complex, serious psychological disorder 
which can be influenced by a multitude of uncontrolla-
ble factors, including physical, psychological, and social 
factors [23, 40], may reduce causal attributions of blame 
control, therefore reducing stigmatising attitudes towards 
individuals with AN. With this information in mind, 
informative campaigns enhancing the public’s awareness 
of the uncontrollable pathogenesis of AN may be a pre-
liminary step towards destigmatising AN.

These findings are significant in not only reducing 
stigma towards AN, but potentially also in improving 
positive prognoses of the disorder. One of the most harm-
ful and consistently reported consequences of stigma 
towards AN is that it has been found to be a barrier to 
seeking treatment for EDs (Ali et al. 2016, [24, 36]). Early 
treatment initiation is essential for a good prognosis for 
individuals suffering from eating disorders, including AN 
[24]. Removing the barrier of stigma may help increase 
positive prognoses of AN and lead to an improvement of 

the psychological and physical well-being of individuals 
afflicted by this disorder. Removing the barrier of stigma 
is the first step in improving outcomes for individuals 
suffering with AN.

It is important to acknowledge the limitations of this 
study. The results of this study are limited in their gen-
eralisability due to the gender disparity of participants, 
with female participants constituting 81% of the study’s 
sample. Due to such a significant number of female 
participants, the results from this study may be more 
representative of causal attributions and stigmatising 
attitudes of females towards AN than of the population 
as a whole. However, despite the current study’s gender 
disparity which limits generalisation of findings across 
genders, the age range of participants (ranging from 18 
to 75  years) potentially allows for the generalisability of 
our findings across the lifespan. It should be noted, that 
while the response rate of this study was lower than 
would be desirable for obtaining a representative sample, 
previous studies with similarly low sample sizes obtained 
robust results (e.g., [10] [N = 173]; [36] [N = 91]; [41] 
[N = 152]), adding support to the validity of the results 
from the present study. Future research could rectify 
these limitations by ensuring a large and representa-
tive sample when examining causal attributions and the 
impact of these attributions on stigmatising attitudes. It 
is acknowledged that the online survey questionnaire was 
self-report in nature and answered by participants with-
out oversight from the researchers and so the data gen-
erated are dependent on the integrity of the participants’ 
responding. Notwithstanding this, given the anonym-
ity afforded to participants and the inclusion of screen-
ing questions that captured a valid study sample, we are 
confident that responses were candid. Relatedly, because 
we cannot be certain that all participants diligently read 
the vignettes, future research would benefit from captur-
ing, for example, mean reading time for the vignettes, as 
such data could act as a validity check for attention to 
vignette detail (e.g., examination of reading duration data 
falling outside or within two standard deviations of the 
mean, or as outliers to the mean, might be considered 
in/valid data). Finally, we recognise that in the current 
study detailed participant demographic information and 
participants’ pre-existing attitudes to AN were not col-
lected, and so, it cannot be discounted that these poten-
tially biasing factors, combined with the lack of control 
condition, may have contributed to the observed effects. 
Future research should seek to replicate our findings 
addressing such methodological shortfalls.

A strength of the current study is its use of experimen-
tal manipulation of blame condition, evaluating causal 
role of blameworthy attributions in eliciting stigmatis-
ing attitudes towards individuals with AN. Additionally, a 
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lesser but important strength of this study is the addition 
of exclusion criteria, whereby participant data relating to 
those who have had experience with AN or who have had 
close contact with an individual with AN was removed. 
This is an important aspect, as research suggests that 
experience with EDs such as AN can lead to a reduction 
in stigmatising attitudes towards such conditions [15, 35]. 
While the number of participants who were excluded 
due to this criterion in the current study is relatively 
small, and therefore may not have significantly impacted 
the results had they been included, it is nonetheless an 
important exclusion criterion to gain an accurate under-
standing of the general public’s attitudes towards AN.

Future directions
Given that little research has sought to specifically inves-
tigate the impact of different facets of blame on the stig-
matisation of EDs such as AN, future research is needed. 
One interesting direction for future research might be to 
replicate the current study with other forms of EDs, such 
as bulimia nervosa, binge-eating disorder, and orthorexia 
nervosa, as these disorders have been largely neglected 
in the current stigma research. Furthermore, it would 
be interesting for future research to utilise this study’s 
design to compare causal attributions and stigmatising 
attitudes between the different forms of EDs, establishing 
similarities and differences in how and why these EDs are 
stigmatised.

It would also be helpful to examine the impact of 
causal attributions on AN stigma in specific and rele-
vant populations, such as in parents of young children. 
Due to the increase in AN in younger children and ado-
lescents [38], this demographic of parents may become 
future caregivers and therefore become an integral 
resource and support for recovery for their child should 
they fall victim to an ED. A deeper understanding of 
causal attributions and stigmatising attitudes of such 
a demographic could contribute significantly to cam-
paigns to raise awareness of AN and other EDs, as well 
as helping to educate on and reduce stigmatisation of 
such disorders. This in turn may lead to earlier recogni-
tion of an illness in one’s child or lead to earlier help 
and treatment-seeking behaviours in the child them-
selves. The removal of the social barrier of stigma, as 
previously mentioned, may result in individual’s seek-
ing help earlier in their illness, resulting in more posi-
tive prognoses of AN, and lead to a reduction in the 
mortality rate of the illness. Finally and importantly, 
it would be useful to extend the current findings by 
examining the impact of AN disorder-specific educa-
tional programs on reducing dispositional causal attri-
butions, such as control attributions, towards affected 

individuals, which could potentially lead to a reduction 
in the stigmatisation of AN.

Conclusion
In conclusion, the present research demonstrates a rela-
tionship between dispositional blameworthiness for AN 
condition and elevated stigmatising attitudes towards 
individuals with AN. Additionally, this relationship 
appears to be in part explained by blame attributions of 
control over the condition towards individuals with AN. 
The findings of this study are consistent with much of 
the previous research in this area and can also be sup-
ported by the claims of attribution theory. Armed with 
the knowledge gained from the current study and future 
studies in this area, campaigns to lessen stigma towards 
AN and other psychological disorders can use addressing 
and amending causal attributions as a preliminary step in 
reducing stigmatising attitudes towards such disorders.
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