
Hatoum et al. Journal of Eating Disorders          (2024) 12:203  
https://doi.org/10.1186/s40337-024-01167-w

RESEARCH Open Access

© The Author(s) 2024. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if 
you modified the licensed material. You do not have permission under this licence to share adapted material derived from this article or 
parts of it. The images or other third party material in this article are included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To 
view a copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by-​nc-​nd/4.​0/.

Journal of Eating Disorders

A core beliefs model of disordered eating: 
processes and pathways to eating disorder 
symptomatology
Amaani H. Hatoum1,2*   , Amy L. Burton1,2    and Maree J. Abbott1    

Abstract 

Objective  At present there is no clear, cohesive, and comprehensive theoretical understanding of the role of core 
beliefs in the development of disordered eating. The present study aimed to develop and test a theoretical model 
outlining important processes and pathways from core beliefs to eating disorder (ED) behaviours. It also aimed 
to explore potential differences (or similarities) in contributions of four core belief dimensions to the development 
and maintenance of ED symptomatology.

Method  Data were collected from a sample of 800 non-clinical participants. Path analysis was conducted to test 
general and multi-dimensional models. Indirect effects were calculated for all possible pathways from ED core beliefs 
to dietary restraint, objective binge eating, and compensatory behaviours.

Results  The hypothesised model demonstrated poor to acceptable fit to the data. Modifications were made 
to the general model to improve fit, remove non-significant paths and add theoretically and statistically relevant 
paths. All indirect effects of possible pathways from core beliefs to ED behaviours were significant. A multi-dimen-
sional version of the model was tested with four core belief dimensions. This model identified differences in pathways 
from each core belief dimension to ED symptoms.

Discussion  This study extends the current understanding of the role of core beliefs in the development and main-
tenance of disordered eating, by building upon previous theoretical models and empirical literature. We present 
a general core beliefs model of disordered eating, and preliminary findings regarding differences in the processes 
and pathways from four key core belief dimensions to ED behaviours.

Plain English Summary 

This study extends our current understanding of how core beliefs in eating disorders relate to the development of key 
disordered eating symptomatology. We present a comprehensive model, which builds upon previous theoretical 
and empirical understandings of the processes and pathways from core beliefs to dietary restraint, objective binge 
eating, and compensatory behaviours. We also present preliminary findings regarding potential differences in the pro-
cesses that explain the relationship of four critical core belief dimensions relevant to eating disorders in contributing 
to the development of these behaviours.
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Introduction
Core beliefs are sets of cognitive constructs that have 
received increased theoretical and empirical attention in 
recent decades and which have been identified as impor-
tant features in eating disorder (ED) development and 
maintenance processes [1–3]. Core beliefs can be defined 
as a set of deeply held, pervasive and persistent, uncon-
ditional beliefs about oneself, others, or the world [4, 5]. 
Beck [6] originally proposed that early negative life expe-
riences are central to the formation of these beliefs, and 
as such the cognitive content of these beliefs are often 
negative, maladaptive or dysfunctional. Although it has 
been suggested that core beliefs in EDs will often repre-
sent global negative evaluations of the self [1], various 
dimensions of core beliefs have been identified as par-
ticularly prevalent or important in the development and 
maintenance of disordered eating [7, 8].

Potential factors contributing to limitations in the 
treatment of EDs have been well-documented [9]. Most 
evidence-based treatments focus on maintenance factors 
over aetiological factors, and the cognitive focus of treat-
ment primarily is often on thoughts and attitudes relat-
ing to food, weight and shape, with less attention paid 
to challenging and correcting global, deeply entrenched 
beliefs [3, 9, 10]. In addition to low remission rates, high 
comorbidity in EDs indicates that it is important to move 
beyond the dominant focus of treatment on ‘surface-level’ 
cognitions, and behaviours involved in ED maintenance, 
suggesting that factors implicated in the development 
of EDs, such as unhelpful core beliefs, should become a 
more critical focus of treatment [11].

At present, the literature lacks a clear, comprehensive, 
and wholistic understanding of of how core beliefs and 
various core belief dimensions relate to the development 
and maintenance of disordered eating symptoms. Various 
theoretical ED models attempt to capture cognitive fac-
tors akin to ‘core beliefs’, using concepts such as ‘schema’, 
‘core low self-esteem’, or ‘negative self-beliefs’. Although 
the terms ‘core belief ’ and ‘schema’ have often been used 
interchangeably in the literature [10], schemas are pro-
posed to include both unconditional cognitive content 
(i.e., core beliefs), conditional beliefs, as well as other cog-
nitive processes and behaviours [12], [13]). Similarly, low 
self-esteem has been conceptualised as a broad, pervasive 
theme or pattern, consisting of various types of cogni-
tions (e.g., core beliefs, assumptions, and predictions) as 
well as emotions ([14]; [5].

In order to form a clear and comprehensive theoreti-
cal understanding of the critical role of core beliefs in the 
processes and pathways that best explain ED symptoma-
tology, several seminal models of disordered eating that 
have been advanced, and also informed the development 
of effective interventions [9] will be reviewed. Despite 

important differences in terminology and constructs out-
lined above, the theoretical models that broadly include 
a ‘core belief ’ (or similar) component are presently con-
sidered, including the 1) the transdiagnostic mainte-
nance model of eating disorders [15], 2) the cognitive 
model of bulimia nervosa [16], 3) the integrated cognitive 
and behavioural model of binge eating [17], and 4) the 
schema-focused cognitive behavioural model of eating 
disorders [12].

The transdiagnostic maintenance model of eating 
disorders
The transdiagnostic maintenance model of EDs suggests 
that ‘core low self-esteem’, defined as an unconditional, 
often pervasive, negative views of the self, contributes to 
an increasingly dysfunctional schema for self-evaluation 
[15]. This schema includes the over-evaluation of achiev-
ing ‘perfectionism’, which then contributes directly to 
the over-evaluation of eating, weight, shape, and their 
control. This over-evaluation is hypothesised to lead to 
restriction, dieting and other behaviours designed to con-
trol weight, which in turn results in either binge eating 
and compensatory behaviours, or low weight and ‘star-
vation syndrome’. The transdiagnostic ED model also 
includes a general mood intolerance component, pro-
posed to further impact both binge eating and compensa-
tory behaviours.

Although this model has been influential in informing 
CBT for EDs [18], and has also been validated several 
times in various populations [19–23], close examination 
of these studies indicates that no studies have operation-
alised core low self-esteem with a measure that reflects 
a set of unconditional beliefs about the self. Typically, 
measures have been utilised that reflect more general 
affective evaluations of the self, such as the Rosenberg 
Self Esteem Scale [24] or the Eating Disorders Inven-
tory III low self-esteem subscale [25]. Further, although 
the construct of ‘core low self-esteem’ was originally con-
ceptualised to convey pervasive, negative views of the 
self [15], this model does not attempt to recognise the 
importance of other core belief dimensions that may be 
important in the development of disordered eating symp-
tomatology. Finally, and importantly, this framework 
does not attempt to examine formulation in a longitu-
dinal manner with specific recognition or inclusion of 
developmental factors, nor does it make advancements 
in understanding the role of various types of cognition in 
the development and maintenance of EDs [1].

The cognitive model of bulimia nervosa
The cognitive model of bulimia nervosa (BN) is a second-
generation theory that attempts to address some of the 
limitations of the transdiagnostic maintenance model, 
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by including developmental factors and other impor-
tant cognitive constructs and content [1, 16]. Cooper 
and colleagues proposed that early, negative childhood 
experiences may lead to the development of maladaptive, 
negative self-beliefs (e.g., I’m worthless), which, when 
triggered, activate underlying assumptions or negative 
automatic thoughts about eating, weight and shape [16]. 
The idea of ‘negative self-beliefs’ is similar to that of core 
low self-esteem outlined in Fairburn et al.’s [15] mainte-
nance model, however, was instead conceptualised as a 
critical predisposing or developmental factor. Negative 
automatic thoughts are then proposed to trigger emo-
tional states which commonly precede binge eating (e.g., 
anxiety, stress, depression), which in turn trigger meta-
cognitive beliefs about eating, including positive, nega-
tive and permissive beliefs, ultimately resulting in binge 
eating and purging behaviours [16].

The cognitive model of BN offers an enhanced under-
standing of how negative self-beliefs or core beliefs con-
tribute to the development of bulimic pathology, and 
includes other key cognitive content not considered in 
the other models (e.g., meta-cognitive beliefs about eat-
ing). There is evidence in support of several processes 
in this model in both clinical and non-clinical popula-
tions [26, 27], and this model has led to the development 
of an integrated meta-cognitive and cognitive therapy 
for treating BN and binge eating [28]. Nonetheless, this 
framework only addresses bulimic and binge eating 
pathology. It does not attempt to address how core beliefs 
lead to the development of restrictive pathology, nor 
does it acknowledge important pathways to binge eating 
and compensatory behaviours via restrictive eating (i.e., 
behavioural processes).

Integrated cognitive and behavioural model of binge 
eating
Recently, an integrated cognitive and behavioural model 
of binge eating was proposed in order to conceptualise 
important processes and pathways to binge eating [17]. 
The integrated cognitive and behavioural model inte-
grates components from previous theoretical models 
and empirical research and includes critical cognitive, 
emotion-related, and behavioural variables implicated 
in binge eating. The model indicates two predominant 
pathways from ‘core low self-esteem’ to binge eating via 
either dietary restraint or meta-cognitive beliefs about 
binge eating (positive, negative and permissive beliefs). 
Additionally, the model indicates that negative affect and 
difficulties with emotional regulation can serially mediate 
the effect of core low self-esteem on binge eating through 
both of these pathways (i.e., dietary restraint or eating 
belief pathways).

The integrated cognitive behavioural model provides 
a novel conceptualisation of hypothesised pathways 
between core low self-esteem and binge eating symp-
tomatology. Strengths of this model include its inclusion 
of several important pathways to binge eating, via meta-
cognitive beliefs, affective states, and dietary restraint. It 
contains similarities to both the transdiagnostic mainte-
nance model of EDs and cognitive model of BN, whilst 
partially addressing some of the shortcomings of these 
models, or elements not addressed in previous models 
[15, 16]. However, this model was specifically created to 
conceptualise binge eating, and as such does not attempt 
to include or address other key disordered eating symp-
toms, such as compensatory behaviours [17]. Although 
dietary restraint was considered in the model, no indirect 
or direct pathways or effects to this variable were tested, 
as the authors only tested the overall model. Further-
more, other key variables considered in previous mod-
els, such as perfectionism [15] and negative thoughts or 
preoccupation with food, weight and shape [15, 16], were 
not features of this model.

Schema‑focused cognitive behavioural model of eating 
disorders
The schema-focused cognitive behavioural model of 
eating disorders was developed in attempt to clearly 
delineate the role of schema level representations in 
the development of different eating pathology [12]. The 
schema-focused model proposes that the content of core 
beliefs or belief dimensions are similarly critical across 
EDs but that ‘schema processes’ differ in the development 
of restrictive and bulimic pathology [12]. These schema 
processes function to regulate affect (i.e., reduce negative 
affective), via the mechanism of either schema compen-
sation or schema avoidance [12]. Waller and colleagues 
hypothesised that in restrictive eating, schema com-
pensation occurs as a function of primary avoidance of 
negative affective states and schema activation [12]. Con-
versely, in bulimic pathology, schema avoidance occurs 
as a function of secondary avoidance of negative affective 
states, where resulting behaviours (i.e., purging) serve a 
function to temporarily avoid the negative state induced 
by schema activation [12].

Though distinct in their focus, Waller et al. [12] iden-
tified similarities between their newly developed model 
and Fairburn et  al. [15] maintenance model and pro-
posed that the two may be potentially complementary. 
For example, Waller et  al. [12] suggested ‘core low self-
esteem’ may be similar to ‘defectiveness core beliefs’, that 
‘perfectionism’ is similar to ‘unrelenting standards core 
beliefs, and that ‘mood intolerance/affect regulation’ is 
similar to ‘schema avoidance’. However, despite this sug-
gestion, no research has tested the compatibility of these 
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models by combining their key variables and processes, 
in order to conceptualise the role of core beliefs in the 
development of disordered eating symptomatology. Fur-
ther, despite the use of the term ‘schemas’ when referring 
to unconditional core beliefs, this term is frequently uti-
lised in assessment tools (e.g., the Young Schema Ques-
tionnaire) to typically include various other constructs, 
such as conditional beliefs and assumptions, affective 
evaluations, and behaviours [29].

Assessing and differentiating core belief dimensions 
and their role in key disordered eating symptomatology
It has been suggested that core beliefs in EDs often rep-
resent global negative evaluations of the self [1]. Core 
beliefs in EDs have previously been assessed using a 
general, negative self-beliefs subscale [30]. However, 
more recent advancements in this area have identified 
a number of core belief dimensions of particular poten-
tial significance to the development and maintenance of 
disordered eating, as well as providing theoretically con-
sistent and psychometrically valid ways to operationalise 
these dimensions [7, 8, 31]. These dimensions include 1) 
Self-loathing, 2) Abandoned/Deprived, 3) Demanding/
Needing help or support, and 4) Unassertive/Inhibited 
unconditional negative core beliefs. Several studies have 
validated the importance of self-loathing, feeling aban-
doned or isolated, believing oneself to be demanding, 
needing help, or being unassertive or emotionally inhib-
ited for individuals with clinical ED symptomatology or 
sub-clinical disordered eating cognitions and behaviours 
[7, 8, 27, 31].

However, despite recent research identifying core belief 
domains that are specifically related to EDs, there is very 
little understanding of how these different core beliefs 
dimensions differentially (or similarly) influence the 
development of diverse disordered eating symptoms and 
behaviours. None of the aforementioned models have 
attempted to examine the processes and pathways from 
diverse core belief dimensions to critical ED behaviours, 
such as dietary restraint, binge eating, or compensatory 
behaviours. Although there have been clear associations 
between ED-related core beliefs and ED symptomatol-
ogy [7, 8, 27, 31], at present the literature lacks; 1) a clear, 
cohesive, and comprehensive understanding of how ED 
core beliefs influence the development of critical ED 
symptoms, and 2) clarity regarding the potentially differ-
ential (or similarities in the) influence of diverse ED core 
belief dimensions on disordered eating behaviours.

Current Study
Each of the reviewed theoretical models has contributed 
to our understanding of how core beliefs (or comparable 
constructs) impact the development of disordered eating 

symptomatology. However, as noted by both Cooper [1] 
and Waller [12], there is need for cognitive theories to 
continue to evolve, as well as to improve conceptualisa-
tions of EDs by integrating theoretical models. In attempt 
to create a clear, cohesive, and comprehensive theoreti-
cal understanding of how ED core beliefs influence the 
development of disordered eating symptoms, we have 
reviewed key pathways and processes from previous 
models and attempted to build upon their strengths as 
well as to address key limitations. The present study had 
two primary aims.

Firstly, we aimed to develop and test a general theoreti-
cal model outlining the important processes and path-
ways from ED core beliefs to core ED symptomatology 
and behaviours. This hypothesised model is displayed in 
Fig. 1. We predicted that the hypothesised model (Fig. 1) 
would demonstrate acceptable fit to the data. Within the 
general model, specific pathways to core ED behavioural 
symptomatology were tested by calculating indirect 
effect of various paths from ED core beliefs to 1) dietary 
restraint, 2) objective binge eating (OBE), and 3) com-
pensatory behaviours.

Secondly, we aimed to conduct exploratory analysis 
into the potential differences in contributions of different 
core belief dimensions to the development of varied ED 
symptomatology, in order to assess whether processes 
and pathways were similar between ED core beliefs. To 
do so, tested a multi-dimensional version of the general 
model, by assessing the relative strengths of relation-
ships of four important ED core belief dimensions (‘Self-
Loathing’, ‘Abandoned/Deprived’, Demanding/Needing 

Fig. 1  Hypothesised Core Beliefs Model of Disordered Eating
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support’, and ‘Unassertive/Inhibited’) to established 
pathways to ED symptomatology, whilst controlling for 
the presence of each of the other core belief dimensions 
included the model.

Method
Participants and procedure
All procedures performed in studies involving human 
participants were in accordance with the ethical stand-
ards of The University of Sydney Human Research 
Ethics Committee (Project Code: 2022/856), includ-
ing informed consent and debriefing participants after 
their participation. Participants were undergraduate 
psychology students, recruited through the Univer-
sity of Sydney’s online psychology research participa-
tion system, who voluntarily participated in exchange 
for course credit. All participants were provided with 
a participant information statement with information 
regarding the aims of this study, provided informed 
consent to participate, then voluntarily completed an 
online test battery of questionnaires using Qualtrics 
Survey Software. From the larger test battery, each of 
the measures described in the measures section and 
demographic information were collected and analysed 
in the present study.

Of the 884 that responded to the survey, 800 partici-
pants completed all the measures of interest and were 
subsequently included in analyses (74.9% female; mean 
age = 20.43  years, SD = 4.44  years; Ethnic Background, 
55.3% Asian, 30.5% Caucasian, 9.8% Other, 3.4% Middle 
Eastern, and 1% as Indigenous Australian). To ensure 
sufficient statistical power was obtained, we obtained 
the minimum sample sizes suggested based off a variety 
of sources from several simulation studies, and guide-
lines for conducting structural equation models (SEM; 
[32–34]). [35–37]).

In this sample, 3.6% of participants reported that they 
had been given a formal diagnosis of anorexia nervosa 
(AN) by a health professional, 2% a diagnosis of BN, 
1.4% a diagnosis of binge eating disorder (BED), and 
1.5% a diagnosis of another ED (e.g., other specified 
feeding or eating disorder [OSFED], eating disorder 
not otherwise specified [EDNOS], unspecified feeding 
or eating disorder [UFED], etc.). The lifetime preva-
lence rates in the current sample are in the expected 
range, with a recent review finding the global life-
time prevalence of any ED ranges from approximately 
0.74 to 8.4% [38]. Using an EDE-Q cut-off score of 2.5 
or higher, 24.6% of the sample were considered ‘ED-
symptomatic’. This criterion has previously been used 
with the intention of exploring individuals with a pres-
ence of both clinical and sub-clinical (or prodromal) 

symptomatology [8, 31], Ro et  al., 2015), based on lit-
erature suggesting that optimal EDE-Q clinical cut-off 
scores vary from 1.68 to 2.93 [39–42],Ro et  al., 2015; 
[43], as compared to the more exclusionary clinical cut-
off of 4.0 [18, 44]. Further, the ‘ED-symptomatic’ rate 
(24.6%) in the present sample is also comparable to the 
findings from a recent review indicating the prevalence 
of ‘disordered eating’ in Australian samples to be 25.7% 
[38].

The relevant EDE-Q items were used to assess OBE and 
compensatory behaviours. Of the included participants, 
29% reported having experienced at least four binge eat-
ing episodes accompanied by the experience of loss of 
control over their eating in the last 28 days (range = 0 to 
58), and 25.2% reported having experienced at least four 
episodes of compensatory behaviours (i.e., purging, use 
of laxatives or exercising in a compulsive manner) in the 
last 28 days (range = 0 to 84).

Measures
Depression anxiety stress scales (DASS‑21)
In order to assess ‘negative affect’, the present study 
utilised the DASS-21[45]. The DASS-21 is a 21-item 
self-report questionnaire that examines symptoms of 
depression, anxiety and stress, by asking participants to 
rate items according to how much each statement applied 
to them over the past week on a scale of 0 (Did not apply 
to me at all) to 3 (Applied to me very much or most of the 
time) (e.g., ‘I felt I wasn’t worth much as a person’). Scores 
ranged from 21 to 84, where higher scores reflect higher 
negative affect. This measure has demonstrated good 
psychometric properties cross-culturally [46]. In the pre-
sent study, the overall DASS-21 demonstrated acceptable 
internal consistency (Ω = 0.94).

Difficulties in emotion regulation scale brief version 
(DERS‑16)
In order to assess ‘Difficulties with Emotional Regu-
lation’, the DERS-16 was utilised in the present study 
[47]. The DERS-16 is a 16-item self-report question-
naire measuring emotional regulation difficulties, that 
asks participants to rate items according to how much 
each statement applies to them from a scale of 1 (Almost 
never) to 5 (Almost always) (e.g., ‘When I am upset, I feel 
out of control’). Scores range from 1–5, where higher 
scores reflect greater difficulties in emotion regulation. It 
has demonstrated good psychometric properties in both 
clinical and community samples [47], as well as compared 
with other DERS versions [48]. In the present study, the 
DERS-16 demonstrated acceptable internal consistency 
(Ω = 0.94).
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Eating beliefs questionnaire 18 (EBQ‑18)
The EBQ-18 was used in order to assess ‘eating beliefs’ in 
the current study [49]. The EBQ-18 is a self-report ques-
tionnaire that examines positive, negative and permissive 
meta-cognitive beliefs about binge eating (e.g., ‘Once I 
start eating, I can’t stop’). Items are rated on a scale from 
Strongly disagree (1) to Strongly agree (5). Scores range 
from 1–5, The EBQ-18 has demonstrated validity, reli-
ability and clinical utility [49, 50]. The overall EBQ-18 
demonstrated acceptable internal consistency in our 
sample (Ω = 0.92).

Eating disorder core beliefs questionnaire revised (ED‑CBQ‑R)
To assess ED core beliefs, the present study utilised the 
ED-CBQ-R, a 15-item self-report measure that assesses 
core beliefs relating to EDs [8]. The ED-CBQ-R con-
tains four subscales, reflecting four dimensions of core 
beliefs,‘Self-loathing, ‘Unassertive/Inhibited, ‘Demand-
ing/Needing help and support’, and ‘Abandoned/Isolated’. 
Items (e.g., ‘selfish’) are rated on a 7-point scale (Feels 
very much untrue [1] to Feels very much true [7]), where 
higher scores reflect higher ED core beliefs. The ED-
CBQ-R has previously demonstrated acceptable internal 
consistency (α or Ω = 0.73 to 0.92) and construct validity 
[8, 31], as well as the overall ED-CBQ-R and each of the 
four subscales in the present study (Ω = 0.78 to 0.92).

Eating disorder examination questionnaire (EDE‑Q)
The EDE-Q was utilised to assess ‘preoccupation with 
eating, weight and shape’, ‘dietary restraint’, ‘binge eat-
ing’, and ‘compensatory behaviours’ [51]. This gold-
standard measure is a 28-item self-report questionnaire 
that assesses the frequency and severity of ED symptoms 
experienced 28  days prior to assessment. To measure 
preoccupation with eating, weight and shape, we utilised 
an overall mean score from the eating concerns, weight 
concerns and shape concerns subscales. Items were rated 
on a 7-point scale (No days [0] to Every day [6]). The pre-
occupation score (Ω = 0.95) and dietary restraint subscale 
(Ω = 0.86) had acceptable internal consistency. Further, 
item 13 was utilised to measure OBE (frequency over 
the last 28 days), and a combined score from items 16, 17 
and 18 utilised to measure compensatory behaviours (i.e., 
purging, use of laxatives, and exercising in a ‘compulsive’ 
manner).

Frost multidimensional perfectionism scale – brief (FMPS‑B)
The FMPS-B was utilised to assess ‘Perfectionism’ in the 
current study [52]. This scale is a brief 8-item assess-
ment tool measuring perfectionism (striving and evalu-
ative concerns, e.g., ‘I have extremely high goals’), where 

items are rated on a 5-point scale (Strongly disagree [1] to 
Strongly agree [5]). The FMPS-B has demonstrated good 
internal consistency and construct validity in community 
and clinical samples [52], and when utilised as an overall 
perfectionism construct in the current study had accept-
able internal consistency (Ω = 0.80).

Statistical Analyses
Statistical analyses were carried out using IBM Statisti-
cal Package for Social Sciences (SPSS) Statistics (version 
26.0) predictive analytics software and R Project for Sta-
tistical Computing [53]. Internal consistency of scales 
utilised were assessed using McDonald’s Omega (Ω) 
(values > 0.70 and < 0.95 were considered acceptable [36, 
54],). Demographic characteristics were examined, data 
distribution was examined for all variables to assess for 
violations of normality assumptions, descriptive statistics 
reported, and Kendall’s Tau (τ) correlations to examine 
the relationships between all included variables.

To test the hypothesised general theoretical model, 
path analysis was conducted in R using weighted least 
squares with a mean and variance adjusted test statistic 
(WLSMV) as the robust estimation method. The struc-
tural model (i.e., relationships between observed vari-
ables) was specified as outlined in Fig.  1. The following 
values were utilised to evaluate model fit: comparative fit 
index (CFI) or Tucker-Lewis index (TLI) of ⩾  0.95 was 
considered good and ⩾ 0.90 acceptable, and an RMSEA 
value of ⩽ 0.050 considered good and ⩽ 0.080 accepta-
ble [55–58]. Post-hoc modifications to the hypothesised 
model were conducted to improve model fit, guided by 
theoretical rationale, significance of paths, and overall 
model fit. Standardised regression coefficients, and the 
indirect effects of various paths from core beliefs to ED 
symptomatology (dietary restraint, binge eating, and 
compensatory behaviours) were calculated and reported. 
In order to examine our secondary aim, path analysis 
was conducted using the aforementioned process to test 
the exploratory multi-dimensional model, where all four 
dimensions of ED core beliefs were correlated within the 
model.

Results
Descriptive Statistics and Correlations
A series of Shapiro–Wilk tests revealed that each of 
the included variables were not normally distributed 
(ps < 0.01). All variables were significantly positively cor-
related with all other included variables (τ = 0.08** to 
0.68**). See Table 1 for all descriptive statistics (mean and 
standard deviations) for each included variable, as well as 
correlations between variables.
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General Model
Path Analysis
The proposed path model (Fig. 1) was fitted to the data 
in R using WLSMV estimation, in order to obtain over-
all model fit statistics, to test each of the proposed path-
ways and their relative strengths whilst accounting for 
each of the other variables in the model, and to calculate 
indirect paths from ED core beliefs to disordered eating 
behaviours (dietary restraint, OBE, and compensatory 
behaviours. The proposed path model demonstrated 
poor to acceptable fit to the observed data (see Table 2). 
Post-hoc modifications were utilised to remove non-sig-
nificant paths and improve model fit guided by post-hoc 
theoretical modifications. The first modification included 

removing both non-significant paths from ‘Difficulty with 
Emotional Regulation’ to ‘Binge Eating’ and ‘Compensa-
tory Behaviours’. This improved model fit slightly for the 
TLI and RMSEA (See Table 2).

Further modifications were guided by theoretical 
rationale and were included if added paths were signifi-
cant and/or increased model fit. The second modification 
included adding a path from ‘Eating disorder core beliefs’ 
to ‘Preoccupation with eating, weight, shape’, which 
resulted in improvements in model fit across all indices 

Table 1  Descriptive statistics and Kendall’s Tau correlations for all included variables

Preoccupation refers to preoccupation with eating, weight and shape. SD = Standard Deviation. **p < .01 (two-tailed)

Mean (SD) 1 2 3 4 5 6 7 8 9 10 11 12

1. Eating Disorder Core Beliefs 2.93 (1.23)

2. Self-loathing 2.26 (1.48) 0.63**

3. Unassertive 3.30 (1.50) 0.63** 0.38**

4. Demanding 3.49 (1.50) 0.66** 0.43** 0.44**

5. Abandoned 2.67 (1.53) 0.68** 0.48** 0.44** 0.47**

6. Perfectionism 3.24 (0.77) 0.22** 0.17** 0.13** 0.18** 0.24**

7. Preoccupation 1.76 (1.37) 0.35** 0.34** 0.24** 0.28** 0.31** 0.26**

8. Negative Affect 40.91 (12.79) 0.51** 0.41** 0.37** 0.44** 0.46** 0.29** 0.35**

9. Difficulty with Emotional Regulation 2.63 (0.93) 0.43** 0.34** 0.32** 0.41** 0.38** 0.32** 0.32** 0.54**

10. Eating Beliefs 2.20 (0.77) 0.31** 0.30** 0.24** 0.27** 0.26** 0.08** 0.30** 0.29** 0.29**

11. Restraint 1.41 (1.49) 0.18** 0.20** 0.11** 0.14** 0.16** 0.20** 0.53** 0.18** 0.16** 0.15**

12. Binge Eating 3.41 (6.02) 0.15** 0.16** 0.11** 0.14** 0.13** 0.12** 0.24** 0.16** 0.15** 0.28** 0.22**

13. Compensatory Behaviours 3.46 (7.24) 0.16** 0.18** 0.10** 0.12** 0.16** 0.13** 0.32** 0.17** 0.13** 0.14** 0.24** 0.24**

Table 2  Model fit indices for the general and multi-dimensional 
proposed and final models

Comparative fit indices: CFI = Comparative fit index; TLI = Tucker-Lewis index; 
RMSEA = root mean square error of approximation; CI = confidence interval; 
χ2(df ) = chi-square (degrees of freedom)

χ2 (df) CFI TLI RMSEA [90% CI]

General Model

Hypothesised Model 553.82 (25) 0.925 0.892 0.110 [0.102, 
0.118]

Modification 1 435.18 (27) 0.925 0.900 0.105 [0.097, 
0.114]

Modification 2 268.49 (26) 0.959 0.943 0.082 [0.073, 
0.091]

Modification 3: Final 
Model

207.49 (24) 0.969 0.954 0.075 [0.065, 
0.084]

Multi-dimensional 
Model

Final Model 238.66 (39) 0.980 0.970 0.061 [0.054, 
00.69]

Fig. 2  Final Core Beliefs Model of Disordered Eating. Regression 
coefficients were standardised. ** p < .01, *** p < .001
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Table 3  Indirect effects for pathways to ED symptomatology in general and multi-dimensional models

Pathways: general model Unstandardised indirect effect Standardised indirect effect p-value

Dietary Restraint

1: EDCB → PRE → DR 0.307 0.256  < 0.001

2: EDCB → PERF → PRE → DR 0.070 0.058  < 0.001

Objective Binge Eating

3: EDCB → PRE → DR → OBE 0.329 0.156  < 0.001

4: EDCB → NEG → DER → EB → OBE 0.158 0.075  < 0.001

5: EDCB → PERF → PRE → DR → OBE 0.075 0.035  < 0.001

6: EDCB → PRE → NEG → DER → EB → OBE 0.013 0.006 0.007

7: EDCB → PERF → NEG → DER → EB → OBE 0.019 0.009 0.001

8: EDCB → PERF → PRE → NEG → DER → EB → OBE 0.003 0.008

Compensatory Behaviours 0.001

9: EDCB → PRE → DR → OBE → CB 0.513 0.087  < 0.001

10: EDCB → NEG → DER → EB → OBE → CB 0.247 0.042  < 0.001

11: EDCB → PERF → PRE → DR → OBE → CB 0.117 0.020  < 0.001

12: EDCB → PRE → NEG → DER → EB → OBE → CB 0.021 0.004 0.007

13: EDCB → PERF → NEG → DER → EB → OBE → CB 0.029 0.005 0.001

14: EDCB → PERF → PRE → NEG → DER → EB → OBE → CB 0.005 0.001 0.010

Pathways: Multi-dimensional Model Unstandardised Indirect Effect Standardised Indirect Effect p-value

Dietary Restraint

1: SL → PRE → DR 0.237 0.239  < 0.001

2: A/D → PRE → DR 0.066 0.068 0.030

3: A/D → PERF → PRE → DR 0.046 0.048  < 0.001

4: D/NS → PERF → PRE → DR 0.022 0.022 0.009

Objective Binge Eating

5: SL → PRE → DR → OBE 0.251 0.147  < 0.001

6: SL → NEG → DER → EB → OBE 0.035 0.021 0.009

7: SL → PRE → NEG → DER → EB → OBE 0.012 0.007 0.009

8: U/I → NEG → DER → EB → OBE 0.025 0.015 0.011

9: A/D → PRE → DR → OBE 0.070 0.042 0.042

10: A/D → PERF → PRE → DR → OBE 0.049 0.029  < 0.001

11: A/D → NEG → DER → EB → OBE 0.031 0.019 0.006

12: A/D → PRE → NEG → DER → EB → OBE 0.003 0.002 0.104

13: A/D → PERF → NEG → DER → EB → OBE 0.012 0.007 0.004

14: A/D → PERF → PRE → NEG → DER → EB → OBE 0.002 0.001 0.014

15: D/NS → PERF → PRE → DR → OBE 0.023 0.014 0.015

16: D/NS → NEG → DER → EB → OBE 0.066 0.039 0.001

17: D/NS → PERF → NEG → DER → EB → OBE 0.006 0.003 0.030

18: D/NS → PERF → PRE → NEG → DER → EB → OBE 0.001 0.001 0.053

Compensatory Behaviours

19: SL → PRE → DR → OBE → CB 0.408 0.083  < 0.001

20: SL → NEG → DER → EB → OBE → CB 0.058 0.012 0.006

21: SL → PRE → NEG → DER → EB → OBE → CB 0.019 0.004 0.009

22: U/I → NEG → DER → EB → OBE → CB 0.041 0.009 0.009

23: A/D → PRE → DR → OBE → CB 0.114 0.024 0.041

24: A/D → PERF → PRE → DR → OBE → CB 0.079 0.017  < 0.001

25: A/D → NEG → DER → EB → OBE → CB 0.051 0.011 0.006

26: A/D → PRE → NEG → DER → EB → OBE → CB 0.005 0.001 0.099

27: A/D → PERF → NEG → DER → EB → OBE → CB 0.020 0.004 0.003

28: A/D → PERF → PRE → NEG → DER → EB → OBE → CB 0.004 0.001 0.016
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(Table  2). The third and final modifications involved 
adding two paths from both ‘Perfectionism’ and ‘Preoc-
cupation with eating, weight, shape’ to ‘Negative affect’. 
No other modifications improved model fit or added 
significant paths to ED behaviours. Overall, fit statistics 
were improved compared to the proposed model, and the 
final model provided a more nuanced understanding of 
the pathways from ED core beliefs to disordered eating 
behaviours, based on post-hoc theoretical considerations 
and subsequent retention of statistically significant paths. 
See Fig.  2 for the final, general model, including stand-
ardised regression coefficients for significant paths. The 
newly developed model was referred to as the core beliefs 
model of disordered eating.

Indirect effects were calculated within the total, 
general model, for all possible indirect pathways from 
ED core beliefs to each of the three ED behaviours: 
dietary restraint, OBE, and compensatory behaviours. 
Both possible indirect paths from ED core beliefs to 
restraint were significant (p < 0.001). All six possible 
indirect paths from ED core beliefs to OBE were signifi-
cant (p < 0.05), with paths containing between two and 
five serial mediating variables. All six possible indirect 
paths from ED core beliefs to compensatory behav-
iours were significant (p < 0.05), with paths containing 
between two and six serial mediating variables. See 
Table 3 for details of each of the serial mediating vari-
ables included in each path, and unstandardised and 
standardised indirect effects.

Multi‑dimensional Model
Path Analysis
To investigate the secondary aim of the current study, 
an exploratory test of the newly developed ‘core beliefs 
model of disordered eating’ was conducted with a 
multi-dimensional model of core beliefs. This involved a 
simultaneous test of four dimensions of ED core beliefs; 
‘Self-loathing’, ‘Abandoned/Deprived’, Demanding/Need-
ing support’, and ‘Unassertive/Inhibited’. The model was 
tested in R using WLSMV estimation, where all four ED 
core belief dimensions were correlated, in order to test 

the relative strength of paths from each ED core belief 
dimension to other variables in the model and ultimately 
to ED symptomatology, whilst controlling for the pres-
ence of each of the other core belief dimensions included 
the model. This was important in order to examine any 
potential differences in pathways to various disordered 
eating behaviours, or whether these processes were simi-
lar between core belief dimensions.

The multi-dimensional model demonstrated superior 
fit to the observed data compared to the general model, 
with good fit to the observed data for all indices, except 
for RMSEA which indicated acceptable fit (see Table 2). 
However, the multi-dimensional model (Fig. 3) demon-
strated some differences to the general model (Fig.  2). 
Firstly, the path from ‘Self-loathing’ was significant to 
‘Preoccupation with eating, weight, shape’ and ‘Nega-
tive affect’, but not to ‘Perfectionism’. Moreover, the 
paths from ‘Demanding/Needing support’ were only 
significant to both ‘Perfectionism’ and ‘Negative affect’, 
but no longer directly to ‘Preoccupation with eating, 
weight, shape’. The paths from Unassertive/Inhibited’ 
were no longer significant to ‘Perfectionism’, ‘Preoc-
cupation with eating, weight, shape’, only to ‘Negative 
affect’. Only the paths from ‘Abandoned/Deprived’ were 
significant to all variables as in the general model, that 
is, ‘Perfectionism’, ‘Preoccupation with eating, weight, 
shape’, and ‘Negative affect’. See Fig.  3 for the tested 
multi-dimensional model, including standardised 
regression coefficients for significant paths.

Indirect effects were calculated within the total, 
multi-dimensional model, for all possible indirect 
pathways from ED core beliefs to each of the three 
ED behaviours: dietary restraint, OBE, and compen-
satory behaviours. Each possible indirect path from 
‘Self-Loathing’, ‘Abandoned/Deprived’ and ‘Demand-
ing/Needing support’ to restraint were significant 
(p < 0.05). Of 14 possible indirect paths from ED core 
beliefs to OBE, 12 were significant (p < 0.05); one path 
from ‘Unassertive/Inhibited’ to OBE, three paths from 
‘Self-loathing’ to OBE, five paths from ‘Abandoned/
Deprived’ to OBE, and three paths from ‘Demanding/
Needing support’ to OBE. Of 14 possible indirect paths 

Table 3  (continued)

Pathways: Multi-dimensional Model Unstandardised Indirect Effect Standardised Indirect Effect p-value

29: D/NS → PERF → PRE → DR → OBE → CB 0.038 0.008 0.017

30: D/NS → NEG → DER → EB → OBE → CB 0.107 0.022  < 0.001

31: D/NS → PERF → NEG → DER → EB → OBE → CB 0.009 0.002 0.027

32: D/NS → PERF → PRE → NEG → DER → EB → OBE → CB 0.002  < 0.001 0.054

A/D = Abandoned/Deprived; CB = Compensatory Behaviours; D/NS = Demanding/Needing support; DER = Difficulty with Emotional Regulation; DR = Dietary Restraint; 
EB = Eating Beliefs; EDCB = Eating Disorder Core Beliefs; NEG = Negative Affect; OBE = Objective Binge Eating; PERF = Perfectionism; PRE = Preoccupation with eating, 
weight, shape; SL = Self-Loathing; U/I = Unassertive/Inhibited
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from ED core beliefs to compensatory behaviours, 12 
were significant (p < 0.05); one path from ‘Unassertive/
Inhibited’ to compensatory behaviours, three paths 
from ‘Self-loathing’ to compensatory behaviours, five 
paths from ‘Abandoned/Deprived’ to compensatory 
behaviours, and three paths from ‘Demanding/Need-
ing support’ to compensatory behaviours. See Table  3 
for details of each of the serial mediating variables 
included in each path, and unstandardised and stand-
ardised indirect effects.

Post-hoc path analyses were conducted to examine 
whether the general model (Fig.  2) and its paths were 
significant if each ED core belief dimension was tested 
in isolation. Although this was not a specific theoreti-
cal or statistical aim of the present study, it was consid-
ered important to test each ED core belief dimension 
separately to assess their ongoing theoretical relevance. 
This was considered important given the interesting 
variation in paths from ED core beliefs to ED behav-
iours, whilst controlling for the presence of each of the 
other core belief dimensions. Results suggested that 

Fig. 3  Multi-dimensional model outlining specific processes and pathways from core belief dimensions to eating disorder symptomatology. 
Straight arrows represent significant paths, labelled with standardised regression coefficients. Curved arrows represent correlations. * p < .05, ** 
p < .01, *** p < .001
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when tested in isolation, all four general ED core belief 
models (one for each dimension) displayed accept-
able to good model fit (see Supplementary Table  1). 
Supplementary Table  2 reports all standardised path 
coefficients.

Discussion
The present study aimed to develop and test a general 
theoretical model outlining the important developmental 
and maintenance processes and pathways from ED core 
beliefs to core ED symptomatology and behaviours, as 
well as exploring the potential differential impact of, or 
pathways from various core belief dimensions to dietary 
restraint, OBE, and compensatory behaviours. A final, 
general core beliefs model of disordered eating was pre-
sented (Fig. 2). The hypothesised model displayed poor to 
acceptable fit to the data. As such, several post-hoc modi-
fications were made which increased model fit and added 
theoretical richness to the final model. This included 
removing two non-significant paths and adding three sta-
tistically and theoretically significant paths.

The final model indicates that core beliefs can lead to 
the development of disordered eating symptomatology 
in several ways. Firstly, negative core beliefs can increase 
perfectionistic attitudes, tendencies and behaviours, 
which in turn contributes to over-evaluating the impor-
tance of eating, weight and shape whilst evaluating the 
self. This scheme for self-evaluation shares similarities 
with previous theory and empirical research [15], Wade 
et al., [59]), whereby body weight and shape can become 
a means of ‘self-definition’ or ‘compensation’ for perfec-
tionistic beliefs or tendencies in response to the activa-
tion of maladaptive core beliefs. The model also indicates 
that ED core beliefs can increase preoccupation, includ-
ing in the absence of perfectionism to mediate this 
relationship. This relationship has been seen in previ-
ous empirical tests of Fairburn’s et  al. [15] maintenance 
model [19, 20]. This preoccupation with eating, weight 
and shape contributes to increased dietary restraint, 
which in turn predicts OBE and subsequent compensa-
tory behaviours.

Additional paths were added to improve the theoretical 
depth of early paths, guided by post-hoc theoretical and 
statistical rationale. Although it has not been specifically 
proposed in previous theoretical ED models, the rela-
tionship between perfectionism and negative affect (e.g., 
depressive symptomatology) has been well-established 
[60]. As such, the path from ‘Perfectionism’ to ‘Negative 
affect’ adds theoretical richness to early paths that have 
not been specifically proposed in seminal ED models. 
Similarly, a path was added from ‘Preoccupation with 
eating, weight and shape’ to ‘Negative affect’, to support 
the established relationship between increased negative 

thoughts, concerns or preoccupations, and the negative 
affective states that are often subsequently experienced 
(e.g., depression, anxiety, stress [16]).

However, even in the absence of perfectionism or pre-
occupation with eating, weight and shape, negative core 
beliefs were shown to relate to increased disordered eat-
ing symptomatology. This outcome is in alignment with 
previous theory which outlines similar processes [12, 16]. 
This model demonstrated that ED core beliefs can trigger 
or relate to increased negative affect, which then facili-
tates increased difficulties with emotional regulation. Dif-
ficulties in regulating negative affective states can then 
trigger unhelpful meta-cognitive beliefs about eating. In 
turn, greater meta-cognitive beliefs (i.e., positive, nega-
tive and permissive about binge eating) lead to increased 
binge eating, which in turn can trigger increased com-
pensatory behaviours. The pathway described has simi-
larities to those proposed in the cognitive model of BN 
[16] and the integrated cognitive behavioural model 
of binge eating [17]. However, unlike these models, it 
includes other important cognitive and behavioural ele-
ments, that is, perfectionism, and preoccupation with 
eating, weight, shape, and dietary restraint. Moreover, 
the two (major) sequences of processes from ED core 
beliefs to dietary restraint, binge eating, and compensa-
tory behaviours, somewhat resemble that of the schema 
avoidance and schema compensation processes proposed 
by Waller [12]. However, there is greater nuance in this 
model in pathways from ED core beliefs to other impor-
tant elements (e.g., various types of cognitions) that 
are not explicitly outlined or described in the schema-
focussed theory.

Altogether, the model contains similarities to estab-
lished and recent theoretical models with a construct 
akin to a ‘core belief ’. The final model also attempts to 
integrate all key processes, create cohesion, and theoreti-
cal richness, and to provide a conceptualisation of how 
ED core beliefs relate to the development and mainte-
nance of disordered eating symptomatology via several 
pathways. Several of these paths have never been theo-
retically proposed in current ED models, nor theoreti-
cally tested. For example, the path from ‘Eating disorder 
core beliefs’ to ‘Binge eating’, through five serial media-
tors (‘Perfectionism’, ‘Preoccupation with eating, weight, 
shape’, ‘Negative affect’, ‘Difficulty with emotional regula-
tion’, and ‘Eating beliefs’). Importantly, all indirect effects 
calculated for all possible pathways from ED core beliefs 
to all three key ED symptomatology were significant. This 
indicates that ED core beliefs can be related to increases 
in ED behaviours through several paths. For example, 
ED core beliefs can result in increased dietary restraint, 
binge eating and compensatory behaviours through pre-
occupation with eating, weight and shape, both with 
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and without increased perfectionism as a mediator of 
this process. Additionally, ED core beliefs can result in 
increases in binge eating and compensatory behaviours 
both with and without mediating increases in negative 
affect, difficulties in emotional regulation and eating 
beliefs. Overall, it is evident that there are many pathways 
that may relate to the development of ED symptoms.

The multi-dimensional version of the model tested 
hypothesised pathways and highlights the ways in which 
different core beliefs dimensions may potentially dif-
fer in their strength of relationship to other constructs 
and proposed processes in the model. For example, ‘self-
loathing’ core beliefs predicted increased ‘preoccupation 
with eating, weight and shape’ and ‘negative affect’, but 
whilst controlling for the other core belief dimensions did 
not directly predict ‘Perfectionism’. Further, all indirect 
effects for all possible paths tested from ‘Self-loathing’ 
to dietary restraint, OBE, and compensatory behaviours 
were significant. Further, ‘Abandoned/Deprived’ beliefs 
predicted greater ‘Perfectionism’, ‘Preoccupation with 
eating, weight, shape’, and ‘Negative affect’. This may 
suggest that this dimension of maladaptive core beliefs 
is a particularly strong contributor to the development 
of core eating disordered pathology as compared to the 
other core belief dimensions.

When examining the significant indirect effects of 
specific paths, ‘Abandoned/Deprived’ predicted greater 
ED behaviours through all major pathways: 1) through 
increased perfectionism, which in turn increased pre-
occupation with food, weight and shape, 2) through 
increased perfectionism which in turn increases nega-
tive affect, difficulties in emotional regulation and eating 
beliefs, 3) through negative affect directly, or 4) through 
pre-occupation with food, weight and shape directly. 
Only two indirect effects were not significant.

‘Demanding/Needing support’ core beliefs directly pre-
dicted both greater ‘Perfectionism’ and ‘Negative affect’ 
in the multi-dimensional model and displayed almost 
all significant indirect path to all three ED behaviours. 
Similar to ‘Abandoned/Deprived’ beliefs, only two indi-
rect effects were not significant. Interestingly, whilst 
controlling for the effects of the other three core belief 
dimensions, ‘Unassertive/Inhibited’ core beliefs only dis-
played a significant pathway to ‘Negative affect’. It is pos-
sible that this dimension is particularly important to the 
internalising symptomatology that often co-occurs with 
ED symptomatology. However, the specific nuances and 
differences found between these processes and path-
ways were indeed based on exploratory analyses and are, 
as such, preliminary findings that should be examined 
again in additional samples before strong conclusions 
can be drawn. Although post-hoc supplementary analy-
ses reinforced the ongoing importance of these beliefs in 

the development of disordered eating (i.e., when tested 
in isolation), in order to assess and potentially reinforce 
their unique contributions and relationships with other 
variables, these outcomes should be examined again in 
relevant samples.

Strengths, Limitations and Future Research
The present study had several empirical strengths and 
made some important theoretical contributions. We 
presented a general core beliefs model of disordered eat-
ing, which highlights the critical pathways from ED core 
beliefs to important behavioural ED symptomatology, 
dietary restriction, OBE, and compensatory behaviours. 
This is the first model to bring focus to the importance 
of core beliefs in development of EDs, as well as highlight 
the differential processes and pathways that may lead to 
various core ED symptoms. This general model allows 
future study to test and explore not only the model in its 
entirety, but additionally to test specific paths and pro-
cesses, depending on the relevance for specific disorders 
or symptom profiles (e.g., AN restrictive subtype without 
a binge-purge [BP] cycle, or BED without compensatory 
behaviours). The presentation of various indirect effect 
pathways allows for partial tests of the model to be con-
ducted in samples where it is either not possible or not 
relevant to test the model in its entirely. Furthermore, 
this is the first study to present preliminary differences in 
early processes from different core belief dimensions to 
ED behaviours.

However, these contributions must also be placed in 
the context of the limitations of this study. Primarily, 
this research was conducted using cross-sectional data. 
Therefore, although the model was developed from well-
established literature regarding empirical and theoretical 
relationships between key included variables, the cau-
sality of processes cannot be strictly inferred from the 
current data. Currently, outcomes only represent a pre-
liminary test of the model. Future longitudinal research 
should investigate the proposed processes and their 
development over time. Future research could also con-
sider ecological momentary assessment to test state-level 
processes proposed, as well as maintenance processes 
that were not tested in the current model. The current 
model was a recursive model and highlighted only the 
developmental pathways and processed from ED core 
beliefs to ED symptomatology. Future ecological momen-
tary assessment or experimental research could further 
test and develop the model (e.g., a non-recursive model) 
by examining both developmental and maintenance 
processes.

Further, although the measures utilised to operational-
ize each of the key variables included in the model were 
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all psychometrically validated measures, it would be 
beneficial for a future test of the model to utilise differ-
ent assessment tools to explore the stability of the model 
whilst using alternate measures, given these tools possess 
adequate psychometric properties. Moreover, the post-
hoc modifications to the hypothesised model were not 
tested with new data in the present study. It is therefore 
considered important that both final models, be explicitly 
tested in an independent sample in future study. Finally, 
this study used a sample of undergraduate university 
students. Although our sample contained levels of dis-
ordered eating symptomatology and clinical ED diagno-
ses comparable to global and Australian prevalence rates 
[38], it remains critical that the model is tested, either in 
whole or in part, in relevant treatment seeking or clini-
cal populations with sufficient sample sizes, or with a 
sample of individuals self-reporting a current ED diagno-
sis. It would also be interesting to validate and compare 
this model in those with prodromal or sub-clinical EDs, 
and between those with different diagnostic status (e.g., 
AN-BP subtype compared to BED).

Future research should consider validation of both the 
general and multi-dimensional model in both a general 
and in specific ED populations, as well as to focus on 
examining the specific nuances in processes. Further, it 
is also possible that these four dimensions of core beliefs 
may relate to specific behaviours differently in specific 
ED populations. For example, AN-BP or BN samples 
may demonstrate a greater number of significant indirect 
pathways to compensatory behaviours, where this non-
clinical sample did not. Thus, future investigation into 
these specific pathways is certainly warranted.

Conclusions
This study extends the current understanding of the role 
of core belief in the development of disordered eating, by 
building upon previous theoretical models and empirical 
literature. We present a general, core beliefs model of dis-
ordered eating, and preliminary findings regarding differ-
ences in processes and pathways from four key core belief 
dimensions to ED behaviours. It is hoped that processes 
and pathways presented in this model are tested in rele-
vant populations and that this study has provided a com-
prehensive way to understanding the critical role of core 
beliefs in development of disordered eating symptoma-
tology. Bearing in mind that core beliefs are considered 
a developmental factor arising from early experience, 
identification of such beliefs and utilisation of these as 
targets will be valuable in both the prevention and early 
intervention space, as well as in clinical treatment and 
research.
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