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Abstract
The perfectionism model of binge eating (PMOBE) is an integrative model explaining why
perfectionism is related to binge eating. This study reformulates and tests the PMOBE, with a
focus on addressing limitations observed in the perfectionism and binge eating literature. In the
reformulated PMOBE, concern over mistakes is seen as a destructive aspect of perfectionism
contributing to a cycle of binge eating via four binge eating maintenance variables: interpersonal
discrepancies, low interpersonal esteem, depressive affect, and dietary restraint. This test of the
reformulated PMOBE involved 200 undergraduate women studied using a 3-wave longitudinal
design. As hypothesized, concern over mistakes appears to represent a vulnerability factor for
binge eating. Bootstrapped tests of mediation suggested concern over mistakes contributes to
binge eating through binge eating maintenance variables, and results supported the incremental
validity of the reformulated PMOBE beyond perfectionistic strivings and neuroticism. The
reformulated PMOBE also predicted binge eating, but not binge drinking, supporting the
specificity of this model. The reformulated PMOBE offers a framework for understanding how
key contributors to binge eating work together to generate and to maintain binge eating.
Keywords: perfectionism, social maladjustment, depressive affect, dietary restraint, binge
eating
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Reformulating and Testing the Perfectionism Model of Binge Eating Among Undergraduate
Women: A Short-Term, Three-Wave Longitudinal Study
Psychological and interpersonal stressors abound in the university setting (e.g.,
achievement pressures, relationship stressors, unrealistic thinness ideals, and mood difficulties),
leaving undergraduate women vulnerable to negative outcomes such as binge eating (i.e., rapidly
and uncontrollably eating a large amount of food in a short period of time; Cheng &
Mallinckrodt, 2009; Tylka & Subich, 2004). Dimensional models of eating problems (Tylka &
Subich, 2003) and binge eating (Fitzgibbon, Sánchez-Johnsen, & Martinovich, 2003) are
supported by research. Drawing on such evidence, in the present study we conceptualize binge
eating as lying along a continuum from mild to severe levels. This dimensional approach to
binge eating parallels a foundational tenet of counseling psychology by attempting to understand
the entire spectrum of functioning as opposed to just focusing on pathology (Gelso & Fretz,
2001). According to dimensional models, mild to moderate levels of binge eating negatively
impact health, well-being, and functioning. In undergraduates, binge eating is linked to negative
mood, cigarette smoking, and binge drinking (e.g., Rush, Becker, & Curry, 2009). Given that
binge eating reaches its apex during the time when students are typically attending a university
(Sherry & Hall, 2009), and that curbing subclinical binge eating may help prevent the occurrence
of more severe binge eating and associated health complications, there is a clear need for
explanatory models elucidating why undergraduate women binge eat. Research also indicates
such models should include a key role for personality traits (e.g., perfectionism) in shaping binge
eating (Sherry & Hall, 2009).
Perfectionism and Binge Eating
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Perfectionism is a robust predictor of eating problems (Bardone-Cone et al., 2007).
Ample research links perfectionism to anorexic and bulimic symptoms (e.g., Stice, 2002). In
contrast, evidence on perfectionism and binge eating is still emerging (Pratt, Telch, Labouvie,
Wilson, & Agras, 2001), and moderational and mediational models of perfectionism and binge
eating are especially rare (Bardone-Cone et al., 2007). As a moderational model with strong
empirical support, the three factor interactive model of binge eating is an exception to this trend
(Bardone-Cone et al., 2008). This model asserts women with high perfectionism, high body
dissatisfaction, and low general self-efficacy are prone to binge eating (Bardone-Cone,
Weishuhn, & Boyd, 2009). Perfectionism is thus proposed in this model to work along with other
variables to explain when women are likely to binge eat. However, less is known about why
perfectionism leads to binge eating. Indeed, mediational models clarifying mechanisms
responsible for the perfectionism-binge eating link are scarce.
The Original Perfectionism Model of Binge Eating (PMOBE)
To address this gap, Sherry and Hall (2009) proposed the original PMOBE and tested this
mediational model with 566 undergraduate women using a 7-day structured daily diary design.
According to this model, socially prescribed perfectionism (i.e., perceiving that others are
demanding perfection of oneself) confers vulnerability to binge eating through four putative
triggers of binge eating: interpersonal discrepancies, low interpersonal esteem, depressive affect,
and dietary restraint. Sherry and Hall termed these four variables “binge triggers,” as evidence
suggests they come before and contribute to binge eating (e.g., Deaver, Miltenberger, Smyth,
Meidinger, & Crosby, 2003; Heatherton & Baumeister, 1991; Herman & Polivy, 2004).
Women high in socially prescribed perfectionism experience chronic interpersonal
problems (Hewitt, Flett, Sherry, & Caelian, 2006), frequently perceiving or encountering
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distressing difficulties with others. Evidence indicates women high in socially prescribed
perfectionism are especially prone to interpersonal discrepancies (i.e., viewing oneself as falling
short of others’ expectations) and to problems with interpersonal esteem (i.e., feeling accepted
by, at ease around, and liked by others) in their social lives (Sherry & Hall, 2009). Women high
in socially prescribed perfectionism often feel judged, disliked, and excluded by others and tend
to feel a strong sense of deficiency as social beings (Rice, Leever, Christopher, & Porter, 2006).
Such interpersonal problems may instigate periods of depressive affect (i.e., feeling miserable,
cheerless, and sad) and attempts at dietary restraint (i.e., behaviours aimed at reduced intake of
calories). Depressive affect is therefore conceptualized in the original PMOBE as a consequence
of chronic interpersonal problems (Wei, Mallinckrodt, Russell, & Abraham, 2004), whereas
dietary restraint is understood as an attempt by women to win others’ approval or avoid others’
criticism by obtaining a thinner body (Sherry & Hall, 2009).
In summary, socially prescribed perfectionism is proposed to generate binge triggers in
the original PMOBE, setting conditions where binge eating is likely to occur. Whether to escape
an aversive sense of self-awareness as social beings (Heatherton & Baumeister, 1991), to reduce
feelings of depressive affect (Deaver et al., 2003), or to compensate for hypocaloric states arising
from strict dietary restraint (Herman & Polivy, 2004), Sherry and Hall (2009) found consistent
evidence that women high in socially prescribed perfectionism are vulnerable to binge eating.
Although the original PMOBE received promising empirical support, areas for improvement
remain in the original PMOBE and in the literature on perfectionism and binge eating as a whole.
Advancing the Literature on Perfectionism and Binge Eating
Bardone-Cone et al. (2007) reviewed 55 papers on perfectionism and eating problems
published from 1990 to 2005, and found only 18% of these studies used longitudinal designs.
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These authors also noted most longitudinal studies in this area use only two measurement
occasions, which represents a serious shortcoming. Longitudinal studies with three or more
measurement occasions allow researchers to clarify directional or temporal relations and to make
stronger inferences regarding mediational processes by reducing temporal confounding. Several
key relationships in the PMOBE (e.g., depressive affect’s influence on binge eating) are also
conceptualized as short-term and dynamic (Sherry & Hall, 2009). Short-term, multi-wave
longitudinal studies (occurring over several weeks) are well-suited to capture such relationships
and may decrease recall bias by measuring events closer to their occurrence (Bolger, Davis, &
Rafaeli, 2003). Little is also known about perfectionism and binge eating on a week-to-week
basis. In summary, a 3-wave, 3-week longitudinal investigation testing potential mediators of the
perfectionism-binge eating link (our design in the present study) would represent a novel
contribution to research on perfectionism and binge eating.
Including pre-existing, baseline levels of binge eating in longitudinal studies also
provides a more stringent test of perfectionism as a vulnerability factor for binge eating (Bolger
et al., 2003). Sherry and Hall (2009) did not include baseline levels of binge eating in their
original test of the PMOBE, reflecting a serious limitation observed in most studies of
perfectionism and binge eating (e.g., Pearson & Gleaves, 2006). Consequently, little is known
about perfectionism as a vulnerability factor predicting changes in binge eating. Binge eating
may also represent a self-perpetuating problem, with binge eating itself predisposing future
episodes of binge eating. For example, binge eating at Time A may contribute to conditions at
Time B (e.g., post-binge dietary restraint) that are conducive to more binge eating at Time C. It
is therefore also important to test whether there is a role for perfectionism in predicting binge
eating maintenance variables (e.g., dietary restraint) beyond baseline levels of binge eating.
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The Reformulated PMOBE
The present investigation reformulates the original PMOBE (Sherry & Hall, 2009)
accounting for the abovementioned limitations and then tests this reformulated model with 200
undergraduate women studied using a 3-wave, 3-week longitudinal design. The reformulated
PMOBE involves three main advances relative to the original PMOBE.
First, Sherry and Hall (2009) treated socially prescribed perfectionism (Hewitt & Flett,
1991) as the central perfectionism variable of interest in the original PMOBE. The socially
prescribed perfectionism construct arises from an interpersonal-psychodynamic theoretical
tradition and involves salient interpersonal content (Sherry, Hewitt, Flett, & Harvey, 2003).
Items measuring socially prescribed perfectionism assess mental representations of others as
critical, unrealistic, and demanding (e.g., “Others expect me to be perfect”).
In the present study, we draw on an alternative model of perfectionism: namely, concern
over mistakes. This construct arises from a cognitive-behavioural theoretical tradition (Frost,
Marten, Lahart, & Rosenblate, 1990) and includes a place for both interpersonal and cognitive
features of perfectionism (Sherry et al., 2003). Though some well-established models distinguish
between interpersonal and intrapersonal (cognitive) features of perfectionism (e.g., Hewitt &
Flett, 1991), these models are not demonstrably superior to models that combine interpersonal
and cognitive features of perfectionism into a single construct (see Sherry et al., 2003). In fact,
evidence suggests models that combine interpersonal and cognitive features of perfectionism are
strong predictors of disordered eating (e.g., Dunkley, Blankstein, Masheb, & Grilo, 2006).
The concern over mistakes construct involves interpersonal problems (e.g., socialevaluative concerns and approval needs) with perfectionistic themes (e.g., “The fewer mistakes I
make, the more others like me”). Several authors assert items measuring concern over mistakes
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include salient interpersonal content (e.g., Dunkley & Kyparissis, 2008). Consistent with these
assertions, concern over mistakes is connected to dysfunction in the social domain, including
hostility, social hassles, loneliness, social anxiety, and disagreeableness (e.g., Ashbaugh et al.,
2007). Research has thus converged to suggest concern over mistakes involves interpersonal
problems with perfectionistic themes and is associated with a chronic tendency to perceive
and/or to encounter negative interactions with others (e.g., Sherry et al., 2003).
The concern over mistakes construct also includes rigid “if...then” contingencies for selfworth and dichotomous “all-or-nothing” thinking (e.g., “If I fail at work, then I am a failure as a
person.”). Indeed, such cognitive dysfunction is viewed as central to concern over mistakes (e.g.,
Brown & Beck, 2002; Frost et al., 1990). Evidence also suggests interpersonal problems and
cognitive dysfunction with perfectionistic themes are both key contributors to eating problems
(Bardone-Cone et al., 2007; Hewitt, Flett, & Ediger, 1995; Shafran, Cooper, & Fairburn, 2002).
In focusing on concern over mistakes, the reformulated PMOBE asserts both interpersonal and
cognitive features of perfectionism are centrally involved in binge eating.
Second, binge eating is reconceptualized in the reformulated PMOBE as a cyclical
process that starts and ends with binge eating (see Figure 1). In this way, the reformulated
PMOBE takes into account evidence that binge eating is highly stable (Sherry & Hall, 2009) and
provides a stricter test of model predictions by including baseline levels of binge eating.
Third, in the original PMOBE, interpersonal discrepancies, low interpersonal esteem,
depressive affect, and dietary restraint were seen only as “binge triggers” that precede and
predispose binge eating. That is, the original PMOBE assumed relations between these four
variables and binge eating were simply unidirectional (binge triggers  binge eating). This
conceptualization is incongruent with research indicating these four variables represent both
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antecedents and consequences of binge eating (Deaver et al., 2003; Stein et al., 2007). The
reformulated PMOBE reconceptualizes these four variables as “binge eating maintenance
variables” which represent both pre-binge antecedents and post-binge consequences that
predispose further binge eating (see Figure 1).
To elaborate, a tendency to relate to others in an acrimonious fashion makes depressive
affect a frequent occurrence for people high in concern over mistakes, and such depressive affect
predisposes binge eating (Frost et al., 1990; Sherry & Hall, 2009). The reformulated PMOBE is
thus in line with prior theory suggesting social maladjustment (e.g., interpersonal discrepancies
or low interpersonal esteem) contributes to depressive affect, which, in turn, leads to binge eating
(e.g., Wilfley, Pike, & Striegel-Moore, 1997). Considered from this perspective, binge eating is a
maladaptive coping response to depressive affect brought on by disrupted or by disturbed social
functioning (see also Wilfley et al., 1997). Building on studies suggesting depressive affect is
also a consequence of binge eating (Deaver et al., 2003), the reformulated PMOBE takes a wider
view of the depressive affect-binge eating link, with depressive affect understood as re-emerging
as part of a cascade of post-binge emotionality. The reformulated PMOBE thus maintains
depressive affect and binge eating are involved in a vicious cycle, where binge eating contributes
to depressive affect which in turn contributes to more binge eating.
In the reformulated PMOBE, dietary restraint is also viewed as both a precursor of binge
eating (with dietary restraint generating a state of caloric deprivation that is conducive to binge
eating) and a sequela of binge eating (with women high in concern over mistakes re-committing
to a pattern of unrealistic, hard-to-maintain dietary restraint after they binge eat). An anxious
over concern about others’ expectations for thinness and a penchant to pursue lofty appearance
ideals in an effort to gain others’ acceptance or to escape others’ censure encourages women
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high in concern over mistakes to make frequent—but ultimately unsuccessful—attempts at
dietary restraint, both before and after binge eating. In this manner, the reformulated PMOBE
aims to better capture the cyclical, self-perpetuating nature of binge eating where binge eating
and its maintenance variables (e.g., dietary restraint) contribute to one another over time.
Hypotheses Derived From the Reformulated PMOBE
Primary hypotheses. As noted above (see The Reformulated PMOBE section), there are
differences between socially prescribed perfectionism and concern over mistakes; however, these
constructs may ultimately be more similar than different. Socially prescribed perfectionism and
concern over mistakes are strongly correlated, and load onto the same latent variable (Dunkley,
Blankstein, Halsall, Williams, & Winkworth, 2000). Thus, there are strong empirical reasons to
believe concern over mistakes (as measured in the present study) will have predictive properties
similar to socially prescribed perfectionism (as measured in Sherry & Hall, 2009).
As Figure 1 illustrates, we hypothesized the following in the reformulated PMOBE:
(a) Building upon Sherry and Hall (2009), who predicted and observed a similar set of
findings, we hypothesized concern over mistakes at Wave 1 is related to binge eating at Wave 1,
interpersonal discrepancies at Wave 2, and interpersonal esteem at Wave 2. As in past research
(Sherry & Hall, 2009), we also hypothesized concern over mistakes at Wave 1 is not directly
related to depressive affect at Wave 2, dietary restraint at Wave 2, or binge eating at Wave 3.
Rather, we understand concern over mistakes as conferring vulnerability to depressive affect,
dietary restraint, and binge eating indirectly through variables (e.g., interpersonal discrepancies)
and processes articulated in our mediational hypotheses below (see also Sherry & Hall, 2009).
(b) Studies not only indicate binge eating is a cyclical, recurrent, and self-perpetuating
behaviour, but also suggest binge eating is an antecedent of binge eating maintenance variables
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(e.g., Deaver et al., 2003; Stein et al., 2007). Therefore, we hypothesized binge eating at Wave 1
is related to binge eating maintenance variables at Wave 2 and binge eating at Wave 3.
(c) Sherry and Hall (2009) found interpersonal discrepancies are strongly related to lower
interpersonal esteem and to higher depressive affect. Building on this research, we hypothesized
interpersonal discrepancies at Wave 2 is linked to interpersonal esteem at Wave 2 and depressive
affect at Wave 2. Given theory and evidence suggesting depressive affect fully mediates the link
between interpersonal discrepancies and binge eating (e.g., Heatherton & Baumiester, 1991), we
also hypothesized interpersonal discrepancies at Wave 2 is unrelated to binge eating at Wave 3.
(d) Consistent with prior work (e.g., Wilfley et al., 1997), Sherry and Hall (2009) found
interpersonal esteem was related to dietary restraint, and that dietary restraint fully mediated the
relationship between interpersonal esteem and binge eating. Thus, we hypothesized interpersonal
esteem at Wave 2 is related to dietary restraint at Wave 2, but not to binge eating at Wave 3.
(e) Both theory and research converge to suggest women binge eat as a means of coping
with or escaping from depressive affect (Deaver et al., 2003; Sherry & Hall, 2009). Drawing on
this work, we hypothesized depressive affect at Wave 2 is related to binge eating at Wave 3.
(f) Dietary restraint also tends to precede and to trigger binge eating (Herman & Polivy,
2004), and is frequently tied to depressive affect (Sherry & Hall, 2009). Thus, we hypothesized
dietary restraint at Wave 2 is related to depressive affect at Wave 2 and binge eating at Wave 3.
(h) Finally, in testing the original PMOBE, Sherry and Hall (2009) found paths specified
between interpersonal discrepancies and dietary restraint and between interpersonal esteem and
depressive affect were nonsignificant. Following this research, these paths are not specified in
the reformulated PMOBE.
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Stability and vulnerability hypotheses. Binge eating was hypothesized to exhibit high
stability over a 3-week period (see also Rice & Dellwo, 2001; Sherry & Hall, 2009). Concern
over mistakes was also hypothesized to represent a vulnerability factor for binge eating. That is,
concern over mistakes at Wave 1 was hypothesized to predict binge eating at Wave 3 over and
above baseline levels of binge eating at Wave 1. Because this vulnerability effect may be fully
mediated in the context of the path model for the reformulated PMOBE (see Figure 1 and our
meditational hypotheses below), we tested for this vulnerability effect using a separate path
model which included only concern over mistakes at Wave 1 and binge eating at Wave 1 and 3.
Mediational hypotheses. As in Sherry and Hall (2009), five mediational hypotheses are
proposed in the reformulated PMOBE (see Figure 1). Our main mediational hypothesis proposes
(a) concern over mistakes at Wave 1 will indirectly affect binge eating at Wave 3 through all
binge eating maintenance variables at Wave 2. Binge eating maintenance variables are thus seen
as explanatory mechanisms that clarify why concern over mistakes lead to binge eating.
Four other mediational hypotheses appear in the reformulated PMOBE (see Figure 1).
Sherry and Hall (2009) tested, and found support for, a similar set of hypotheses. In the present
study, we hypothesize: (b) concern over mistakes at Wave 1 will indirectly affect depressive
affect at Wave 2 through interpersonal discrepancies at Wave 2; (c) concern over mistakes at
Wave 1 will indirectly affect dietary restraint at Wave 2 through interpersonal discrepancies at
Wave 2 and interpersonal esteem at Wave 2; (d) interpersonal discrepancies at Wave 2 will
indirectly affect binge eating at Wave 3 through depressive affect at Wave 2; and (e)
interpersonal esteem at Wave 2 will indirectly affect binge eating at Wave 3 through dietary
restraint at Wave 2. Taken together, these five mediational hypotheses test the reformulated
PMOBE’s assertion that concern over mistakes contribute to interpersonal problems and these
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interpersonal problems bring about periods of depressive affect and attempts at dietary restraint
that are conducive to binge eating.
Incremental validity hypotheses. Building on results from Sherry and Hall (2009),
paths predicted in the reformulated PMOBE are also hypothesized to remain significant and
largely unaltered when controlling for perfectionistic strivings or neuroticism. Perfectionistic
strivings (i.e., rigidly and ceaselessly demanding perfection of oneself) is conceptualized as one
key dimension of the perfectionism construct (Frost et al., 1990; Hewitt & Flett, 1991; Slaney,
Rice, Mobley, Trippi, & Ashby, 2001). This dimension is correlated with both concern over
mistakes (Frost et al., 1990) and eating problems (Bardone-Cone, 2007), making perfectionistic
strivings a useful covariate to assist in identifying if concern over mistakes uniquely contributes
to the reformulated PMOBE. Although Sherry and Hall found perfectionistic strivings was
largely unimportant to the variables of the original PMOBE, more research is needed to support
this conclusion, as other studies point toward a role for perfectionistic strivings in eating
problems (Bardone-Cone, 2007; Sherry, Hewitt, Besser, McGee, & Flett, 2004). In addition,
neuroticism (i.e., a tendency to experience negative emotions) is correlated with concern over
mistakes, binge eating maintenance variables, and binge eating (Sherry & Hall, 2009). It is
therefore important to test if the variables of the reformulated PMOBE add incrementally to our
understanding of binge eating or are redundant with the higher-order domain of neuroticism.
Specificity hypotheses. Testing the predictive specificity of a proposed explanatory
model is also important (Garber & Hollon, 1991). Is the reformulated PMOBE specifically
predictive of just binge eating? Or are other bingeing behaviours (e.g., binge drinking) also wellpredicted by the variables of this model? There is small to moderate correlation between binge
eating and binge drinking (Gadalla & Piran, 2007), and these two bingeing behaviours often co-
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occur in undergraduates (Rush et al., 2009), making binge drinking a suitable variable to use in
testing the specificity of the reformulated PMOBE. Despite this overlap (Gadalla & Piran, 2007),
binge eating and binge drinking are not seen as equivalent and do not necessarily have identical
antecedents or consequences (Birch, Stewart, & Brown, 2007). For example, whereas concern
over mistakes is positively related to binge eating (Cassin & von Ranson, 2005), research
suggests concern over mistakes and binge drinking are unrelated (Flett et al., 2008). Building on
such evidence, we hypothesized the variables of the reformulated PMOBE will be effective in
predicting binge eating, but not binge drinking.
Method
Participants
We recruited 200 undergraduate women taking psychology courses at a Canadian
university. Women averaged 19.86 years of age (SD = 3.02). Participants self-identified as
Caucasian (88.0%), Asian (3.0%), Black (2.5%), multiracial (3.5%), or “other” (3.0%). These
women averaged 15.01 years of formal education (SD = 1.43) and 2.10 years of education in the
university setting (SD = 1.16); 25.6% of participants reported their major was undeclared, 25.5%
majored in psychology, 10.0% reported double majors (e.g., history and English), 10.0%
majored in nursing, 7.5% majored in neuroscience, 5.5% majored in kinesiology, and 15.9%
reported other majors. Most women were either single (47.0%) or dating (40.5%), with 8.5%
cohabitating and 4.0% married. Our sample is similar to other undergraduate samples recruited at
this Canadian university (e.g., Grant, Stewart, & Mohr, 2009). In Canada, the median age for
women attending a university is 22.70 years and 9.0% of these women are of a visible minority
(Statistics Canada, 2006, 2011). Moreover, about 4.8% of women in this age demographic are
married and 9.2% are cohabiting. Our sample is thus comparable to Canadian population norms.
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Instruments
Participants were directed to respond to each measure’s items with a timeframe in mind–
either a long-term timeframe (i.e., during the past several years) or a short-term timeframe (i.e.,
during the past 7 days). A long-term timeframe was used for personality measures of concern
over mistakes, perfectionistic strivings, and neuroticism. This is consistent with evidence
indicating these four variables are highly stable (e.g., Rice & Aldea, 2006). A 7-day timeframe
was used for measures of interpersonal discrepancies, interpersonal esteem, depressive affect,
dietary restraint, binge eating, and binge drinking. This was done to be consistent with our 3wave, 3-week design. Our use of a 7-day timeframe is also congruent with theory and research
suggesting these five variables change meaningfully over short time periods (see Sherry & Hall,
2009). As in other repeated measures designs (Sherry & Hall, 2009), several measures in our
study were slightly modified to suit a 7-day timeframe and/or shortened to decrease participant
burden. These measures are referred to as “modified” in our instruments section.1 All measures

1

Because each measure in the present study (except for neuroticism) was slightly

modified from its original format, a supplementary cross-sectional study was conducted to assess
the psychometric properties of these modified measures. Both the modified versions and the
original, unmodified versions of the measures were included in this study. Using the same
recruitment methods as our primary sample, we recruited 99 undergraduates from the same
Canadian university. Participants in this supplementary cross-sectional study averaged 20.56
years of age (SD = 4.08) and 2.11 years of university education (SD = 1.18), and were mostly
women (79.8%). Results from this study are referenced as Sherry, Mackinnon and Stewart
(2010).
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in our study were scored such that higher scores indicate higher levels of the construct measured.
All items for each measure were summed to create total scores.
Concern over mistakes. Cox, Enns, and Clara (2002) adapted the original 9-item
concern over mistakes subscale of the Multidimensional Perfectionism Scale (Frost et al., 1990)
into a 5-item modified short form, thereby improving the psychometric properties of this
subscale. Cox et al. shortened the concern over mistakes subscale from 9 items to 5 items by
conducting a factor analysis and then selecting the five highest loading items (see p. 368 of Cox
et al., 2002, for additional details). A sample item from the 5-item modified short form includes:
“If I fail partly, it is as bad as being a total failure.” Women responded to each item on a 5-point
scale ranging from 1 (strongly disagree) to 5 (strongly agree). Alpha reliabilities for the 5-item
modified short form are high (> .85) in undergraduate samples (Sherry et al., 2010) and this
modified short form also correlates strongly (rs from .87 to .96) with Frost et al.’s (1990)
original 9-item subscale (Cox et al., 2002; Graham et al., 2010; Sherry et al., 2010).
Perfectionistic strivings. Perfectionistic strivings were measured with a 4-item modified
short form of the original 7-item personal standards subscale of the Multidimensional
Perfectionism Scale (Frost et al., 1990). By performing a factor analysis and by selecting the four
highest loading items, Cox et al. (2002) adapted the original 7-item personal standards subscale
(Frost et al., 1990) into a 4-item modified short form (see p. 368 of Cox et al., 2002, for more
details). Adapting the original 7-item subscale in this manner does not appear to diminish its
strong psychometric properties (Cox et al., 2002). A sample item from the 4-item modified short
form includes: “I set much higher goals than most people.” Participants responded to each item
on a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). Alpha reliabilities for
the 4-item modified short form are high (> .85) in undergraduate samples (Sherry et al., 2010)
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and this modified short form correlates strongly (rs from .77 to .96) with Frost et al.’s (1990)
original 7-item subscale (Cox et al., 2002; Sherry et al., 2010).
Neuroticism. Neuroticism was measured with the 8-item neuroticism subscale of the Big
Five Inventory (BFI-N; Benet-Martínez & John, 1998). The BFI-N was unmodified. A sample
BFI-N item includes: “I see myself as someone who is depressed.” Women responded using a 5point scale extending from 1 (disagree strongly) to 5 (agree strongly). Alpha reliabilities for the
BFI-N are high (.79 to .88) in undergraduate samples (Sherry et al., 2010; Sherry & Hall, 2009)
and the BFI-N correlates strongly (r = .83) with neuroticism as measured by Costa and McCrae’s
(1992) NEO Five-Factor Inventory (Benet-Martínez & John, 1998).
Interpersonal discrepancies. The original 9-item self-criticism subscale of the
Reconstructed Depressive Experiences Questionnaire (Bagby, Parker, Joffe, & Buis, 1994) was
adapted into a 5-item modified short form. This modified short form is composed of the five
highest factor loadings from the original 9-item subscale (see p. 63 of Bagby et al., 1994, for
additional details). The 5-item modified short form was also changed from the original 9-item
subscale such that items no longer represent falling short of self-imposed standards (e.g. “I often
find that I don’t live up to my own standards or expectations.”), and instead represent
perceptions of falling short of others’ standards (e.g. “I often found that I didn’t live up to others’
standards or expectations for me;” “I felt that I had disappointed others;” and “Others were not
satisfied with what I had accomplished.”). Participants responded to each item on a 7-point scale
ranging from 1 (strongly disagree) to 7 (strongly agree). Sherry et al. (2010) found the 5-item
modified short form has adequate alpha reliability (.77) and correlates strongly (r = .57) with
Bagby et al.’s (1994) original 9-item subscale.
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Interpersonal esteem. The original 7-item social self-esteem subscale of the State SelfEsteem Scale (Heatherton & Polivy, 1991) was adapted into a 4-item modified short form by
Sherry and Hall (2009) based on the four highest factor loadings from the original 7-item
subscale (see p. 898 of Heatherton & Polivy, 1991, for additional details). A sample (reversecoded) item from the 4-item modified short form is as follows: “I was worried about looking like
a fool.” Women responded using a 5-point scale spanning from 1 (not at all) to 5 (extremely).
Alpha reliabilities for the 4-item modified short form are high (.88 to .95) in undergraduates
(Sherry et al., 2010; Sherry & Hall, 2009) and this modified short form correlates strongly (r =
.77) with Heatherton and Polivy’s (1991) original 7-item subscale (Sherry et al., 2010).
Depressive affect. The original 15-item depression subscale of the Profile of Mood
States (McNair, Lorr, & Droppleman, 1992) was adapted into a 4-item modified short form by
Bolger, Zuckerman, and Kessler (2000) based on the four highest factor loadings from the
original 15-item subscale (see p. 955 of Bolger et al., 2000, for additional details). Participants
indicated how accurately four words representing depressive affect (e.g., “sad”) described their
feelings. Participants responded to each item on a 5-point scale ranging from 0 (not at all) to 4
(extremely). Alpha reliabilities for the 4-item modified short form are high (.80 to .95) in
undergraduate samples and this modified short form correlates strongly (r = .97) with McNair et
al.’s (1992) original 15-item subscale (Sherry et al., 2010; Sherry & Hall, 2009).
Dietary restraint. We adapted the original 3-item abstaining from eating subscale of the
Dietary Intent Scale (Stice, 1998) to suit a 7-day timeframe, and this 3-item modified subscale
was used to measure dietary restraint. Following recommendations from Stice, Fisher, and Lowe
(2004), items from the 3-item modified subscale measured specific and concrete behaviours used
to restrict caloric intake (e.g. “I skipped meals in an attempt to control my weight.”). Participants
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responded using a 5-point scale extending from 1 (strongly disagree) to 5 (strongly agree).
Alpha reliabilities for the 3-item modified subscale are high (.90 to .94) in undergraduate
samples and this 3-item modified subscale correlates strongly (r = .82) with Stice’s (1998)
original 3-item subscale (Sherry et al., 2010; Sherry & Hall, 2009).
Binge eating. Negative affect and binge eating are confounded in several measures of
binge eating (see Sherry & Hall, 2009 for a discussion). However, in the present study, we
focused only on specific and concrete behaviours representing binge eating per se (e.g., rapidly
consuming a large amount of food). This operationalization excludes emotional eating (e.g.,
eating when feeling sad), post-binge emotionality (feeling depressed after bingeing), and
compensatory behaviour (e.g., purging or excessive exercise). Consistent with recommendations
for operationalizing binge eating (see Sherry & Hall, 2009), women were informed: “‘Eating
binges,’ ‘an eating binge,’ ‘bingeing,’ etc. refer to the rapid and uncontrollable consumption of a
large amount of food in a short period of time, usually less than two hours.”
Based on the above operationalization of binge eating, we adapted the original binge
eating subscale of the Eating Disorder Diagnostic Scale (EDDS-BE; Stice, Telch, & Rizvi, 2000)
to suit a 7-day timeframe. Two EDDS-BE items were dropped since they mentioned post-binge
emotionality (e.g., feeling depressed after bingeing). The modified EDDS-BE included seven
items (e.g., “There were times when I ate much more rapidly than normal”). Participants
responded to each item using a 7-point scale ranging from 1 (strongly disagree) to 7 (strongly
agree). Alpha reliabilities for the modified EDDS-BE are high (.89 to .95) in undergraduate
samples (Sherry et al., 2010) and the modified EDDS-BE correlates strongly (r = .75) with Stice
et al.’s (2000) original binge eating subscale (Sherry et al., 2010; Sherry & Hall, 2009).
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Binge drinking. Binge drinking was assessed based on recommendations from the
National Institute on Alcohol Abuse and Alcoholism (NIAAA, 2003). We adapted NIAAA’s
original, single item binge drinking scale to match a 7-day timeframe. This modified binge
drinking scale asked women: “During the past 7 days, how often did you have 4 or more drinks
containing any kind of alcohol within a 2-hour period?” Participants responded using a 12-point
scale extending from “0 times” to “10 or more times.” A single drink was defined as half an
ounce of absolute alcohol (e.g., one 12-ounce can or glass or bottle of beer or cooler, one 5ounce glass of wine, or one drink containing 1 shot of liquor or spirits). Our modified binge
drinking scale correlates strongly (r = .62) with NIAAA’s (2003) original binge drinking scale
(Sherry et al., 2010).
Procedure
The present study was approved by a Research Ethics Board. Women were recruited
through the participant pool in the Department of Psychology. Data were collected in three
waves. Participants completed scales in a lab once a week for three consecutive weeks.
Demographics were collected only in Wave 1; otherwise, questionnaires were identical across all
waves. All women were sent an email reminder to complete their assessments as scheduled. As
an incentive, participants were also given $10 as well as a 3.0% bonus credit for one of their
psychology courses. All participants were debriefed.
Compliance with our study protocol was high: All 200 participants (100.0%) completed
Wave 1; 198 participants (99.0%) completed Wave 2; and 189 participants (94.5%) completed
Wave 3. Wave 2 occurred an average of 7.02 (SD = 0.41) days after Wave 1 and Wave 3
occurred an average of 14.13 (SD = 0.67) days after Wave 1. Only weekly reports provided up to
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2 days before or up to 2 days after a scheduled assessment were retained for analyses. In total,
587 weekly reports were included in the final sample.
Data Analytic Strategy
Descriptive statistics, bivariate correlations, tests of multivariate normality, and
confirmatory factor analyses were conducted for the variables of the reformulated PMOBE. Path
analysis was used to test the path model for the reformulated PMOBE (see Figure 1), including
stability and vulnerability effects. Mediational hypotheses were tested using bootstrapping.
Incremental validity analyses tested if paths in the path model remained significant and relatively
unchanged after controlling for covariates (i.e., perfectionistic strivings or neuroticism). Each
covariate was added separately to the path model, as including both covariates at once would
result in an unduly complicated model. The specificity of the reformulated PMOBE was also
tested by replacing binge eating with binge drinking and then reevaluating the fit indices for and
the path coefficients in the path model.
Results
Missing Data Analysis
Only 2.8% of our data were missing and covariance coverage (i.e., the proportion of
participants for which we have data on any given scale) ranged from 0.94 to 1.00. A nonsignificant Little’s MCAR test, 2(1216) = 1238.13, p = .32, indicated our missing data were
missing completely at random (Little, 1988). When data are missing completely at random and
only a very small portion of data are missing (i.e., less than 5.0%), a single imputation using the
expectation maximization algorithm provides unbiased parameter estimates and improves the
statistical power of analyses (Scheffer, 2002). Missing data were therefore imputed using an
expectation maximization algorithm in PASW 17.0.

PERFECTIONISM MODEL OF BINGE EATING

23

Descriptive Statistics and Alpha Reliabilities
Means were computed by aggregating means across three weeks, and standard deviations
were computed by aggregating standard deviations across three weeks (see Table 1). All means
fell within one standard deviation of means from past studies of undergraduate women (e.g.,
Sherry et al., 2010; Sherry & Hall, 2009). This suggests means from our study are generally
consistent with means from comparable samples. We also compared our sample to a sample of
125 community-dwelling women who averaged 49.59 years of age (SD = 4.77; Graham &
Sherry, 2011). More specifically, we compared means on the EDDS-BE from our study (see
Table 1) to means on the EDDS-BE from community-dwelling women (M = 11.15; SD = 8.50).
We found women in our sample reported significantly higher levels of binge eating (t = 2.96, p <
.01, d = .33). Alpha reliabilities were also calculated for each scale during each week, and ranges
appear in Table 1. These alphas were acceptable (≥ .77) for all three waves and congruent with
other studies involving the scales we used (e.g., Sherry et al., 2010; Sherry & Hall, 2009).
Bivariate Correlations
Across all waves, concern over mistakes correlated with interpersonal discrepancies,
interpersonal esteem, depressive affect, dietary restraint, and binge eating (see Table 2). Binge
eating maintenance variables also correlated with one another and with binge eating in the
expected manner. In addition, perfectionistic strivings correlated with concern over mistakes
across all waves, but was less consistently correlated with the other variables of the reformulated
PMOBE. Neuroticism correlated with concern over mistakes and all the other variables of the
reformulated PMOBE across all waves. Overall, these results suggest perfectionistic strivings
and neuroticism are generally suitable covariates in the present study.
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Binge drinking was weakly and inconsistently related to most of the variables of the
reformulated PMOBE, suggesting the variables of this model are more than nonspecific variables
tied to both binge eating and drinking. Furthermore, the variables of the reformulated PMOBE
were not significantly correlated with demographics (i.e., age, ethnicity, year of study, major,
and relationship status). Demographics were thus not used as covariates.
Across all waves, test-retest correlations were consistently moderate to high: Concern
over mistakes (.80-.90), perfectionistic strivings (.85-.89), neuroticism (.87-.90), interpersonal
discrepancies (.60-.74), interpersonal esteem (.77-.80), depressive affect (.53-.68), dietary
restraint (.67-.79), binge eating (.74-.80), and binge drinking (.33-.59). These results support the
reliability of the scales used in our study and suggest most of these scales are highly stable.
In summary, our overall pattern of correlations resembles previous research (Sherry &
Hall, 2009) and suggests merit in testing the reformulated PMOBE with these data.
Multivariate Normality
We tested for multivariate normality in relation to the path model for the reformulated
PMOBE and all associated analyses (i.e., confirmatory factor analyses and tests of stability and
vulnerability, mediation, incremental validity, and specificity). To elaborate, multivariate
normality was tested for using Small’s omnibus test, which combines multivariate measures of
kurtosis and skewness (see DeCarlo, 1997). If chi-square values exceeded critical values
associated with each analysis, data were considered multivariate non-normal (p < .05). These
diagnostics revealed the path model for the reformulated PMOBE and all associated analyses
were multivariate non-normal. Under conditions of multivariate non-normality, non-robust
estimation methods tend to result in poorer indices of overall model fit (heightened type II error)
and smaller standard errors for individual path coefficients (heightened type I error; Nevitt &
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Hancock, 2002). So as to account for such possibilities, we calculated the Bollen-Stine bootstrap
measure of model fit for each analysis. We also calculated all parameter estimates and standard
errors using bias-corrected bootstraps with 20,000 (N = 200) bootstrap samples. Both of these
procedures are robust to multivariate non-normality (Nevitt & Hancock, 2002).
Model Fit
Confirmatory factor analysis and path analysis were conducted using Arbuckle’s (2006)
AMOS 7.0. Model fit was assessed using multiple fit indices. A well-fitting model is suggested
by a non-significant Bollen-Stine bootstrap (p > .05), a 2/df ratio around 2, a comparative fit
index (CFI) and an incremental fit index (IFI) around .95, and a root-mean-square error of
approximation (RMSEA) no higher than .10 (Browne & Cudeck, 1993). RMSEA values are
reported with 90% confidence intervals (90% CI). Because our data are multivariate non-normal,
the Bollen-Stine bootstrap represents the most accurate and unbiased index of model fit (Nevitt
& Hancock, 2002). In path analysis, a standardized path coefficient around .10 signifies a small
effect size; .30 signifies a medium effect size; and .50 signifies a large effect size.
Confirmatory Factor Analyses
Before testing the path model for the reformulated PMOBE, we conducted a series of
one-factor confirmatory factor analyses on the variables of this model. This was done to test
whether each item on a given scale (e.g., the EDDS-BE) loaded appropriately on its respective
factor. Fit indices seen in Table 3 converged to suggest all seven one-factor confirmatory factor
models fit the data reasonably well. In deciding if an item loaded appropriately on its respective
factor, we used a cut-off of .40 or higher for standardized factor loadings (Tabachnick & Fidell,
2001). Standardized factor loadings ranged from .60 to .96 in all but one case (see Table 3). A
single reverse-coded item on the interpersonal discrepancies subscale had a standardized factor
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loading of .40 (i.e., “Others were very satisfied with me and my accomplishments.”). Because it
is relatively common for reverse-coded items to have somewhat lower factor loadings (Marsh,
1996), and because the observed standardized factor loading of .40 still met our pre-determined
cut-off value, we decided to retain this item in our analyses.
The Path Model for the Reformulated PMOBE
Stability and vulnerability effects. Before testing the path model for the reformulated
PMOBE, we used path analysis to test a simple vulnerability model where concern over mistakes
at Wave 1 and binge eating at Wave 1 predicted binge eating at Wave 3. This path model has
zero degrees of freedom, thereby precluding estimation of fit indices. As hypothesized, binge
eating was highly stable, with binge eating at Wave 1 predicting binge eating at Wave 3, β = .69,
p < .001. Congruent with hypotheses, concern over mistakes at Wave 1 also predicted binge
eating at Wave 3 beyond prior levels of binge eating at Wave 1, β = .12, p < .05. This result
indicates concern over mistakes may represent a vulnerability factor for binge eating.
Model testing. The path model for the reformulated PMOBE (see Figure 2) fit the data
well: Bollen-Stine bootstrap p = .25, 2(2, N = 200) = 3.30, p = .19; 2/df = 1.65; CFI = .99; IFI =
.99; RMSEA = .06 (90% CI: .00, .16). As hypothesized, concern over mistakes at Wave 1 was
tied to binge eating at Wave 1, interpersonal discrepancies at Wave 2, and interpersonal esteem
at Wave 2, but not to depressive affect at Wave 2 or dietary restraint at Wave 2. Concern over
mistakes at Wave 1 did not predict binge eating at Wave 3 in the context of the path model for
the reformulated PMOBE (see Figure 2), suggesting the concern over mistakes-binge eating link
may be fully mediated by binge eating maintenance variables (see meditational analyses below).
Consistent with hypotheses, as Figure 1 illustrates, (a) binge eating at Wave 1 was
significantly related to all binge eating maintenance variables (except dietary restraint at Wave
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2); (b) interpersonal discrepancies at Wave 2 were significantly related to interpersonal esteem at
Wave 2 and depressive affect at Wave 2; (c) interpersonal esteem at Wave 2 was significantly
related to dietary restraint at Wave 2; (d) interpersonal discrepancies at Wave 2 and interpersonal
esteem at Wave 2 were not significantly related to binge eating at Wave 3; (e) dietary restraint at
Wave 2 was significantly related to depressive affect at Wave 2; (f) depressive affect at Wave 2
was significantly related to binge eating at Wave 3. Counter to hypotheses, dietary restraint at
Wave 2 was not significantly related to binge eating at Wave 3. Overall, however, paths in
Figure 2 were as hypothesized in the path model for the reformulated PMOBE. Finally, the
percent variance explained for each outcome variable in Figure 2 was as follows: Binge eating at
Wave 1 (R2 = .14), interpersonal discrepancies (R2 = .27), interpersonal esteem (R2 = .45),
depressive affect (R2 = .44), dietary restraint (R2 = .16), and binge eating at Wave 3 (R2 = .59).
Mediational analyses. According to Mallinckrodt, Abraham, Wei, and Russell (2006), a
significant indirect effect indicates mediation has occurred. We calculated indirect effects by
multiplying (a) path coefficients from predictor variables to mediator variables and (b) path
coefficients from mediator variables to criterion variables. Bootstrap analyses were used to test
the significance levels of hypothesized indirect effects in the path model for the reformulated
PMOBE (see Figure 1). We used random sampling with replacement to create 20,000 (N = 200)
bootstrap samples from the original data set. Using these bootstrapped samples, we estimated
bias-corrected standard errors and 95% CIs for indirect effects. If zero is not included in the 95%
CI for an indirect effect, then the indirect effect is significant at p < .05.
As Table 4 shows, four of five hypothesized indirect effects were significant: (a) The
overall indirect effect of concern over mistakes at Wave 1 on binge eating at Wave 3 through all
binge eating maintenance variables; (b) the indirect effect of concern over mistakes at Wave 1 on
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depressive affect at Wave 2 through interpersonal discrepancies at Wave 2; (c) the indirect effect
of concern over mistakes at Wave 1 on dietary restraint at Wave 2 through interpersonal
discrepancies at Wave 2 and interpersonal esteem at Wave 2; and (d) the indirect effect of
interpersonal discrepancies at Wave 2 on binge eating at Wave 3 through depressive affect at
Wave 2 were all significant. However, (e) the indirect effect of interpersonal esteem at Wave 2
on binge eating at Wave 3 through dietary restraint at Wave 2 was nonsignificant. Overall then,
five indirect effects were hypothesized and four were supported.2
Incremental validity. A path model was also run identical to the one depicted in Figure
1, with one change: Concern over mistakes at Wave 1 was replaced with perfectionistic strivings
at Wave 1. This model fit the data well: Bollen-Stine bootstrap p = .35, 2(2, N = 200) = 2.54, p
= .28; 2/df = 1.27; CFI = .99; IFI = 99; RMSEA = .04 (90% CI: .00, .15) and perfectionistic
strivings was significantly related to interpersonal discrepancies at Wave 2 and interpersonal
esteem at Wave 2. When concern over mistakes at Wave 1 was added to this model as a
covariate (i.e., correlated with all exogenous variables with a direct effect to all endogenous
variables), this model also fit the data well: Bollen-Stine bootstrap p = .26, 2(2, N = 200) = 3.22,
p = .20; 2/df = 1.61; CFI = .99; IFI = 99; RMSEA = .06 (90% CI: .00, .16). Moreover, all paths

2

The PMOBE is focused on mediational processes as opposed to moderational processes.

However, to be thorough, exploratory moderational analyses were also conducted. Four
moderated regression analyses tested if concern over mistakes and maintenance variables
interacted to predict binge eating. No support was observed for any of these analyses. These
results suggest the relationship between concern over mistakes and binge eating is not dependent
on maintenance variables in the present study.
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involving concern over mistakes and the other variables of the reformulated PMOBE were still
significant (p < .05) in the hypothesized manner above and beyond perfectionistic strivings.
Another path model was run identical to the one seen in Figure 1, with one difference:
This time we replaced concern over mistakes at Wave 1 with neuroticism at Wave 1. This model
fit the data well: Bollen-Stine bootstrap p = .57, 2(2, N = 200) = 1.38, p = .50; 2/df = 1.65; CFI
= .1.0; IFI = 1.0; RMSEA = .00 (90% CI: .00, .13) and neuroticism was significantly related to
binge eating at Wave 1, interpersonal discrepancies at Wave 2, interpersonal esteem at Wave 2,
and depressive affect at Wave 2. Once concern over mistakes at Wave 1 was added to this model
as a covariate, this model also fit the data well: Bollen-Stine bootstrap p = .37, 2(2, N = 200) =
1.20, p = .30; 2/df = 1.65; CFI = .99; IFI = .99; RMSEA = .03 (90% CI: .00, .15). Of note, all
paths involving concern over mistakes and the other variables of the reformulated PMOBE
remained significant (p < .05) in the predicted manner over and above neuroticism. Altogether,
these results support the incremental validity of concern over mistakes and the other variables of
the reformulated PMOBE beyond perfectionistic strivings or neuroticism.3
Specificity. The specificity of the variables of the reformulated PMOBE was tested by
substituting binge eating for binge drinking in Figure 1. Fit indices suggested the reformulated
3

The incremental validity shown by the variables of the reformulated PMOBE is in some

ways noteworthy. However, caution is also needed in interpreting these findings. Concern over
mistakes, perfectionistic strivings, and neuroticism frequently co-occur, as suggested by their
intercorrelation in Table 2. Extracting variance from concern over mistakes that is shared with
perfectionistic strivings or neuroticism may lead to a form of concern over mistakes that is
seldom seen in daily life and has unclear meaning. Tables and figures therefore do not show
results where perfectionistic strivings or neuroticism is included as a covariate.
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PMOBE involving binge drinking still fit the data reasonably well: Bollen-Stine bootstrap p =
.25, 2(2, N = 200) = 3.37, p = .19; 2/df = 1.68; CFI = .99; IFI = .99; RMSEA = .06 (90% CI:
.00, .16). However, binge drinking was inconsistently related to variables of the reformulated
PMOBE. Most paths involving binge drinking were nonsignificant. Indeed, only two significant
paths involving binge drinking were observed: Binge drinking at Wave 1 significantly predicted
binge drinking at Wave 3, β = .32, p < .001 and binge drinking at Wave 1 significantly predicted
depressive affect at Wave 2, β = .10, p < .05. The percent variance explained for each outcome
variable in the reformulated PMOBE involving binge drinking was as follows: Binge drinking at
Wave 1 (R2 = .01), interpersonal discrepancies (R2 = .22), interpersonal esteem (R2 = .44),
depressive affect (R2 = .43), dietary restraint (R2 = .14), and binge drinking at Wave 3 (R2 = .13).
Overall, results suggest the variables of the reformulated PMOBE do not adequately predict
binge drinking, whereas these variables do adequately predict binge eating.4
Discussion
Results from the present study indicated the reformulated PMOBE provided a good fit to
the data and is generally consistent with the hypothesized pattern of (a) direct and indirect
4

Across all waves of the present study, 17.5% of participants did not consume a single

drink of alcohol. We questioned whether these abstainers may influence the fit indices for and
the path coefficients in the path model for the reformulated PMOBE when binge drinking was
substituted for binge eating. To test this possibility, we conducted a path analysis omitting these
abstainers. This model fit the data reasonably well: Bollen-Stine bootstrap p = .14, 2(2, N =
165) = 4.61, p = .10; 2/df = 2.32; CFI = .99; IFI = .99; RMSEA = .09 (90% CI: .00, 20). When
utilizing the p < .05 criterion, we also found the significance of paths was the same for the path
model without abstainers (as compared to the path model with abstainers).
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effects, (b) stability and vulnerability effects, (c) incremental validity, and (d) specificity. Below
we discuss both support for and inconsistencies with the reformulated PMOBE.
The Path Model for the Reformulated PMOBE
The reformulated PMOBE fit the data well with significant paths in the hypothesized
direction. In total, 18 of 20 paths in the reformulated PMOBE were as predicted (see Figure 1
and 2), with 2 unexpected findings discussed below. The reformulated PMOBE integrates
formerly disparate areas of research on binge eating into a single, coherent model where concern
over mistakes relates to binge eating through four binge eating maintenance variables (i.e.,
interpersonal discrepancies, low interpersonal esteem, depressive affect, and dietary restraint).
As predicted by the reformulated PMOBE, results indicate concern over mistakes plays
an intimate role in binge eating both directly by predicting changes in binge eating over time and
indirectly by setting conditions where binge eating is likely to occur. Whereas Sherry and Hall
(2009) focused on just interpersonal features of perfectionism in the original PMOBE, our results
suggest interpersonal and cognitive features of perfectionism are central to binge eating. The
present study is thus consistent with Rieger et al. (2010), who argued both interpersonal
problems (e.g., concerns over others’ elevations) and cognitive dysfunction with perfectionistic
themes (e.g., dichotomous appraisals of outcomes) are key predictors of eating problems.
Though there are differences between socially prescribed perfectionism as measured in
the original PMOBE (see Sherry & Hall, 2009) and concern over mistakes as measured in the
present study (see The Reformulated PMOBE section in the introduction), our results, viewed in
conjunction with other studies (e.g., Dunkley et al., 2000), point toward important similarities
between concern over mistakes and socially prescribed perfectionism. These two perfectionism
variables correlate strongly (Dunkley et al., 2000), load onto the same latent variable (Dunkley,
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Zuroff, & Blankstein, 2003), and appear to display similar predictive properties with respect to
most of the variables of the PMOBE (Sherry & Hall, 2009).
Concern over mistakes directly affected interpersonal discrepancies and esteem. These
results suggest women high in concern over mistakes live an unsatisfying social life involving
negative interactions where they experience others as disappointed in them and disconnected
from them (see also Hewitt et al., 2006). Concern over mistakes also indirectly affected (a)
depressive affect through interpersonal discrepancies and (b) dietary restraint through
interpersonal discrepancies and esteem. Living with such chronic interpersonal problems, women
high in concern over mistakes are prone to periods of depressive affect (arising from their sense
of disconnection from others) and attempts at dietary restraint (which may arise from their desire
to win acceptance and to avoid rejection by achieving a thinner, “socially approved” body).
Without social supports to draw on, binge eating may offer women high in concern over
mistakes a means of coping with or escaping from aversive self-awareness, hunger states, and
depressive affect (see also Downey & Chang, 2007; Heatherton & Baumiester, 1991). Binge
eating does not, however, provide lasting, effective relief. Rather, our results suggest binge
eating itself contributes to interpersonal problems and depressive affect, with binge eating
thereby predisposing future episodes of binge eating. Considered from this perspective, binge
eating represents a short-term coping mechanism that ultimately becomes a long-term problem.
Two caveats to our generally supportive results were the nonsignficant paths between (a)
binge eating at Wave 1 and dietary restraint at Wave 2 and (b) dietary restraint at Wave 2 and
binge eating at Wave 3 (see Figure 2). Our findings suggest, in the context of the path model for
the reformulated PMOBE, dietary restraint is neither a direct antecedent nor a direct consequence
of binge eating. Although it is conceivable dietary restraint and binge eating are unrelated once
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the other variables of the reformulated PMOBE are included, it is premature to discount the role
of dietary restraint in binge eating. For instance, research suggests dietary restraint prospectively
predicts binge eating over a 9-month period (Stice, Akutagawa, Gagga, & Agras, 2000) and
binge eating prospectively predicts dietary restraint over a 9-month period (Stice, 1998). Binge
eating may persist for weeks or months before dietary restraint occurs, particularly during times
of stress for women (Sherry & Hall, 2009). The strong short-term stability of binge eating and
our use of 1-week intervals between measurement occasions may account for this discrepancy in
findings; a longer interval between measurement occasions might yield different results.
Stability and vulnerability effects. Concern over mistakes and binge eating are assumed
to exhibit rank-order stability in the reformulated PMOBE. Rank-order stability represents the
extent to which the relative ordering of individuals on a characteristic is maintained over time
(Sherry & Hall, 2009). Test-retest correlations and path analysis in our study suggested concern
over mistakes and binge eating maintain high rank-order stability. Our results are thus in
accordance with evidence suggesting concern over mistakes and binge eating are strongly stable
across longer timeframes (e.g., Rice & Dellwo, 2001).
Given the stability of binge eating, it is notable that concern over mistakes predicts
changes in binge eating beyond preexisting levels of binge eating. The present study offers (what
we believe is to date) the most stringent direct test of concern over mistakes as a vulnerability
factor for binge eating. In fact, we know of no other study showing concern over mistakes is a
vulnerability factor for binge eating. This result not only supports the reformulated PMOBE but
also adds to a wider literature already suggesting concern over mistakes represent a vulnerability
factor for anorexic symptoms (Bulik et al., 2003) and bulimic symptoms (Stice, 2002).
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Mediational hypotheses. In the present study, four of five indirect effects hypothesized
in the reformulated PMOBE were significant. Support for our central mediational hypothesis was
observed, suggesting concern over mistakes at Wave 1 indirectly affected binge eating at Wave 3
through all four binge eating maintenance variables at Wave 2. Binge eating maintenance
variables seem to represent mechanisms partly responsible for the concern over mistakes-binge
eating link (see Sherry & Hall, 2009 for a similar finding). As predicted by the reformulated
PMOBE, our results suggest women high in concern over mistakes are prone to binge eating
because they encounter interpersonal problems, feel sad, and engage in harsh dietary restraint.
Congruent with Sherry and Hall (2009), we also found concern over mistakes at Wave 1
indirectly affected depressive affect at Wave 2 through interpersonal discrepancies at Wave 2.
Given their exaggerated concern over others’ opinions and evaluations and their tendency to
judge themselves in black-or-white terms, women high in concern over mistakes may often
perceive they have fallen short of others’ expectations and this perceived inability to satisfy
others may contribute to periods of depressive affect (Hewitt et al., 2006). Concern over
mistakes at Wave 1 also indirectly affected dietary restraint at Wave 2 through interpersonal
discrepancies at Wave 2 and interpersonal esteem at Wave 2. Sherry and Hall found a similar
mediational chain in their test of the original PMOBE. As the body is a public, visible aspect of
the self, people high in concern over mistakes may be especially focused on presenting an image
of bodily perfection to others (Hewitt et al., 1995). Thus, women may attempt to restrain their
eating and to achieve socially prized, but hard-to-obtain, ideals of thinness in an effort to win
acceptance or to avoid criticism from others (Sherry & Hall, 2009). Finally, the indirect effect of
interpersonal discrepancies at Wave 2 on binge eating at Wave 3 through depressive affect at
Wave 2 was also significant (see Sherry & Hall, 2009 for a similar finding). Viewing oneself as
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falling short of others’ expectations often feels depressing, and it appears women will go to great
lengths to alleviate or to escape this feeling, including engaging in a self-destructive behaviour
such as binge eating (Heatherton & Baumiester, 1991; Sherry & Hall, 2009).
Although four of five hypothesized indirect effects were supported in our study, the
indirect effect of interpersonal esteem at Wave 2 on binge eating at Wave 3 through dietary
restraint at Wave 2 was nonsignificant. This finding contrasts with Sherry and Hall (2009), who
did find support for this mediational chain. Our results do not to suggest interpersonal esteem is
unimportant in the reformulated PMOBE, as bivariate correlations and path analysis both suggest
an important role for this variable. Rather, this unexpected null result suggests other variables
may be needed to explain why interpersonal esteem relates to binge eating. For example, instead
of dietary restraint, social anxiety may mediate the interpersonal esteem-binge eating relation.
Women may try to escape or to manage unpleasant social anxiety by binge eating.
Incremental Validity
As hypothesized, concern over mistakes contributed uniquely to the variables of the
reformulated PMOBE over and above perfectionistic strivings and neuroticism, thereby
supporting the incremental validity of this model. These results, coupled with earlier research
(Bulik et al., 2003), highlight the unique and the specific role concern over mistakes plays in
binge eating. It appears an unrealistic prevention-focused style of perfectionism (i.e., trying to
avoid mistakes or criticism) is more closely tied to binge eating than an unrealistic promotionfocused style of perfectionism (i.e., striving relentlessly for impossibly high goals; Higgins,
1997). Even though our results more strongly implicate concern over mistakes (vs.
perfectionistic strivings) in binge eating (see also Sherry & Hall, 2009), we note other research
suggests a possible role for perfectionistic strivings in binge eating (Bardone-Cone, 2007; Sherry
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et al., 2004). With recent evidence strongly implicating self-criticism in binge eating (Dunkley et
al., 2006), research is also needed to test if concern over mistakes adds incrementally to our
understanding of binge eating beyond self-criticism. Overall then, there is still much to learn
about the relative contribution of various dimensions of perfectionism to binge eating.
After controlling for neuroticism, we also found paths in the reformulated PMOBE were
virtually unaltered. These results support our hypotheses and indicate the processes in the
reformulated PMOBE are not better understood in terms of a general, dispositional tendency to
experience negative emotions. Our results also help allay concerns the lower-order trait of
perfectionism is redundant with the high-order domain of neuroticism (Enns, Cox, & Clara,
2005). The present study thus joins other research in suggesting interpersonal problems and
eating problems are two areas where perfectionism consistently predicts incremental variance
beyond neuroticism (Dunkley, Sanislow, Grilo, & McGlashan, 2009; Sherry & Hall, 2009).
Specificity: Binge Eating vs. Binge Drinking
As in past research, we found binge drinking was unrelated to concern over mistakes
(Flett et al., 2008) and largely unrelated to binge eating maintenance variables. One exception
was a positive link between binge drinking and depressive affect, a result observed in prior work
(Grant, Stewart, & Mohr, 2009). Our study and previous research also indicates perfectionistic
strivings is negatively correlated with binge drinking (Flett et al., 2008).
Overall, the reformulated PMOBE appears specific to binge eating and not to binge
drinking. Supporting this notion, the variables of the reformulated PMOBE explained 59% of the
variance in binge eating, but only 13% of the variance in binge drinking. Why might this model
be specific to binge eating as opposed to binge drinking? Binge eating is typically a hidden,
solitary behaviour (Stein et al., 2007), whereas on university campuses binge drinking is
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frequently a behaviour done along with others (Park, Sher, & Krull, 2009). Given their
interpersonal problems (Hewitt et al., 2006), women high in concern over mistakes may find
themselves more often in solitary situations conducive to binge eating and less often in social
situations (e.g., parties) conducive to binge drinking. Avoiding failures–especially perceived
failures in academic performance–is also a central preoccupation for people high in concern over
mistakes (Cox et al., 2002). Because binge drinking episodes generally last longer, impair
cognitive processes to a greater degree, and may require longer periods of recovery (e.g.,
hangovers) compared to binge eating episodes, we speculate binge drinking is less appealing to
people high in concern over mistakes who are typically worried about academic performance.
Limitations and Future Directions
Our study involved self-report questionnaires only. Such mono-method, self-report
questionnaire research may artificially inflate observed relationships through method variance or
may result in inaccurate reports through biased self-perceptions. Future research on the
reformulated PMOBE using multiple sources (e.g., informants) and multiple methods (e.g.,
interviews) is indicated. Another limitation is our use of modified scales. Although alpha and
test-retest reliabilities for our modified scales were acceptable, and we conducted a separate
psychometrics study supporting these scales (see Footnote 2), ultimately less is known about the
psychometrics of our modified scales. Using latent variables to measure constructs may also
have provided more accurate estimates of model parameters. In addition, our questionnaires were
not counterbalanced. This means we did not control for order effects, which is a limitation.
Though our 3-wave, 3-week longitudinal design offers advantages, other measurement
schedules are possible. Some authors (Smyth et al., 2001) suggest temporal dynamics related to
binge eating are best captured when event sampling (i.e., collecting reports after binge episodes)
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is combined with random sampling. A more intensive measurement schedule may be useful in
testing the reformulated PMOBE. Our data analytic strategy also excluded some variables at
some waves. To offer an example, as Figure 1 shows, dietary restraint was included at only
Wave 2. Future tests of the reformulated PMOBE might include baseline levels of dietary
restraint or other binge eating maintenance variables, thereby testing if changes in these
maintenance variables mediate the link between concern over mistakes and binge eating.
Another potential limitation is our use of a young, advantaged sample of undergraduate
women. This sample raises questions about both the representativeness and the generalizability
of our results. For example, it remains to be seen if results from our study generalize to men.
With a female-to-male ratio of roughly 3-to-2 (American Psychiatric Association, 2000), binge
eating is the least gender-specific form of disordered eating. However, it cannot be assumed the
reformulated PMOBE generalizes across gender, as vulnerability factors for and maintenance
variables in binge eating may differ across women and men (Barry, Grilo, & Masheb, 2002).
To better understand the clinical utility of the reformulated PMOBE, future research
might also test this model using a clinical sample of patients with more severe, diagnosable
levels of binge eating. Moreover, future investigations might employ non-dimensional models
and measures of binge eating wherein participants are instructed to record only discrete episodes
of binge eating that meet a specific, concrete operational definition of this phenomenon. We
might also test the reformulated PMOBE in relation to other forms of dysfunctional eating, such
as emotional eating or eating in the absence of hunger. As interpersonal problems are important
to the reformulated PMOBE, future studies may provide a fuller account of perfectionism-linked
interpersonal problems by investigating these problems amid the interpersonal contexts in which
they occur (e.g., romantic relationships). Given past studies linking attachment dysfunction and
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perfectionism (Wei, Heppner, Russell, & Young, 2006), future studies might also consider a role
for attachment anxiety and attachment avoidance in the reformulated PMOBE.
Implications for Theory and Clinical Practice
In its extreme form, binge eating is now being recognized as an eating disorder in the
DSM-5. As an integrative model unifying several areas of research on binge eating into a single,
coherent framework, the reformulated PMOBE provides a foundation for future theory, research,
and practice in this emerging area. Our results, and the reformulated PMOBE, suggest a
dispositional aspect to binge eating. Key aspects of binge eating and its maintenance variables
appear driven by concern over mistakes, a stable personality trait (Rice & Dellwo, 2001). Our
study thus complements theory suggesting perfectionism is a core aspect of eating problems
(Fairburn, Cooper, & Shafran, 2003). Some authors even argue personality traits and eating
problems are better understood as a unified, interrelated syndrome with personality traits such as
perfectionism providing a wider “characterological context” (Westen & Harnden-Fischer, 2001,
p. 560) for understanding eating problems and associated difficulties (e.g., interpersonal
problems). This viewpoint, which is generally consistent with our results, draws into question
theoretical traditions where psychologists are encouraged to segregate eating problems (binge
eating) from personality problems (perfectionism) during case conceptualization (American
Psychiatric Association, 2000). We believe our results instead point counsellors toward a wider
view of binge eating as a “complex syndrome [where] distinct symptom constellations…are
enmeshed within a complex network of problematic personality traits” (Millon, 2002, p. 212). In
fact, our results suggest concern over mistakes, binge eating maintenance variables, and binge
eating are all critical to conceptualizing the cycle of binge eating.
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Beyond case conceptualization issues, we propose cognitive behavioural therapy is wellsuited to treating patients troubled by concern over mistakes, binge eating maintenance variables,
and binge eating. Guided self-help based on cognitive behavioural therapy (Wilson, Wilfley,
Agras, & Bryson, 2010) is one promising recent frontline treatment for binge eating. However,
we speculate enhanced cognitive behavioural therapy (Fairburn et al., 2003) is potentially more
useful in treating binge eating accompanied by perfectionism (see also Wilson et al., 2010), as
this therapy targets perfectionism, interpersonal problems, low self-esteem, mood difficulties,
and dietary restraint. Given the key role of perfectionism in the reformulated PMOBE, our
results point counsellors toward perfectionism as a treatment target. A reduction in perfectionism
may contribute to a corresponding reduction in binge eating and its maintenance variables (see
also Fairburn et al., 2003). That said, we note our observations about the reformulated PMOBE
in relation to cognitive behavioural therapy for eating problems are mostly conjectural and
should thus be viewed with caution. Meaningful differences also exist between the reformulated
PMOBE and the cognitive behavioural model, including differences in how perfectionism itself
is conceptualized. In the reformulated PMOBE interpersonal and cognitive features of
perfectionism receive emphasis, whereas perfectionism is seen as a strictly intrapersonal
phenomenon in the cognitive behavioural model (Shafran et al., 2002).
Closing Remarks
Binge eating is a cyclical, recurrent, and self-perpetuating behaviour that negatively
impacts health, well-being, and functioning. Despite the destructiveness of this behaviour, calls
for integrative models explaining binge eating have largely gone unanswered (Stice, 2002). The
present study began to fill this void by proposing, testing, and supporting the reformulated
PMOBE. Both this model and our results suggest concern over mistakes is a vulnerability factor
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for binge eating. We also found concern over mistakes is tied to binge eating via four binge
eating maintenance variables (i.e., interpersonal discrepancies, low interpersonal esteem,
depressive affect, and dietary restraint). These maintenance variables appear to be both
antecedents and consequences of binge eating, with binge eating and its maintenance variables
reciprocally influencing one another. Results also supported the reformulated PMOBE’s
incremental validity (beyond either perfectionistic strivings or neuroticism) and specificity (in
predicting binge eating, but not binge drinking). Key to breaking the cycle of binge eating is
understanding how variables work in concert to generate and to maintain binge eating. The
reformulated PMOBE brings us closer to achieving this goal.
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Table 1
Means, Standard Deviations, and Alpha Reliabilities
M

SD

α

Potential
range

Actual
range

Concern over mistakes

10.30

4.89

.87-.89

5-25

5.0-25.0

Perfectionistic strivings

12.91

4.17

.86-.89

4-20

4.0-20.0

Neuroticism

22.13

5.76

.80-.82

8-40

9.0-39.0

Interpersonal discrep.

12.62

6.77

.86-.88

5-35

5.0-35.0

Interpersonal esteem

13.78

4.50

.90-.91

4-20

4.0-20.0

Depressive affect

3.39

3.04

.77-.78

0-16

0.0-16.0

Dietary restraint

5.09

3.31

.89-.92

3-15

3.0-15.0

Binge eating

14.03

9.27

.91-.92

7-49

7.0-49.0

Binge drinking

0.65

0.96

--

0-10

0.0-8.0

Variable

Note. Interpersonal discrep. = interpersonal discrepancies. Alpha reliabilities are reported for
all measures except binge drinking, which was measured with a single item.
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Table 2
Bivariate Correlations
Variable

1

2

3

4

Wave 1
5
6

7

8

9

10

11

12

13

Wave 2
14 15

16

17

18

19

20

21

22

Wave 3
23 24

25 26 27
Wave 1
1. Concern over mistakes
-.43 .53 .51 -.60 .44 .33 .38 -.09
.83 .46 .55 .46 -.56 .36 .30 .37 .09
.80 .49 .51 .52 -.55 .31 .32 .39 .03
2. Perfectionistic strivings
-.14 .16 -.27 .16 .15 .06 -.17
.40 .85 .17 .16 -.24 .15 .12 .13 -.11
.38 .85 .09 .22 -.18 .01 .23 .16 -.16
3. Neuroticism
-.45 -.48 .45 .23 .28 .05
.50 .17 .88 .40 -.44 .45 .20 .27 .01
.48 .21 .87 .40 -.39 .35 .24 .30 .09
4. Interpersonal discrep.
--.57 .59 .26 .42 .11
.49 .20 .49 .60 -.50 .53 .24 .33 .08
.47 .20 .47 .61 -.41 .37 .27 .39 .03
5. Interpersonal esteem
--.47 -.35 -.41 -.04
-.53 -.31 -.47 -.53 .77 -.42 -.33 -.40 -.12
-.51 -.35 -.45 -.54 .74 -.37 -.38 -.41 -.13
6. Depressive affect
-.32 .39 .10
.40 .23 .47 .44 -.42 .63 .31 .33 .10
.36 .24 .47 .48 -.40 .53 .36 .35 .15
7. Dietary restraint
-.41 .05
.32 .16 .26 .24 -.39 .36 .79 .37 .20
.35 .17 .21 .28 -.36 .37 .67 .36 .18
8. Binge eating
-.18
.37 .11 .30 .40 -.42 .43 .30 .78 .34
.36 .12 .30 .36 -.39 .41 .36 .74 .19
9. Binge drinking
--.04 -.20 .05 .02 -.02 .11 .00 .17 .39
-.06 -.23 .04 -.02 -.03 .13 .02 .15 .33
Wave 2
10. Concern over mistakes
-.50 .58 .51 -.54 .39 .27 .35 .11
.90 .50 .51 .52 -.56 .31 .28 .37 .08
11. Perfectionistic strivings
-.22 .21 -.30 .18 .15 .18 -.10
.46 .89 .15 .25 -.24 .05 .25 .21 -.15
12. Neuroticism
-.49 -.49 .53 .23 .26 .00
.53 .28 .90 .44 -.45 .40 .26 .32 .05
13. Interpersonal discrep.
--.57 .61 .19 .38 .10
.45 .26 .47 .74 -.50 .39 .29 .42 .10
14. Interpersonal esteem
--.48 -.36 -.43 -.09
-.54 -.32 -.45 -.53 .80 -.41 -.38 -.40 -.09
15. Depressive affect
-.32 .50 .17
.39 .23 .49 .50 -.40 .68 .36 .48 .16
16. Dietary restraint
-.23 .13
.30 .17 .18 .19 -.28 .28 .76 .27 .11
17. Binge eating
-.35
.37 .17 .23 .36 -.41 .41 .35 .80 .17
18. Binge drinking
-.12 -.07 -.03 .10 -.16 .23 .11 .30 .59
Wave 3
19. Concern over mistakes
-.48 .49 .46 -.54 .32 .30 .35 .04
20. Perfectionistic strivings
-.19 .28 -.28 .08 .28 .22 -.10
21. Neuroticism
-.45 -.44 .43 .26 .27 .05
22. Interpersonal discrep.
--.57 .53 .29 .44 .14
23. Interpersonal esteem
--.50 -.38 -.43 -.21
24. Depressive affect
-.34 .45 .28
25. Dietary restraint
-.36 .12
26. Binge eating
-.22
27. Binge drinking
-Note. Interpersonal discrep. = interpersonal discrepancies. Test-retest correlations appear in bold. A bivariate correlation in the range of .10 signifies a small effect size; a bivariate correlation in the range of
.30 signifies a medium effect size; a bivariate correlation in the range of .50 signifies a large effect size. In Table 2, bivariate correlations with absolute values greater than or equal to .15 are significant at p <
.05; bivariate correlations greater than or equal to .19 are significant at p < .01; and bivariate correlations greater than or equal to .22 are significant at p < .001.
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Table 3
Confirmatory Factor Analyses
Variable

Bollen-Stine
bootstrap

2

Concern over mistakes (W1)

p = .44

6.20, p = .29

Binge eating (W1)

p = .09

Interpersonal discrep. (W2)

p = .65

4.61, p = .47

Interpersonal esteem (W2)

p = .49

Depressive affect (W2)

2/df CFI

1.24

IFI

RMSEA
(90% CI)

Range of
factor loadings

1.00 1.00 .04 (.00, .11)

.61 to .83

.99

.09 (.05, 13)

.67 to .87

0.92

1.00 1.00 .00 (.00, .10)

.40 to .91

2.15, p = .34

1.08

1.00 1.00 .02 (.00, .14)

.67 to .94

p = .22

1.46, p = .23

1.46

1.00 1.00 .05 (.00, .20)

.60 to .84

Dietary restraint (W2)

p = .39

2.91, p = .23

1.45

1.00 1.00 .05 (.00, .16)

.79 to .96

Binge eating (W3)

p = .35

23.06, p = .01

2.31

.99

.65 to .90

26.34, p = .003 2.63

.99

.99

.08 (.04, .13)

Note. Interpersonal discrep. = interpersonal discrepancies. W1 = Wave 1; W2 = Wave 2; W3 = Wave 3. Bootstrap
analyses are based on 20,000 (N = 200) bootstrap samples. Factor loadings are standardized.
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Table 4
Bootstrap Analyses of Indirect Effects
Bootstrap estimates
Hypothesized
indirect
effect

Unstandardized
indirect
effect (B)

Standardized
indirect
effect (β)

SE for
standardized
indirect effect

95%
confidence
interval for
standardized
indirect effect
(lower and
upper)

Concern over mistakes (W1)
to binge eating (W3)a

.552

.310

.068

.176, .443*

Concern over mistakes (W1)
to depressive affect (W2)

.108

.180

.042

.097, .263*

Concern over mistakes (W1)
to dietary restraint (W2)

.020

.031

.013

.005, .057*

Interpersonal discrep. (W2)
to binge eating (W3)

.109

.081

.041

.002, .161*

Interpersonal esteem (W2)
to binge eating (W3)

-.001

.001

.017

-.034, .033

Note. Interpersonal discrep. = interpersonal discrepancies. W1 = Wave 1; W2 = Wave 2; W3 = Wave 3. Bootstrap
analyses are based on 20,000 (N = 200) bootstrap samples. SE = bias-corrected standard error.
a

The overall indirect effect of concern over mistakes at Wave 1 on binge eating at Wave 3 through all binge eating

maintenance variables.
*Confidence intervals excluding zero are significant at p < .05.
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Concern over
mistakes (W1)

Interpersonal
discrep. (W2)

Depressive
affect (W2)

Binge
eating (W1)

Binge
eating (W3)

Interpersonal
esteem (W2)

Dietary
restraint (W2)

Figure 1. The path model for the reformulated perfectionism model of binge eating. Rectangles
represent variables measured via questionnaire. Black arrows represent hypothesized direct
effects; grey arrows represent hypothesized nonsignificant direct effects. In the interest of clarity,
error terms are not displayed. Interpersonal discrep. = interpersonal discrepancies. W1 = Wave 1;
W2 = Wave 2; W3 = Wave 3.

PERFECTIONISM MODEL OF BINGE EATING

58

Concern over
mistakes (W1)

.38

-.34 .36

.10

.01

Interpersonal
discrep. (W2)

.26
.18
Binge
eating (W1)

.08

.50

Depressive
affect (W2)

.16
-.36

.63

.17

.04
.01

.16
-.15

Binge
eating (W3)

-.01
Interpersonal
esteem (W2)

-.24

Dietary
restraint (W2)

Figure 2. The path model for the reformulated perfectionism model of binge eating. Rectangles
represent variables measured via questionnaire. Black arrows represent significant paths (p <
.05); grey arrows represent nonsignificant paths (p > .05). Path coefficients are standardized. In
the interest of clarity, error terms are not displayed. Interpersonal discrep. = interpersonal
discrepancies. W1 = Wave 1; W2 = Wave 2; W3 = Wave 3. Bootstrap analyses are based on
20,000 (N = 200) bootstrap samples.

