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Abstract 

In the cognitive-behavioural model, dietary restraint follows from appearance overvaluation (i.e., 

the core psychopathology of disordered eating). However, little research has examined the 

association between appearance overvaluation and dietary restraint when accounting for shared 

variance with other factors. Moreover, results generally hinge on researchers’ decision-making, 

including addressing outliers and covariates. Herein, specification curve analysis was used to 

examine the association between appearance overvaluation and dietary restraint under 80 unique 

regression models based on different combinations of substantive factors and methodological 

decisions. Results indicated a positive association between appearance overvaluation and dietary 

restraint among university women (N=569; mean β=0.26), however, the association was not 

statistically significant when all factors were included in the model, and removal of outliers 

made results unstable. Hence, it is possible that sociocultural and cognitive-behavioural factors 

may be mediating or confounding the association. Findings also highlight the importance of 

limiting researcher degrees of freedom during data analysis. 
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Is the Association Between Appearance Overvaluation and Dietary Restraint Robust to 

Substantive and Methodological Specifications? A Specification Curve Analysis  

In the transdiagnostic cognitive-behavioural theory of eating disorders (Fairburn, 2008; 

Fairburn, Cooper et al., 2003), the extent to which people overvalue the importance of 

appearance in their self-concept is the core psychopathology underlying eating disorders. There 

is evidence that appearance overvaluation is a predictor of disordered eating (e.g., Tabri et al., 

2015). However, there are other etiological and maintenance factors outlined in the cognitive-

behavioural model that have seldom been examined simultaneously with appearance 

overvaluation, such as perfectionism and global self-esteem. As such, it is unclear how robust the 

link between appearance overvaluation and disordered eating is when considering these 

additional factors.  

Furthermore, although the transdiagnostic cognitive-behavioural model of eating 

disorders is arguably the leading framework for understanding disordered eating, there exist 

other influential frameworks for understanding the etiology and maintenance of disordered 

eating. One such framework is the sociocultural perspective on disordered eating, in which 

perceived pressures to be thin, and internalization of thinness, propel disordered eating (Ata et 

al., 2015; Dittmar, 2008). Critically, little research has examined whether appearance 

overvaluation remains associated with disordered eating when statistically controlling for 

relevant factors from the cognitive-behavioural and sociocultural theories. This dearth of 

research raises many questions about how best to examine the association between appearance 

overvaluation and disordered eating. 

Moreover, researchers must make important methodological decisions to enhance the 

external and internal validity of the results. In particular, researchers often statistically control for 
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participants’ characteristics in the analyses - such as body mass index (BMI) and age - to 

enhance the generalizability of the results. The treatment of outliers, another methodological 

factor researchers must contend with, may also influence results. Some researchers remove 

outliers, others keep them, and some compare differences in the results to examine the impact of 

outliers. Accordingly, there are a large number of potential options with which to examine the 

robustness of the association between appearance overvaluation and disordered eating under 

different substantive and methodological specifications. 

When faced with these multiple substantive methodological specifications in an analysis, 

researchers generally pick and choose specifications that they believe are important (known as 

researcher degrees of freedom). However, a given specification may be perceived as important 

by some researchers and unimportant by others, resulting in many different approaches 

researchers can take in analyzing their data. As a remedy, Simonsohn et al. (2015) developed 

Specification Curve Analysis, which helps to mitigate the issue of researcher degrees of freedom. 

In specification curve analyses, researchers report on results for all theoretically reasonable, non-

redundant specifications one could make during data analysis. For example, specification curve 

analysis has been used to examine the association between dysregulated computer gaming and 

well-being (Ballou & Van Rooij, 2021). Ballou and Van Rooij tested the robustness of the 

association between dysregulated gaming and well-being to three different measures of well-

being: 1) mental health, 2) depressive mood, and 3) life satisfaction. As well, Ballou and Van 

Rooij examined the impact of including or excluding outliers on the statistical significance of the 

association between dysregulated gaming and well-being. Results showed that no matter how 

researchers operationalized well-being (i.e., whether they chose mental health, depressive mood, 

or life satisfaction measures), and regardless of whether outliers were included or excluded from 



 

 

3 

analyses, dysregulated gaming was always significantly negatively associated with well-being. 

Hence, specification curve analysis allowed the researchers to test the robustness of the 

association between dysregulated gaming and well-being under hundreds of different 

specifications. Accordingly, specification curve analysis helps to increase confidence in research 

results.   

In my thesis, I used specification curve analysis (Simonsohn et al., 2015) to shed light on 

the relationship between appearance overvaluation and disordered eating behaviours when 

different correlates of disordered eating (based on the cognitive-behavioural and sociocultural 

models of eating disorders) and participants’ characteristics are included in the analyses. At the 

same time, I tested the robustness of the association between appearance overvaluation and 

disordered eating behaviours to researcher decisions about how to handle outliers and whether to 

statistically control for certain variables (e.g., participants’ age).   

Eating Disorders 

Eating disorders are characterized by maladaptive weight-control behaviours. Eating 

disorders affect at least 10% of the population worldwide and the number of people afflicted 

with an eating disorder is rising (Galmiche et al., 2019). Eating disorders typically manifest in 

adolescence and early adulthood (Frank, 2015), and are particularly harmful because they are 

long-lasting (e.g., 20 – 30 years; Eddy et al., 2017), pervasive (Schaefer et al., 2019), and have a 

profound impact on quality of life and physical health (Brown & Mehler, 2013). Moreover, 

eating disorders have the highest mortality rate among the psychiatric disorders, with many 

dying by suicide or from physical health complications caused by their disordered eating 

(Arcelus et al., 2011). 
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There are four main categories of eating disorders outlined in the fifth edition of the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric 

Association, 2013). The first is anorexia nervosa, one of the most well-known and understood 

eating disorders affecting about 1% of women (Hudson et al., 2007). Anorexia nervosa is a 

psychiatric illness characterized by extreme body image distortions, intense fear of becoming fat, 

and maintenance of a body weight below what is minimally expected for one’s age (American 

Psychiatric Association, 2013; Arcelus et al., 2011). There are two subtypes of anorexia nervosa 

outlined in the DSM-5: anorexia nervosa – restricting type, and anorexia nervosa – 

binging/purging type. In both subtypes, people engage in extreme fasting (i.e., restricting food 

intake) and excessive exercise in an effort to maintain as low a body weight as possible, despite 

already being extremely thin. However, in the binging/purging subtype, people also engage in 

purging behaviour (e.g., self-induced vomiting) as well as binge eating (i.e., perceived loss of 

control over the amount of food consumed within a 2-hour period in which the amount of food 

consumed is larger than a typical individual would consume in a similar period of time). 

Another well-known eating disorder is bulimia nervosa, which affects about 1.5% of 

women (Hudson et al., 2007). Bulimia nervosa is characterized by recurrent episodes of binge 

eating followed by compensatory behaviours (Arcelus et al., 2011). Compensatory behaviours 

are weight-control behaviours intended to compensate for the amount of food consumed during a 

binge eating episode. Examples of compensatory behaviours include, among other things, 

purging (i.e., self-induced vomiting), taking laxatives or diuretics, engaging in excessive 

exercise, fasting, or any combination of the above. Consequences of anorexia nervosa and 

bulimia nervosa include, but are not limited to, low bone density, tooth decay, infertility, as well 

as heart, kidney and liver damage (Brown & Mehler, 2013). 
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A third type of eating disorder is binge eating disorder. Binge eating disorder is the most 

common eating disorder, affecting about 3.5% of women (Hudson et al., 2007). Binge eating 

disorder is very similar to bulimia nervosa in that people affected will experience loss of control 

during binge eating episodes and consume, in a short period of time, an amount of food that is 

larger than typically expected. Those engaging in binge eating disorder often eat faster than what 

is normal, eat past the point of feeling full, eat alone out of embarrassment, and feel guilty or 

depressed after a binge eating episode. However, the important distinction between binge eating 

disorder and bulimia nervosa is that individuals with binge eating disorder do not engage in 

compensatory behaviours after the binge eating episode. As a result, binge eating disorder is 

often associated with higher body weight or obesity. The consequences of binge eating disorder 

are as serious as those from anorexia nervosa and bulimia nervosa, and include high blood 

pressure, low energy, and stomach rupture.  

         Finally, other eating disorders that do not fit into the diagnostic requirements for anorexia 

nervosa, bulimia nervosa, or binge eating disorder exist, and cause significant distress and 

impairment in everyday functioning. These eating disorders are classified as “other specified 

feeding and eating disorders”, and represent about 75% of adults with a diagnosed eating 

disorder (Le Grange et al., 2012). Other specified feeding and eating disorders have varied 

characteristics, but can include: anorexia symptoms in a person with a normal weight (i.e., 

atypical anorexia nervosa), an extended period between bingeing and purging episodes (i.e., 

atypical bulimia nervosa), binge eating disorder with less frequent binge eating episodes (e.g., 

every few weeks), and compensatory behaviours without a binge eating episode (i.e., purging 

disorder), among other variants (American Psychiatric Association, 2013).  Moreover, more 

common than any of the eating disorders outlined above are disordered eating patterns that do 
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not meet the threshold severity for a clinical diagnosis of an eating disorder, but are nevertheless 

harmful to health and well-being (Melve & Baerheim, 1994). All this is to say, eating disorders 

are harmful and life-threatening psychiatric conditions that affect the general population (Arcelus 

et al., 2011; Brown & Mehler, 2013). 

Disordered Eating and Appearance Overvaluation 

Early cognitive-behavioural theories of eating disorders were specific to anorexia nervosa 

or bulimia nervosa.  In both models, appearance overvaluation is theorized to be the core 

psychopathology underlying anorexia nervosa and bulimia nervosa that motivates disordered 

eating. Appearance overvaluation occurs among people who value their physical appearance 

above – and to the detriment of – functioning in other life domains. In essence, those who 

overvalue their appearance base most of their self-worth on the way that they look. 

 In the anorexia nervosa model (Fairburn, 2008), appearance overvaluation motivates 

non-compensatory weight-control behaviours (i.e., behaviours, such as strict dieting and 

excessive exercise to try to reduce weight and burn calories that are not in response to a 

perceived or actual binge eating episode). People who frequently engage in non-compensatory 

behaviours will maintain a significantly low weight, which reinforces their appearance 

overvaluation.  In the bulimia nervosa model, appearance overvaluation motivates non-

compensatory weight-control behaviours, but frequent engagement in these behaviours is 

followed by binge eating episodes. Following a binge eating episode, people turn to 

compensatory weight-control behaviours (i.e., behaviour to try to reduce weight/calorie intake in 

response to a perceived or actual binge eating episode). Like the anorexia nervosa model, in the 

bulimia model, the disordered eating behaviours reinforce appearance overvaluation. 
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However, these disorder-specific theories do not explain “atypical” eating disorders (now 

called other specified feeding and eating disorders in the DSM-5), which are more common than 

anorexia nervosa and bulimia nervosa (Arcelus et al., 2011). Moreover, the specific theories do 

not explain why many people seem to move between diagnostic categories - from meeting the 

criteria of one eating disorder to another (Fairburn, Cooper et al., 2003). For example, it is 

impossible for a person to literally never eat, so once a person with anorexia nervosa reaches a 

point in starvation where the hunger is unbearable, they will binge eat.  To address this 

limitation, Fairburn, Cooper et al. (2003) developed the transdiagnostic theory of eating 

disorders by merging the anorexia nervosa and bulimia nervosa theories. 

In the transdiagnostic theory, eating disorders are theorized to have a common underlying 

core psychopathology which drives and maintains the disordered eating. This common 

mechanism underlying all subtypes of eating disorders is appearance overvaluation. According to 

the transdiagnostic cognitive-behavioural theory of eating disorders, people who overvalue their 

appearance engage in non-compensatory weight-control activities. In turn, engagement in non-

compensatory behaviours motivates binge eating or the maintenance of low weight. Importantly, 

achieving a low weight can lead to binge eating episodes. Following binge eating episodes, 

people may engage in compensatory weigh-control behaviours. Of note, all these behaviours 

reinforce appearance overvaluation.  Illustrating the reciprocal relationship between appearance 

overvaluation and disordered eating behaviours, Tabri et al. (2015) found that appearance 

overvaluation on a given week was associated with engagement in non-compensatory weight 

control behaviours on the following (OR = 1.61) week among women with anorexia nervosa or 

bulimia nervosa over a five-year period.   
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         Appearance overvaluation has since become a core focus of theory and research on eating 

disorders. In fact, appearance overvaluation has become such an important component of 

understanding eating disorders that it is listed as an essential diagnostic criterion for anorexia 

nervosa and bulimia nervosa in the DSM-5 (American Psychiatric Association, 2013) and 

warrants consideration as a diagnostic specifier for binge eating disorder (Grilo, 2013).  Research 

has shown that appearance overvaluation is positively associated with disordered eating 

behaviours among people diagnosed with an eating disorder (Fairburn & Harrison, 2003; 

Goldschmidt et al., 2010; Lampard et al., 2011; Sharpe et al., 2018; Tabri et al., 2015). For 

instance, in cross-sectional research involving women with binge eating disorder, greater 

overvaluation has been linked to binge eating (𝜂𝜌2  = .65; Grilo et al., 2010). Similarly, in other 

cross-sectional research, overvaluation has been shown to be associated with dietary restraint 

among people diagnosed with anorexia nervosa, bulimia nervosa, or other specified feeding and 

eating disorders (𝛽 = .23; Lampard et al., 2011; 𝛽 = .31; Lampard et al., 2013). Furthermore, 

findings from longitudinal research suggest that overvaluation may motivate these behaviours 

(Fairburn & Harrison, 2003; Tabri et al., 2015). For example, greater overvaluation at study 

intake predicted persistent binge eating among women with bulimia nervosa over a 5-year period 

(𝛽 = .19; Fairburn & Harrison, 2003). 

Appearance overvaluation has also been linked to disordered eating in vulnerable 

community samples. For instance, among women high school students, appearance 

overvaluation was positively associated with disordered eating such as fasting and excessive 

exercise (𝛽 = .62; Wade & Lowes, 2002). In addition, findings from longitudinal research 

suggests that overvaluation has long-term negative consequences (Sharpe et al., 2018; Sonneville 

et al., 2015; Stice et al., 2002). For instance, Stice et al. (2002) showed that appearance 
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overvaluation at study intake was associated with greater binge eating at 10 and 20 months later 

among adolescent girls (r = .56). Likewise, greater appearance overvaluation at study intake was 

associated with binge eating 15 years later among adolescent females (OR = 1.29; Sharpe et al., 

2018).  

In sum, there is evidence that appearance overvaluation plays a role in the development 

and maintenance of disordered eating. 

Correlates of Appearance Overvaluation and Disordered Eating 

Although there is evidence that appearance overvaluation proliferates and maintains 

disordered eating, there are many variables that have been linked to appearance overvaluation 

and disordered eating that may be important to consider when examining the link between 

appearance overvaluation and disordered eating. In particular, body dissatisfaction, 

perfectionism, and global self-esteem from the cognitive-behavioural model, as well as 

internalization of attractiveness ideals and perceived pressure to attain the attractiveness ideal in 

the sociocultural model of eating disorders, may all be important covariates as researchers do not 

always agree on which combination of factors are most important to examine.  As such, I 

describe the research evidence pointing to the importance of examining body dissatisfaction, 

perfectionism, global self-esteem, and sociocultural factors when considering the association 

between appearance overvaluation and disordered eating.   

Body Dissatisfaction 

Body dissatisfaction is a maladaptive negative emotion, or feeling, about one’s weight 

and body composition that results from upward social comparisons to idealized body shapes (i.e., 

when people compare themselves to someone who they perceive to have a superior body 

appearance; Myers & Crowther, 2009). There is some debate as to whether body dissatisfaction 
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or appearance overvaluation is the main precursor to eating disorders. For instance, in 

longitudinal research among a community sample of 8 to 13-year-old girls, body dissatisfaction 

predicted dietary restraint (𝛽 = .32; Allen et al., 2008). Other studies found that body 

dissatisfaction predicted increased risk for, and severity of, binge eating at 20-month follow-up 

among adolescent females (r = .26; Stice et al., 2002) and 15-year follow-up among adolescent 

females (OR = 1.62; Sharpe et al., 2018).  

Importantly, although body dissatisfaction and appearance overvaluation are moderately 

and positively associated, research indicates that they are distinct constructs (Cooper & Fairburn, 

1993; Mitchison et al., 2017; Sharpe et al., 2018; Wade et al., 2011). For example, body 

dissatisfaction and appearance overvaluation are associated with different clinical markers.  A 

longitudinal study among clinical samples of women with bulimia nervosa found that body 

dissatisfaction and depressed mood moved together over time (r = .51), whereas appearance 

overvaluation and self-esteem moved together over time (r = .34; Cooper & Fairburn, 1993). 

Sharpe et al. (2018) found similar results among adolescent females across 15 years, where body 

dissatisfaction predicted depressive symptoms (OR = 0.64) and appearance overvaluation 

predicted the onset of binge eating (OR = 1.29) in adulthood.  As well, appearance overvaluation 

better differentiated women with bulimia nervosa from healthy controls compared to body 

dissatisfaction (Goldfein et al., 2000). In a community sample, body dissatisfaction predicted 

dietary restraint (𝛽 = .20), but appearance overvaluation predicted binge eating (𝛽 = .62; Allen et 

al., 2008). 

Given the moderate and positive associations between body dissatisfaction, appearance 

overvaluation, and disordered eating, it may be important to include body dissatisfaction as a 
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covariate in analyses that examine the association between appearance overvaluation and 

disordered eating. 

Global Self-Esteem 

In the cognitive-behavioural model, low global self-esteem is theorized to be an 

antecedent of appearance overvaluation and a maintenance factor of disordered eating (Fairburn, 

2008). Global self-esteem refers to a person’s negative or positive view of themselves as a whole 

(i.e., not specific to any one aspect of the self; Rosenberg et al., 1995).  Low global self-esteem 

refers to having a pervasive and long-lasting low self-value that is not explained by other 

psychopathology (e.g., depression). Like appearance overvaluation, self-esteem has been shown 

to be an important predictor of treatment outcomes among people with eating disorders. In 

longitudinal research, self-esteem and appearance overvaluation were the only two significant 

predictors of treatment outcome (Fairburn et al., 1993). Specifically, those with lower self-

esteem and higher appearance overvaluation had worse treatment outcomes at one-year follow 

up. Similarly, in a meta-analysis investigating treatment outcomes for eating disorders, higher 

self-esteem predicted better outcome at end of treatment (r = .22; Vall & Wade, 2015). As well, 

a systematic review found that, although self-esteem did improve with treatment, initial self-

esteem was predictive of remission and weight-related outcomes at follow-ups (r = .33; Kastner 

et al., 2019). 

Appearance overvaluation and self-esteem are also associated. For instance, in cross-

sectional research among men and women with binge eating disorder, higher levels of 

appearance overvaluation were correlated with lower self-esteem (r = -0.44; Hrabosky, 2007). In 

community samples, cross-sectional research has found associations between low global self-

esteem and greater overvaluation among high school students (𝛽 = -0.49; Wade & Lowes, 2002) 
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and university students (𝛽 = -0.22; Lampard et al., 2011).  Likewise, in longitudinal research 

among people with binge eating disorder, the presence of appearance overvaluation was related 

to lower self-esteem when compared to people without overvaluation at baseline (𝜂2 = .140; 

Grilo et al., 2012). Also, among people who received bariatric surgery for obesity, change in 

appearance overvaluation was significantly correlated with change in self-esteem after surgery (r 

= -0.35; Masheb et al., 2006).  

Given the evidence indicating a relationship between self-esteem and appearance 

overvaluation, and self-esteem and disordered eating behaviour, it could be argued that self-

esteem should be included as a covariate in a model measuring the association between 

appearance overvaluation and disordered eating. For example, it is possible that self-esteem 

might equally or better predict disordered eating behaviour than appearance overvaluation. In 

other words, because self-esteem and appearance overvaluation are correlated, it is important to 

partition out the amount of variance in disordered eating behaviours that is accounted for by self-

esteem when measuring the association between appearance overvaluation and disordered eating. 

Importantly, it can also be argued that because self-esteem and appearance overvaluation are 

reliably correlated, that measuring one assumes the other exists, and including both in the model 

can cause multicollinearity. Hence, the inclusion or exclusion of self-esteem as a covariate in the 

model is an important analytical decision. 

Perfectionism 

According to the transdiagnostic cognitive-behavioural theory of eating disorders, 

perfectionism drives and maintains appearance overvaluation and disordered eating (Fairburn, 

2008). People with perfectionism often feel incompetent and uncertain of themselves. To remedy 

this, they work to attain self-imposed, extremely high standards in life domains that offer them a 
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sense of security (Egan et al., 2014; Stoeber & Stoeber, 2009). In the cognitive-behavioural 

model of perfectionism (Shafran et al., 2002), perfectionism is driven by an overvaluation of 

achievement in valued life domains, often including work, sports, and among women with eating 

disorders, their body shape and weight (Fairburn, 2008). Failure to meet any self-imposed 

standards in a domain is met with extreme self-criticism (Shafran et al., 2002). Individuals 

suffering from perfectionism fear failure, are preoccupied with their performance on important 

tasks to the detriment of success in other areas of life, and continue to pursue personally 

demanding standards despite the harm to other areas of life. Perfectionism is a particularly 

harmful trait because once a goal is met, an individual with perfectionism will set another, even 

more difficult goal (i.e., a lower weight), perpetuating a never-ending cycle of harm. 

Research has found that clinical samples of women with eating disorders have higher 

scores on measures of perfectionism compared to community samples (𝜂𝜌2 = .03; Lethbridge et 

al., 2011).  Likewise, a meta-analysis of 23 studies by Dahlenburg et al. (2019) found that people 

with eating disorders score higher on evaluative concerns and personal standards dimensions of 

perfectionism compared to people without an eating disorder or other mental health problems 

(Hedges’ g = 1.00).  Evaluative concerns perfectionism occurs when someone has high self-

standards and is harmfully self-critical when standards are not met, whereas personal standards 

perfectionism is considered less harmful, and occurs among people who enjoy achieving difficult 

goals but do not become self-critical if they fail to do so. Both dimensions of perfectionism (i.e., 

personal standards and evaluative concerns) have been associated with disordered eating 

behaviours and appearance overvaluation in cross-sectional research involving women with 

eating disorders. For example, Steele et al. (2011) found that both dimensions of perfectionism 

were strongly associated with appearance overvaluation (r = .62 evaluative concerns, r = .54 
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personal standards) among women receiving treatment for eating disorders. In other research, 

personal standards perfectionism (r = .23; Watson et al., 2011) and both personal standards and 

evaluative concerns perfectionism (r = .37; Puttevils et al., 2019) were related to dietary restraint 

and drive for thinness, but these relationships were moderated by self-esteem and appearance 

overvaluation respectively. Personal standards perfectionism has also been associated with eating 

pathology in community samples (r = .38; Joyce et al., 2012). 

         Perfectionism also predicts disordered eating behaviours over time. In longitudinal 

research among community samples, perfectionism and appearance overvaluation at time 1 

interacted to predict change in disordered eating behaviours 14 months later (𝛽 = .13; Bardone-

Cone et al., 2016). Specifically, perfectionism was associated with increases in disordered eating 

when appearance overvaluation was high, but not when appearance overvaluation was low. In 

other longitudinal research among undergraduate women, high levels of perfectionism at 

baseline predicted high levels of disordered eating behaviours at 1 (r = .129 evaluative concerns, 

r = .247 personal standards) and 2-year follow-up (r = .156 evaluative concerns, r = .190 

personal standards; Soares et al., 2009). Among clinical samples, lower perfectionism upon 

admission to treatment programs was associated with better response to treatment and predicted 

good outcomes (i.e., absence of any eating disorder) at 8 and 16-year follow-up (Nilsson et al., 

2008). 

Importantly, although many researchers argue that perfectionism consists of two factors 

(i.e., evaluative concerns and personal standards), recent findings suggest a bifactor model (i.e., 

one general factor that all items load onto) provides a better fit to the data compared to a bi-

dimensional model that includes evaluative concerns and personal standards among samples of 
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university students (Smith & Saklofske, 2017) and people from the community (Howell et al., 

2020). 

Taken together, this body of research indicates why some researchers may choose to 

account for perfectionism when examining the association between appearance overvaluation 

and disordered eating behaviours. 

Sociocultural Factors 

Every culture has its own set expectations for how ideal individuals should look and act. 

For instance, in Western cultures, women are expected to have a thin body (Ata et al., 2015; 

Dittmar, 2008; Schaefer et al., 2019). It is well-established that sociocultural factors of perceived 

pressure to be thin and thin-ideal internalization play a role in the development of eating 

disorders (for a review, see Ata et al., 2015). Thin-ideal internalization occurs when someone 

buys into, or strongly believes that, attaining the culturally prescribed “ideal” thin body will 

bring them happiness and success in life. Perceived pressure to be thin comes from social 

interactions and everyday experiences (e.g., social media advertisements) that encourage 

attainment of the thin-ideal.  According to the sociocultural theory, thin-ideal internalization and 

perceived pressure are risk factors for eating disorders because they elicit body dissatisfaction 

(Ata et al., 2015; Dittmar, 2008). 

Importantly, it is theorized that sociocultural factors are also related to appearance 

overvaluation. This is based on Oyserman and colleagues’ (Oyserman, 2001; Oyserman & 

Markus, 1993; Oyserman et al., 2012) sociocultural model of the self-concept. The self-concept 

contains ideas about who you are, who you want to become, and judgments about self-worth 

based on the current and desired self. The self-concept is where appearance overvaluation would 

develop and be maintained, and the thin-ideal would be the desired self. Importantly, in the 
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sociocultural model, the self-concept is partially shaped by our interactions with important 

people and information sources in our lives (e.g., from friends, family, dating partners, and 

media). Accordingly, perceived pressure to attain the attractiveness ideal, and internalization of 

the attractiveness ideal, may contribute to cultivating a self-concept focused on appearance (i.e., 

appearance overvaluation). It is also possible that appearance overvaluation may cultivate thin-

ideal internalization. For example, one longitudinal study found that appearance overvaluation is 

a prospective predictor of thin-ideal internalization in a community sample of adolescent women 

(r = .54; Spangler, 2002). 

However, little research has examined the link between sociocultural factors and 

appearance overvaluation. For example, appearance overvaluation was positively correlated with 

thin-ideal internalization in cross-sectional research among male and female college students (r = 

.54; Spangler & Stice, 2001b) and positively correlated with perceived pressure to be thin among 

adolescent females (r = .57; Stice et al., 2002).  As well, people who overvalue appearance have 

an attentional bias towards stimuli related to the attractiveness ideal (𝛽 = .07; Tabri & Palmer, 

2020). Together, these findings indicate that appearance overvaluation and thin-ideal 

internalization, and appearance overvaluation and perceived pressure to be thin, are positively 

associated. 

In sum, there is evidence that sociocultural factors are related to disordered eating, but 

little research has examined the link between sociocultural factors and appearance overvaluation. 

Nevertheless, theory from social psychology and the self-concept model provide a good rationale 

for a link between sociocultural factors and appearance overvaluation. As such, thin-ideal 

internalization, and perceived pressure to be thin, should be considered when trying to predict 

disordered eating from appearance overvaluation. 
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Methodological Considerations 

Data analysis is not always straightforward. Unfortunately, even if researchers adhere to 

best practice recommendations (e.g., pre-registration, clear a priori hypothesis), there will 

always be ambiguous decisions that can impact the outcomes of the analysis. For example, 

researchers must decide what, if any, covariates to include in a model. Covariates may obfuscate 

results if their inclusion does not have a compelling methodological (e.g., include age because 

there is a wide range in the sample) or substantive (e.g., theory-driven) rationale. This is because 

the statistical significance of a test can hinge on the inclusion or exclusion of one or multiple 

covariates. Simonsohn et al. (2020) note that results of a study hinge on these arbitrary decisions 

made by researchers, and introduce specification curve analysis as a way to remedy the problem. 

The following section outlines the most pertinent researcher decisions that had to be made in my 

study. 

Covariates   

It is common for studies predicting disordered eating and health outcomes from 

appearance overvaluation to control for body mass index (BMI; a measure of height to weight 

ratio) and age in the analyses (Goldschmidt et al., 2009; Mitchison et al., 2017; Santana et al., 

2019; Sharpe et al., 2018). Generally, the rationale for controlling BMI is based on the 

association between BMI and body dissatisfaction. However, there is no evidence that BMI is 

related to appearance overvaluation, and it has been established that appearance overvaluation is 

conceptually and empirically distinct from body dissatisfaction. In fact, in most cases, BMI and 

appearance overvaluation are not correlated. For example, BMI was not correlated with 

appearance overvaluation among men and women seeking treatment for binge eating disorder 

(𝜂2= .002; Grilo et al., 2012; Pearl et al., 2014) and among women receiving inpatient treatment 
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for an eating disorder (r = -0.01; Berner et al., 2013). In a community sample of adolescents and 

adults aged 15 and up, BMI was unrelated to appearance overvaluation, and did not predict 

overvaluation in a linear regression analysis (d = .03; da Luz et al., 2018).  Likewise, in a 

community sample of adult men and women, BMI and appearance overvaluation were not 

correlated (r = .09; Tabri & Palmer, 2020). Although BMI is unrelated to appearance 

overvaluation, it is related to body dissatisfaction. Hence, accounting for variance due to BMI in 

body dissatisfaction and disordered eating may help clarify the importance of looking at body 

dissatisfaction in relation to appearance overvaluation. 

 Controlling for age is also common in eating disorder research, however the rationale for 

this is less clear. Whether a researcher controls for age likely depends on the nature of the 

sample. For example, if the sample narrowly focuses on one age group (e.g., adolescents), then 

controlling for age is not necessary. However, if the sample is more diverse in age, it may be 

important to control for age depending on the relationship between age and appearance 

overvaluation. Berner et al. (2013) controlled for age when predicting eating disorder inpatient 

treatment outcomes because participants’ aging could be partially responsible for improvement 

in symptoms over time. Santana et al. (2019) controlled for age because it was correlated with 

weight suppression (i.e., how far below the ideal weight a participant is). The underlying 

problem in both scenarios is that age is correlated to eating disorder symptoms and severity, in 

that symptoms tend to decrease with time (Eddy et al., 2017). Thus, participant age could 

obfuscate results, especially in a non-clinical sample that includes older people. In sum, because 

some researchers think it is important to include age as a covariate, while others do not, it is 

important to consider it as a specification. 
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Outliers 

Outliers are values in a data set that fall outside of the expected, or average, range of 

values. Outliers can occur for a number of reasons, including participant response error, data 

entry errors, or because participants actually score outside the average range. Problems arise 

from outliers because they influence the average, which causes under- or overestimation of 

effects. As such, it is important to address outliers in data analysis. However, researchers do not 

always agree on what constitutes an outlier (e.g., 3 SDs from the mean, or based on the median 

and quartile range), and there are no clear guidelines on how outliers should be handled (e.g., 

counted as missing data and replaced with group averages, or removed from the study 

completely; Kwak & Kim, 2017). Illustrating this, Aguinis and colleagues’ (2013) literature 

review of methodological sources for conducing regression analyses and related models 

uncovered 39 possible techniques for identifying outliers, and 20 different ways of addressing 

them. Based on their review, the authors recommend that researchers be transparent in their 

decisions around outliers and provide a strong rationale for their decisions on how to handle 

them. Importantly, researchers should report results from all approaches used and include an 

explanation for any different results. As such, I included outliers as a specification in my analysis 

to see if results hinge on inclusion or exclusion of a few results. Given the large number of 

variables in the analysis, it was most appropriate to use multivariate outlier analysis. As such, I 

used Mahalanobis distance to detect multivariate outliers (i.e., right-tail p-value for mahalanobis 

distance <.001). This resulted in an additional two specifications: a) removing all outliers based 

on Mahalanobis distance and b) retaining all outliers.  
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Overview of the Proposed Research 

The goal of my thesis research was to explore the relationship between appearance 

overvaluation and maladaptive dietary restraint behaviours under different model specifications. 

I chose to focus on dietary restraint above other disordered eating behaviours (e.g., binge eating 

or purging) because dietary restraint directly follows from appearance overvaluation in the 

cognitive-behavioural model (Fairburn, 2008). In the model, other disordered eating behaviours 

follow dietary restraint, not appearance overvaluation.   

The model specifications were substantive or methodological.  The substantive 

specifications involved the inclusion of different combinations of factors in the analysis drawn 

from the cognitive-behavioural and sociocultural models of eating disorders. These factors are 

body dissatisfaction, perfectionism, self-esteem, perceived pressure to be thin, and thin-ideal 

internalization. I tested the robustness of the relationship between appearance overvaluation and 

disordered eating in different analytic models that included all possible combinations of factors 

as main effects (e.g., perceived pressure to be thin, self-esteem) that were theoretically relevant. 

My key hypothesis was that people with higher appearance overvaluation would report more 

dietary restraint than people with lower appearance overvaluation (i.e., a positive association). 

In terms of methodological specifications, I examined whether including or excluding 

covariates (i.e., BMI and age) and outliers affect the association between appearance 

overvaluation and disordered eating. These analyses help determine how robust the relationship 

between overvaluation and dietary restraint is to different methodological variances, and 

highlight the importance of limiting and documenting researcher degrees of freedom in order to 

produce more replicable and reliable research. 
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In sum, the specification curve analysis involved all theoretically relevant combinations 

of the following specifications: 1) five substantive factors from theoretical frameworks included 

as additional predictor variables (e.g., perfectionism from the cognitive-behavioural framework); 

2) two covariates (i.e., age and BMI); 3) two outlier specifications (i.e., retain outliers or remove 

them based Mahalanobis distance). The resulting regression analyses tested the relationship 

between appearance overvaluation and dietary restraint.  
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Method 

Participants 

This research was a secondary analysis of existing data collected from female 

undergraduate students at Carleton University. Undergraduate women are an appropriate 

population for at least three reasons. First, the prevalence of eating disorder psychopathology and 

disordered eating behaviours is higher among undergraduate women relative to the general 

population (Fitzsimmons-Craft, 2019 [6.8–40.2% depending on screening criteria]; 

Fitzsimmons-Craft, 2011 [review suggests between 4 – 9%]; Luce et al., 2008 [7.9% dietary 

restraint]). Second, many university-aged women experience subclinical levels of disordered 

eating (Hoerr et al., 2002; Luce et al., 2008). Lastly, the developmental period of young adult 

women is a psychological context in which the self-concept is being formed (Klimstra & 

Doeselaar, 2017). Hence, the timing of the transition to university leaves young women 

especially vulnerable to sociocultural messages as they become more reliant on peer interactions 

and have more opportunity to compare themselves to “ideal” individuals (Fitzsimmons-Craft, 

2011). 

Five-hundred and sixty-nine female undergraduate psychology students from Carleton 

University participated in this study for course credit. Participants had a mean age of 19.69 

(range 17 - 68, SD = 4.61) and mean BMI of 23.60 (range 13.79 - 54.82, SD = 5.20).  

Materials and Procedure 

         Participants were recruited through Carleton University’s SONA system to complete an 

online questionnaire. At the beginning of the assessment, participants completed the informed 

consent. This research received ethics approval from Carleton University’s Research Ethics 

Board–B. 
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Perceived Pressure to be Thin and Thin-ideal Internalization 

The Sociocultural Attitudes Towards Appearance Questionnaire-4-Revised (SATAQ-4R; 

Schaefer et al., 2017)  is a 31-item scale which measures perceived pressure to be thin (e.g., 

“how much pressure do you feel to look thinner, lose weight, or be in shape from friends?”) and 

thin-ideal internalization (e.g., “I want my body to look very thin”) using a 5-point Likert scale 

ranging from 1 (definitely disagree) to 5 (definitely agree).  The SATAQ-4R has good internal 

consistency in these data (⍺ = .87 internalization, .93 pressure). The SATAQ-4R has also been 

shown to have test-retest reliability at two weeks (i.e., all correlations ≥ .72), and convergent 

validity (i.e., all correlations significant at p < .05) with measures of body dissatisfaction, eating 

disturbance, and self-esteem (Schaefer et al., 2017). 

Appearance Overvaluation 

The Beliefs About Appearance Scale (Spangler & Stice, 2001a) is a 20-item scale that 

measures appearance overvaluation. Questions measure strength of belief in statements about the 

influence of physical appearance on relationships, achievement, feelings, and self-view. 

Agreement is measured on a 5-point Likert scale ranging from 0 (not at all) to 4 (extremely). 

Because I used secondary data for my thesis, four items from this scale were used: 1) “how I feel 

about myself is largely based on my appearance”; 2) “my moods are influenced by how I look; 

3) “people will think less of me if I don’t look my best; 4) “the opportunities that are made 

available to me depend upon how I look”.  These four items were selected because all 20 items 

of the Beliefs About Appearance Scale measure one underlying construct (i.e., appearance 

overvaluation). Hence, including all 20 questions was both redundant and put unnecessary 

burden on participants with many other measures in the study. One item from each domain (i.e., 

relationships, achievement, feelings, and self-view) with a high factor loading were selected. The 
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Beliefs About Appearance Scale had good internal consistency in these data (⍺ = .82) and has 

predicted dietary restraint over time in other studies (Spangler & Stice, 2001b). 

Global Self-esteem 

The Rosenberg Self-esteem Scale (Rosenberg, 1965) is a 10-item measure of global self-

esteem (e.g., “I feel that I have a number of good qualities”). Participants rate their agreement 

with a 4-point Likert scale from 1 (strongly agree) to 4 (strongly disagree). The Rosenberg Self-

esteem Scale had good internal consistency (⍺ = .91). 

Perfectionism 

         Perfectionism was assessed using three questionnaires. The first is the Depressive 

Experiences Questionnaire – Self-Criticism scale (Blatt et al., 1976), which is a 6-item measure 

of self-criticism. The Depressive Experiences questionnaire – Self-Criticism Subscale has been 

shown to have good internal consistency (⍺ = .80), and test-retest reliability over 5 (r = .89) and 

13 weeks (r = .83, Lehman et al., 1997). An example from this subscale is “I tend to be very 

critical of myself”. The second scale involves 10 items from the Personal Standards and Concern 

Over Mistakes Subscales of the Frost Multidimensional Perfectionism Scale (Frost et al., 1990). 

The Personal Standards Subscale measures personal standards perfectionism (e.g., “I set higher 

goals than most people”). The Concern over Mistakes Subscale measures evaluative concerns 

perfectionism (e.g., “If I fail at work/school, I am a failure as a person”). The Frost 

Multidimensional Perfectionism scale has been shown to have good internal consistency for both 

the Personal Standards Subscale (⍺ = .83) and the Concern Over Mistakes Subscale (⍺ = .88, 

Frost et al., 1990).  The third scale involves 8 items from the Short Almost Perfect Scale – High 

Standards Subscale and Discrepancy Subscale (Rice et al., 2014). The High Standards Subscale 

measures personal standards perfectionism (e.g., “I expect the best from myself”), and the 
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Discrepancy Subscale measures evaluative concerns (e.g., “I am hardly ever satisfied with my 

performance”). The Short Almost Perfect Scale has been found to have good internal consistency 

(⍺ = .85 standards,  ⍺ =  .87 discrepancy, Rice et al., 2014). 

In line with prior research (Dunkley et al., 2006; Levine et al., 2020), perfectionism was 

measured using a combination of the 24 items from the Depressive Experiences Questionnaire – 

Self-Criticism scale (Blatt et al., 1976), the Frost Multidimensional Perfectionism Scale – 

Concerns over Mistakes and Personal Standards subscales (Frost et al., 1990) and the Short 

Almost Perfect Scale – Discrepancy and High Standards subscales (Rice et al., 2014). 

Participants responded to each of the 24 items using a 7-point Likert scale ranging from 1 

(strongly disagree) to 7 (strongly agree). 

Exploratory factor analysis was used to determine whether an average score that 

combines the evaluative concerns and personal standards subscale scores should be used in the 

analyses, or if they should be entered separately (see Appendix A for a complete list of the final 

questions used and their factor loadings). This is because a general factor of perfectionism has 

been shown to provide a better fit to the data relative to two factors, however, it is not the norm 

(i.e., evaluative concerns and personal standards; Howell et al., 2020; Smith & Saklofske, 2017). 

The analysis revealed two separate factors with eight questions loading onto personal standards 

from the FMPS and the APS-R, and seven questions loading onto self-criticism perfectionism 

from the DEQ and APS-R. The measures of self-critical perfectionism (⍺ = .91) and personal 

standards perfectionism (⍺ = .92) identified via the factor analysis both showed good internal 

consistency and were used in the current research.  
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Body Dissatisfaction 

Body Dissatisfaction was measured using a 4-item questionnaire based on the Personal 

Relative Deprivation Scale (i.e., a measure used in gambling research; Callan et al., 2008). The 

adapted version has been used in recent eating disorders research and was moderately and 

positively correlated with appearance overvaluation (r = .44, Tabri & Palmer, 2020). The 

questions were “When I think about my body compared to others, I feel dissatisfied”, “I am 

satisfied with my body compared to other people like me” (reverse-coded), “I feel distressed 

when I look at other people's bodies”, and “When I compare my body to other people, I realize 

that I am quite satisfied”. The measure was scored using a 7-item Likert scale ranging from 1 

(strongly disagree) to 7 (strongly agree). The measure of body dissatisfaction had good internal 

consistency (⍺ = .91).  

Dietary Restraint 

The Eating Disorder Examination Questionnaire (Fairburn & Beglin, 2008) is a 41-item 

questionnaire which assesses disordered eating symptoms over the past 28 days under four 

subscales: dietary restraint, shape concern, weight concern, and eating concern. Responses are 

made on a scale with seven options for frequency of disordered eating behaviour:  0 (no days), 1 

(1 – 5 days), 2 (6 – 12 days), 3 (13 – 15 days), 4 (16 – 22 days), 5 (23 – 27 days), 6 (every day). 

Only the 5-item dietary restraint subscale was used for this research because it was the only 

measure available in the secondary data. However, dietary restraint is most appropriate above 

other disordered eating behaviours because dietary restraint directly follows from appearance 

overvaluation in the cognitive-behavioural model (Fairburn, 2008).  An example of a question 

from this subscale is “On how many of the past 28 days have you tried to follow definite rules 

regarding your eating (for example, a calorie limit) in order to influence your shape or weight 
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(whether or not you have succeeded)?”. The restraint subscale has good internal consistency in 

these data (⍺ = .89) and has shown good test-retest reliability in other research (r = 81, Rose et 

al., 2013). 

Data Analytic Approach 

The main analysis was an ordinary least squares regression in which appearance 

overvaluation was the independent variable and dietary restraint was dependent variable. I 

examined whether the association between appearance overvaluation and dietary restraint was 

robust to different specifications. To do this, I conducted a specification curve analysis 

(Simonsohn et al., 2015) using R (Version 4.0.0; R Core Team, 2019) and the R-packages specr 

(Version 0.2.1; Masur & Scharkow, 2019). The specification curve analysis was used to identify 

and test all theoretically justifiable decisions a researcher will make during data analysis (e.g., 

which covariates to include). I selected the simplest model (i.e., main effect of appearance 

overvaluation on dietary restraint). The analysis pathways are described in detail below and 

summarized in Table 1. 

Table 1 

Reasonable Specifications for Examining the Relationship between Appearance Overvaluation 

and Dietary Restraint. 

Decision Possible Specifications 

1.  What substantive factors are 

included 

perfectionism, self-esteem, body 

dissatisfaction, perceived pressure, thin-ideal 

internalization  

2.  Covariates BMI and age  

3.  How outliers are handled leave all outliers in, remove all outliers based 

on Mahalanobis distance 
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Substantive Factors 

The listed substantive factors are derived from the cognitive-behavioural and 

sociocultural models of disordered eating, each of which are known predictors of disordered 

eating behaviours. I examined the association between appearance overvaluation and dietary 

restraint with sociocultural factors included as additional predictor variables: perceived pressure 

to be thin and thin-ideal internalization as individual factors and as a set of factors (i.e., three 

specifications). I did the same for the cognitive-behavioural model including body 

dissatisfaction, self-critical perfectionism, personal-standards perfectionism, and self-esteem as 

individual additional predictor variables and as a set of predictor variables (i.e., five 

specifications). I also ran the model with all additional predictors and no additional predictors 

(i.e., two specifications), making a total of ten substantive factor specifications.  I analyzed each 

model for a main effect of appearance overvaluation. 

Covariates 

The included covariates (i.e., age and BMI) are derived from general observation of 

norms while reviewing the eating disorder literature. I looked at the association between 

appearance overvaluation and disordered eating behaviours with age and BMI included as 

covariates both individually and as a set (i.e., three specifications). I also ran the model with no 

covariates (i.e., one specification), making a total of four covariate specifications. 

Outliers   

There were two specifications for handling outliers. First, probable outliers based on any 

extreme scores were excluded from data analysis. Extreme scores on any variable were 

determined by Mahalanobis distance. All outliers could also be retained. Hence, I examined the 

effects of (1) leaving all outliers in and (2) removing all outliers based on Mahalanobis distance. 
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Importantly, both situations are justifiable analysis decisions, and therefore must be included as 

an analysis choice in the specification curve, totaling two additional specifications. 

In sum, the total number of models to be estimated in the specification curve analysis is 

80. This is based on 10 (substantive factors) x 4 (covariates) x 2 (outliers) design, which is 80 

models. 
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Results 

Data Cleaning  

Original data included responses from 772 undergraduate university students at Carleton 

University. Cases were removed because the participants chose to withdraw from the study (n = 

62), did not identify as female, or did not answer the question (n = 42), did not provide age, 

height, or weight information (n = 28; this is because it was needed to calculate the BMI 

variable), did not complete responses for one or more key variables (n = 71). The final sample 

consisted of 569 undergraduate females (Mage = 19.69, SD = 4.61). Descriptive statistics for all 

variables are available in Table 2. Figure 1 shows the correlations between all variables. 

Outlier Detection 

 Mahalanobis distance was used to detect multivariate outliers. Based on Mahalanobis 

distance, 12 cases were outliers (i.e., right-tail p-value for mahalanobis distance <.001). The 

outliers were retained in the data as they were needed for analyses.  

Regression Analysis Assumptions 

 Assumptions were checked for a simple linear regression analysis including all possible 

predictor variables. Visual inspection of the P-P plot indicated no major departures from 

normality. Visual inspection of a scatterplot of the standardized residuals indicated very few 

outliers (i.e., only 2 cases larger than +/- 3 SD), and no visible patterns in the data, indicating 

homoscedasticity. All tolerance levels were greater than .02 and variance inflation factors below 

10, indicating an absence of multicollinearity.  
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Table 2  

Descriptive Statistics for all variables  
 

Min. Max. M SD 

Age 17 68 19.69 4.61 

BMI 13.79 54.82 23.60 5.19 

Appearance Overvaluation 1 5 3.29 0.99 

Dietary Restraint 1 7 2.86 1.73 

Pressure 1 7 3.51 1.32 

Internalization 1 7 4.78 0.94 

Self-Esteem 1 7 4.30 1.22 

Personal Standards Perfectionism 1 7 4.99 1.18 

Self-Criticism Perfectionism 1 7 4.64 1.36 

Body Dissatisfaction 1 7 4.49 2.07 
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Figure 1 

Correlations between all Variables 

 

 

Note. Boxes that are crossed out are non-significant at the .05 level. Red boxes have a negative 

correlation, with darker colour representing a stronger relationship. Blue boxes have a positive 

correlation, with darker colour representing a stronger relationship. SE = self-esteem, PSP = 

personal standards perfectionism, SCP = self-critical perfectionism, AO = appearance 

overvaluation, INT = thin-ideal internalization, PR = perceived pressure to be thin, REST = 

dietary restraint, BD = body dissatisfaction.  
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Specification Curve Analysis 

 All 80 models under investigation yielded positive associations between appearance 

overvaluation and dietary restraint (see Figure 2). The mean 𝑅2 across all models = 0.335 (see 

Figure 3 for a plot of 𝑅2  for each specification). When the models were run on data with outliers 

included, the association between appearance overvaluation and dietary restraint was not 

statistically significant in four of the 40 models. However, when outliers were removed, the 

association was not statistically significant in two of the 40 models. The specifications of all 

models in which the association between appearance overvaluation and dietary restraint was not 

statistically significant are shown in Table 3. These models included all sociocultural (i.e., 

perceived pressure to be thin and internalization of the thin-ideal) and all cognitive-behavioural 

(i.e., body dissatisfaction, self-esteem, and perfectionism) factors. Importantly, in these models, 

removing outliers changed the association between appearance overvaluation and dietary 

restraint from statistically non-significance to significant. The same findings were observed 

when participants’ age was included in the model (i.e., the association is statistically significant 

only when multivariate outliers are removed).  
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Figure 2 

Specification Curve of the Association between Appearance Overvaluation and Dietary Restraint 

 

Note. This figure shows Specification Curve results comparing the effect of analytical choices on 

effect sizes for the association between appearance overvaluation and dietary restraint. The blue 

dots represent statistically significant positive associations, while the grey dots represent non-

significant associations at the .05 threshold. The grey shading represents 95% CIs. The dashed 

line represents the median effect size of 0.29.   
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Table 3 

All Models in which the Standardized Regression Coefficient showing the Association between 

Appearance Overvaluation and Dietary Restraint was Statistically Non-significant.  

 

Covariates in Model B Lower Upper 𝑹𝟐 

PR + INT + SE + BD + PSP + SCP + BMI 0.051 -0.030 0.132 0.507 

PR + INT + SE + BD + PSP + SCP + BMI + AGE 0.057 -0.023 0.138 0.512 

PR + INT + SE + BD + PSP + SCP 0.063 -0.018 0.145 0.497 

r.PR + INT + SE + BD + PSP + SCP + BMI 0.068 -0.013 0.149 0.514 

r.PR + INT + SE + BD + PSP + SCP + BMI + AGE 0.068 -0.013 0.149 0.514 

PR + INT + SE + BD + PSP + SCP + AGE 0.070 -0.011 0.151 0.501 

Note. Model specifications beginning with “r.” were run on data with multivariate outliers 

removed. SE = self-esteem, PSP = personal standards perfectionism, SCP = self-critical 

perfectionism, AO = appearance overvaluation, INT = thin-ideal internalization, PR = perceived 

pressure to be thin, REST = dietary restraint, BD = body dissatisfaction.  

 

The median standardized regression coefficient across all models was 0.29, with the 

median model accounting for 29% of the variance in dietary restraint (𝑅2 = 0.289). Overall, the 

model with the largest coefficient (i.e., largest effect size) regressed dietary restraint on 

appearance overvaluation with only age as a covariate, and outliers included in the model, 

resulting in an effect size of 0.46 (95% CI[0.39,0.54]). This model explained 21% of the variance 

in dietary restraint (𝑅2 = 0.211).  

The model with the smallest coefficient (i.e., the smallest effect size) regressed dietary 

restraint onto appearance overvaluation as well as both sociocultural factors (i.e., perceived 

pressure to be thin, internalization of the thin ideal), all cognitive-behavioural factors (i.e., body 

dissatisfaction, self-esteem, self-critical perfectionism, and personal standards perfectionism), 

and BMI as covariates, with outliers included in the model. These specifications resulted in an 

effect size of 0.05 (95%CI[-0.03 – 0.13]). This model explained 51% of the variance in dietary 

restraint (𝑅2 = 0.507). All models with their respective effect sizes (i.e., standardized regression 

coefficient), confidence intervals, and R2 are in Appendix B. 



 

 

36 

Figure 3 

 𝑅2 for each Unique Model in the Specification Curve 

 

 
Note. The mean 𝑅2 across all models = 0.335. SE = self-esteem, PSP = personal standards 

perfectionism, SCP = self-critical perfectionism, AO = appearance overvaluation, INT = thin-

ideal internalization, PR = perceived pressure to be thin, BD = body dissatisfaction. 

 

 

 

 

 

  

0.00

0.10

0.20

0.30

0.40

0.50

0.60
no

 c
ov

ar
ia

te
s

A
G

E

B
M

I

B
M

I 
+ 

A
G

E

P
S

P

P
S

P
 +

 A
G

E

P
S

P
 +

 B
M

I

P
S

P
 +

 B
M

I 
+ 

A
G

E

S
C

P

S
C

P
 +

 B
M

I

S
C

P
 +

 A
G

E

S
C

P
 +

 B
M

I +
 A

G
E

S
E

S
E

 +
 B

M
I

S
E

 +
 A

G
E

S
E

 +
 B

M
I +

 A
G

E

IN
T

P
R

P
R

 +
 B

M
I

IN
T

 +
 B

M
I

IN
T

 +
 A

G
E

P
R

 +
 A

G
E

P
R

 +
 B

M
I 

+ 
A

G
E

IN
T

 +
 B

M
I +

 A
G

E

P
R

 +
 IN

T

P
R

 +
 IN

T
 +

 B
M

I

P
R

 +
 IN

T
 +

 A
G

E

P
R

 +
 IN

T
 +

 B
M

I +
 A

G
E

B
D

B
D

 +
 A

G
E

S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P

B
D

 +
 B

M
I

S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P
 +

 A
G

E

B
D

 +
 B

M
I 

+ 
A

G
E

S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P
 +

 B
M

I

P
R

 +
 IN

T
 +

 S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P

S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P
 +

 B
M

I 
+ 

A
G

E

P
R

 +
 IN

T
 +

 S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P
 +

 A
G

E

P
R

 +
 IN

T
 +

 S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P
 +

 B
M

I

P
R

 +
 IN

T
 +

 S
E

 +
 B

D
 +

 P
S

P
 +

 S
C

P
 +

 B
M

I +
 A

G
E

R
-S
q
u
ar
ed

Model Specifications

R-Squared Outliers In

R-Squared Outliers Removed



 

 

37 

Discussion 

 In the eating disorders literature, there is a known association between appearance 

overvaluation and dietary restraint that is consistent with the cognitive-behavioural model of 

eating disorders (e.g., Lampard et al., 2011; Lampard et al., 2013). However, less is known about 

how robust the association between appearance overvaluation and dietary restraint is when other 

important determinants of disordered eating are included in the model. For example, the 

sociocultural model puts forth important psychological factors, namely perceived pressure to be 

thin and thin-ideal internalization, that may also explain variance in dietary restraint. Indeed, 

researchers may choose to include different factors from the cognitive-behavioural (e.g., 

perfectionism, self-esteem, body dissatisfaction) or sociocultural (e.g., thin-ideal internalization, 

perceived pressure to be thin) theories of disordered eating when trying to predict dietary 

restraint. Hence, I used specification curve analysis to assess the robustness of the association 

between appearance overvaluation and dietary restraint when different substantive factors from 

leading theories are included in the model.  

Moreover, like how different researchers pick and include different factors, researchers 

also pick and use different methodological aspects of their analyses. Namely, researchers must 

decide whether to remove or retain outliers, and whether to control for participants’ 

characteristics (e.g., BMI, age). Hence, I considered covariate and outlier decisions in the 

specification curve analysis as well.  I hypothesized a positive association between appearance 

overvaluation and dietary restraint and tested how robust this association was to different 

specifications.   

 In line with the cognitive-behavioural theory of eating disorders (Fairburn, 2008) and 

previous research (e.g., Lampard et al., 2011; Lampard et al., 2013), evidence was found for a 
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positive association between appearance overvaluation and dietary restraint that remained 

statistically significant for most the specifications examined in the specification curve analysis. 

Indeed, of 80 unique regression models examined in the specification curve, all showed positive 

associations between appearance overvaluation and dietary restraint, and 74 of those associations 

reached statistical significance. The results indicate a robust association between appearance 

overvaluation and dietary restraint that remained under many different substantive (e.g., 

including or excluding sociocultural or cognitive-behavioural factors in the model) and 

methodological specifications (e.g., different covariates in the model, removal of outliers, or 

retention of outliers).   

Changes in Effect Size  

There were two notable changes in effect size for the relationship between appearance 

overvaluation and dietary restraint. The first was a drop in effect size in specification number 32 

(see Figure 3). In specification number 32, the moderate effect size dropped from around the 

median effect size (i.e., standardized regression coefficient) of 0.29 to 0.16. The reason is that all 

sociocultural factors (i.e., perceived pressure to be thin and thin-ideal internalization) were 

included in the model (i.e., as opposed to only one at a time, or none). All the large effect sizes 

(i.e., greater than the median) only included one sociocultural factor in each unique model, or 

one cognitive-behavioural variable (i.e., perfectionism or self-esteem) except for body 

dissatisfaction.  

The second specification (i.e., numbers 7 to 24), which led to a smaller effect size, 

included body dissatisfaction in the regression model. When body dissatisfaction was included in 

the model, the effect size for the association between appearance overvaluation and dietary 

restraint was about the same size as when all sociocultural variables were included (i.e., ~0.16). 
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When body dissatisfaction or sociocultural factors were in the model, the effect size remained 

small despite the inclusion of methodological covariates (i.e., age and BMI), and changes in 

outliers (i.e., retained or removed).  

Critically, in specifications number 1 to 6, the association between appearance 

overvaluation and dietary restraint was not statistically significant. In models 1 to 6, all 

sociocultural and cognitive-behavioural factors were included in the regression models (i.e., 

sociocultural factors and body dissatisfaction were in the model together). There are at least two 

possible explanations for why body dissatisfaction and sociocultural factors reduce the 

association between appearance overvaluation and dietary restraint. The first explanation is that 

body dissatisfaction and sociocultural factors are confounding factors in the link between 

appearance overvaluation and dietary restraint. A confounder is an extraneous variable that 

obfuscates the relationships between the two variables of interest (Baños, 2018). In the current 

research, body dissatisfaction and sociocultural factors may be confounders because they may 

cause both appearance overvaluation and dietary restraint. However, there is very little research 

on the link between appearance overvaluation, body dissatisfaction, and sociocultural factors. A 

rare longitudinal study showed that appearance overvaluation may cause body dissatisfaction and 

thin-ideal internalization (Spangler, 2002). As such, based on the available evidence, it is 

unlikely that a confounders explanation is the best explanation for why body dissatisfaction and 

sociocultural factors reduce the association between appearance overvaluation and dietary 

restraint.  

The second explanation for why body dissatisfaction and sociocultural factors reduce the 

association between appearance overvaluation and dietary restraint is mediation. In mediation 

analyses, the aim is to identify the mechanism or process by which two or more variables are 
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related. Importantly, mediation cannot be assessed with cross-sectional data, but mediation 

models can be developed based on findings from cross-sectional research, and later tested 

longitudinally or experimentally. In particular, the finding that including both sociocultural 

factors or body dissatisfaction in the model weakens the association between appearance 

overvaluation and dietary restraint may suggest a mediation process in which sociocultural and 

cognitive-behavioural theories are integrated.  In the sociocultural theory of eating disorders, 

thin-ideal internalization, and perceived pressure (i.e., both sociocultural factors) are risk factors 

for eating disorders because they elicit body dissatisfaction (Ata et al., 2015; Dittmar, 2008). In 

the cognitive-behavioural theory, appearance overvaluation directly leads to disordered eating, 

particularly dietary restraint. It is possible that appearance overvaluation indirectly leads to 

disordered eating via sociocultural factors (i.e., perceived pressure to be thin and thin-ideal 

internalization) and body dissatisfaction. Indeed, longitudinal research has shown that 

appearance overvaluation predicts thin-ideal internalization over time whereas thin-ideal 

internalization does not predict appearance overvaluation over time (Spangler, 2002), which 

supports a possible causal unidirectional link between appearance overvaluation and thin-ideal 

internalization.  

To my knowledge, there is only one cross-sectional study on the link between appearance 

overvaluation and sociocultural factors (i.e., perceived pressure to be thin; Stice et al., 2002). 

However, longitudinal research has started to make connections between cognitive-behavioural 

and sociocultural theories of eating disorders using mediation models. For example, in research 

among adolescent males and females, personal standards perfectionism (i.e., from the cognitive-

behavioural model) was indirectly associated with increased bulimic symptoms (e.g., binge 

eating) via thin-ideal internalization and perceived pressure to be thin (i.e., sociocultural 
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variables), and evaluative concerns perfectionism was both directly and indirectly associated 

with increased bulimic symptoms via perceived pressure to be thin and thin-ideal internalization 

(Boone et al., 2011).  Of note, perfectionism in the cognitive-behavioural theory is an antecedent 

of appearance overvaluation.  Thus, one possible integrative model may involve a serial 

mediation in which perfectionism leads to appearance overvaluation, which leads to thin-ideal 

internalization, which leads to body dissatisfaction, which leads to disordered eating. Future 

research should examine this mediation process. 

In sum, it is possible that a complex mediation (as opposed to confounding) process 

involving appearance overvaluation, thin-ideal internalization, perceived pressure to be thin, 

body dissatisfaction, and dietary restrain may provide a better explanation of the link between 

appearance overvaluation and dietary restraint. 

Methodological Decisions which Impact Statistical Significance  

 Another goal of my thesis research was to determine how robust the association between 

appearance overvaluation and dietary restraint is to different methodological specifications. 

Amid rapidly advancing research and data analysis techniques, it is critical to limit and outline 

which decisions were made during data analysis, as many of the decisions can be arbitrary. The 

reason is that the statistical significance of a finding can be influenced by one or more 

methodological decisions. Optimistically, the results of the current research show that the 

association between appearance overvaluation and dietary restraint is very robust (i.e., 74 of 80 

specifications reached statistical significance). Critically, in the 6 models in which the 

association was not statistically significant, there were different specifications for outlier 

retention or removal in some cases. Specifically, when outliers were retained in the data, and all 

sociocultural and cognitive-behavioural factors were included in the model, the association 
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between appearance overvaluation and dietary restraint was not statistically significant. 

However, when multivariate outliers were removed, and all sociocultural and cognitive-

behavioural factors were included in the model, the association between appearance 

overvaluation and dietary restraint was statistically significant. The same results were observed 

(i.e., when outliers were retained the association between appearance overvaluation and dietary 

restraint was not statistically significant, but when the outliers were removed, the association was 

statistically significant) in the above model (i.e., all substantive factors included) when age was 

included as a covariate as well.  

Critically, although the overwhelming evidence points toward a robust association, if a 

researcher had run the analyses from specifications 1 - 6, they may have erroneously concluded 

that there is no association between appearance overvaluation and dietary restraint. Moreover, a 

researcher running models 1 – 6 may have concluded that the lack of an association between 

appearance overvaluation and dietary restraint may be due to confounding variables in the 

model, when in fact the non-significant association is due to how outliers were handled. While 

the solution to these researcher degrees of freedom (i.e., different plausible models) is definitely 

not to run all the models, all the time, the solution is to report on all decisions made during data 

analysis, limit arbitrary decisions (i.e., leave outliers in if they do not affect the outcomes, and 

carefully consider why you are removing them when they do), and to be transparent about data 

cleaning and analysis decisions to ensure replicable, reliable research.  

Novelty of Findings and Future Direction 

 To my knowledge, the current research is the first to examine the association between 

appearance overvaluation and dietary restraint when considering key factors from both 

sociocultural and cognitive-behavioural theories. Moreover, my thesis research is among the first 
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to examine two leading theories simultaneously which otherwise have not been considered 

together in prior research (i.e., the cognitive-behavioural and sociocultural theories of eating 

disorders). The current research highlights the importance of considering both cognitive-

behavioural and sociocultural theories for a more comprehensive explanation of disordered 

eating. Indeed, the cognitive-behavioural theory is useful for understanding the dysfunctional 

thinking that leads to disordered eating (e.g., perfectionism, low self-esteem), but is agnostic 

about the well-known role of sociocultural factors (e.g., societal standards of attractiveness and 

internalizing these standards) in the etiology of disordered eating. An integration of both theories 

can provide a more complete analysis of disordered eating. It is not surprising then, that more of 

the variance in dietary restraint was explained when important factors from both theories were 

considered together. Future research should consider examining how cognitive-behavioural and 

sociocultural factors may combine to foster disordered eating and eating disorders. 

Importantly, considering sociocultural and cognitive-behavioural factors together could 

have practical utility for both treatment and preventive efforts. This is because the gold-standard 

treatment for eating disorders that directly target appearance overvaluation—the cognitive-

behavioural treatment approach (Fairburn, 2008)—are only moderately successful. Indeed, for 

example, results of a meta-analysis indicated a 48% recovery rate (i.e., no longer purging or no 

longer binge eating and purging at the end of treatment) for cognitive-behavioural therapy 

among those who completed treatment (Thompson-Brenner, 2002). Likewise, a more recent 

study indicated that 42% of patients with bulimia nervosa stopped binge eating and purging after 

completing a 20-session course of cognitive-behavioural therapy (Poulsen et al., 2014). 

Critically, many people who recover following cognitive-behavioural treatment for eating 

disorders relapse. For example, 26% of women treated for binge eating disorder developed 
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symptoms (e.g., binge eating) within 12 months of completing cognitive-behavioural treatment 

(Agras et al., 1997). Likewise, Halmi et al. (2002) showed that 44% of women with bulimia 

nervosa resumed binge eating and purging within just four months of completing treatment. 

These results dovetail with other research showing that eating disorders can last many years 

(e.g., Dobrescu et al., 2019; Eddy et al., 2017; Fichter et al., 2006). For example, Eddy and 

colleagues (2017) showed that most women diagnosed with bulimia nervosa at study intake 

recovered (i.e., one year of no symptoms) after nine years. In contrast, among women diagnosed 

with anorexia nervosa at study intake, most recovered after 20 years since study intake. In 

summary, while cognitive-behavioural treatment is the standard of care for disordered eating 

treatment, it is only effective in half the people who complete treatment, and the chances of 

relapse are high. Accordingly, future research on cognitive-behavioural therapy for eating 

disorders should consider addressing sociocultural factors, such as thin-ideal internalization, 

which may help treatment efficacy and facilitate longer recovery.  

Limitations  

 The current research must be interpreted in light of certain limitations. Namely, the 

sample used was a convenience sample of university undergraduate women. This means the 

sample is Western, educated, industrialized, rich, and democratic (WEIRD; Henrich et al., 2010). 

Issues arise when using WEIRD participants, as research has shown that these participants are 

usually outliers on psychological measures, and results of these studies do not extend to other 

populations. Importantly, however, university age women living in Western societies are a 

known vulnerable population to eating disorders (Fitzsimmons-Craft, 2019). As well, pressure to 

be thin is particularly salient in Western cultures (Schaefer et al., 2019).  As such, this sample 
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was appropriate for the research question studied, but caution against generalizing these findings 

beyond university-age women or to other non-Western cultures should be exercised.  

 Moreover, the current research was limited because it was performed on secondary data. 

As such, I was unable to test the robustness of the association between appearance overvaluation 

and other markers of disordered eating (e.g., excessive exercise, binge eating) because they were 

not in the data. A common theme in research using specification curve analysis is to test the 

robustness of associations under different measures of key variables (e.g., using three different 

measures of well-being as the dependent variable, or using different operational definitions for 

feminine hurricane names as the independent variable; Ballou & Van Rooij, 2021; Simonsohn et 

al., 2019). Changing up the measures of key variables has important practical utility for research, 

as it determines whether results of a study hinge on what measures are used. Testing the 

robustness of an association to different measures of the same factor can uncover measurement 

issues if two measures which are supposed to capture the same underlying construct do not show 

the same results. 

  As well, because this study used cross-sectional data, I was unable to determine the 

direction of the association between appearance overvaluation and dietary restraint. Determining 

the direction of the association would have practical utility for both prevention and treatment, as 

it would help determine whether appearance overvaluation or dietary restraint should be the 

focus of treatment. However, previous research has shown the association between appearance 

overvaluation and dietary restraint is reciprocal (Tabri et al. 2015), so longitudinal research may 

reinforce the notion that both should be targeted in preventative and treatment efforts.  

Another possible limitation has to do with the specification curve analysis in that hurdle 

regression models were not used as a methodological specification. Hurdle models produce two 
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regression estimates: One based on a binary outcome for all participants (predicting non-

engagement vs. engagement in dietary restraint) and the other based on a continuous outcome 

among a subset of participants that engaged in dietary restraint. Hurdle models have been 

recommended in the eating disorders literature when examining predictors of disordered eating 

behaviours (see Schaumberg et al., 2018). That said, hurdle models are appropriate when there is 

little engagement in disordered eating in a given sample. In the current research, engagement in 

dietary restraint was relatively normally distributed in that most participants engaged in some 

level of dietary restraint. Accordingly, a hurdle model specification was not needed as an 

additional methodological specification in the current research. 

 Conclusion 

 In sum, the current research showed that the cross-sectional association between 

appearance overvaluation and dietary restraint in a sample of young adult university women is 

robust to substantive and methodological statistical specifications. The results also highlight the 

need to reduce researcher degrees of freedom during data analysis, as decisions about outliers 

and covariates changed the statistical significance of some results, but only in a minority of 

specifications. A key takeaway of the current research is that it may be important for future 

research to integrate sociocultural and cognitive-behavioural factors when examining disordered 

eating.  
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Appendix A 

 

Exploratory Factor Analysis on Perfectionism Measures 

 

 Personal Standards 

Perfectionism 

Self-Criticism 

Perfectionism 

I set very high standards for myself. .874  

I have high expectations for myself. .846  

I have extremely high goals. .785  

I have a strong need to strive for excellence. .749  

I expect the best from myself. .732  

I set higher goals than most people. .723  

I expect higher performance in my daily tasks than 

most other people do. 

.704  

Other people seem to accept lower standards for 

themselves than I do.  

.532  

My performance rarely measures up to my standards.  .963 

I am hardly ever satisfied with my performance.  .899 

I often feel disappointment after completing a task 

because I know I could have done better. 

 .619 

Doing my best never seems to be enough.  .616 

I often find that I don’t live up to my own standards 

or ideals. 

 .591 

There is a considerable difference between how I am 

now and how I would like to be.  

 .578 

I tend not to be satisfied with what I have  .334 

 

  



 

 

66 

Appendix B 

 

This table shows the association between appearance overvaluation and dietary restraint in all 

models run in the specification curve (i.e., standardized beta weight, lower and upper confidence 

intervals) as well as the proportion of variance in dietary restraint explained by the model (i.e., 

𝑅2). Where models are highlighted in grey, the association between appearance overvaluation 

and dietary restraint was statistically non-significant at the .05 level.  

 

Covariates in Model B Lower Upper 𝑹𝟐 

PR + INT + SE + BD + PSP + SCP + BMI 0.051 -0.030 0.132 0.507 

PR + INT + SE + BD + PSP + SCP + BMI + AGE 0.057 -0.023 0.138 0.512 

PR + INT + SE + BD + PSP + SCP 0.063 -0.018 0.145 0.497 

r.PR + INT + SE + BD + PSP + SCP + BMI 0.068 -0.013 0.149 0.514 

r.PR + INT + SE + BD + PSP + SCP + BMI + AGE 0.068 -0.013 0.149 0.514 

PR + INT + SE + BD + PSP + SCP + AGE 0.070 -0.011 0.151 0.501 

r.PR + INT + SE + BD + PSP + SCP + AGE 0.083 0.002 0.165 0.502 

r.PR + INT + SE + BD + PSP + SCP 0.084 0.003 0.165 0.502 

SE + BD + PSP + SCP + BMI 0.100 0.026 0.175 0.496 

SE + BD + PSP + SCP + BMI + AGE 0.109 0.035 0.183 0.501 

r.SE + BD + PSP + SCP + BMI + AGE 0.110 0.036 0.185 0.507 

r.SE + BD + PSP + SCP + BMI 0.111 0.037 0.185 0.507 

SE + BD + PSP + SCP 0.114 0.040 0.189 0.488 

BD + BMI 0.121 0.051 0.191 0.488 

SE + BD + PSP + SCP + AGE 0.123 0.048 0.197 0.491 

r.BD + BMI + AGE 0.126 0.057 0.196 0.502 

r.BD + BMI 0.126 0.057 0.196 0.502 

r.SE + BD + PSP + SCP + AGE 0.128 0.054 0.203 0.495 

BD + BMI + AGE 0.129 0.060 0.199 0.493 

r.SE + BD + PSP + SCP 0.130 0.056 0.204 0.495 

BD 0.134 0.065 0.204 0.479 

BD + AGE 0.143 0.073 0.213 0.483 

r.BD + AGE 0.144 0.074 0.213 0.490 

r.BD 0.145 0.076 0.215 0.489 

PR + INT 0.154 0.067 0.242 0.334 

PR + INT + BMI 0.156 0.068 0.244 0.334 

PR + INT + AGE 0.162 0.074 0.249 0.343 

PR + INT + BMI + AGE 0.162 0.075 0.250 0.343 

r.PR + INT 0.170 0.082 0.258 0.338 

r.PR + INT + AGE 0.170 0.082 0.258 0.338 

r.PR + INT + BMI 0.171 0.083 0.259 0.338 



 

 

67 

r.PR + INT + BMI + AGE 0.171 0.083 0.260 0.338 

INT + BMI 0.253 0.168 0.338 0.288 

INT 0.260 0.174 0.345 0.281 

INT + BMI + AGE 0.261 0.175 0.346 0.295 

r.INT + BMI + AGE 0.265 0.180 0.350 0.297 

r.INT + BMI 0.265 0.181 0.350 0.297 

INT + AGE 0.267 0.182 0.353 0.289 

r.INT 0.269 0.184 0.354 0.291 

r.INT + AGE 0.270 0.185 0.355 0.291 

PR + BMI 0.287 0.206 0.369 0.284 

PR 0.287 0.206 0.368 0.284 

PR + BMI + AGE 0.295 0.213 0.376 0.292 

PR + AGE 0.296 0.215 0.377 0.292 

r.PR 0.299 0.217 0.381 0.287 

r.PR + BMI 0.299 0.217 0.381 0.287 

r.PR + AGE 0.299 0.217 0.381 0.287 

r.PR + BMI + AGE 0.299 0.217 0.382 0.287 

SE + BMI 0.353 0.273 0.432 0.251 

SE 0.353 0.273 0.433 0.247 

r.SE 0.354 0.274 0.433 0.262 

r.SE + AGE 0.354 0.274 0.433 0.262 

r.SE + BMI + AGE 0.354 0.274 0.433 0.264 

r.SE + BMI 0.354 0.275 0.433 0.264 

SCP 0.356 0.272 0.439 0.233 

SCP + BMI 0.356 0.273 0.439 0.237 

SE + BMI + AGE 0.360 0.280 0.439 0.259 

r.SCP 0.360 0.277 0.444 0.243 

r.SCP + AGE 0.360 0.276 0.444 0.243 

SE + AGE 0.361 0.281 0.440 0.256 

r.SCP + BMI + AGE 0.362 0.278 0.445 0.246 

r.SCP + BMI 0.362 0.278 0.445 0.246 

SCP + BMI + AGE 0.364 0.281 0.448 0.243 

SCP + AGE 0.365 0.281 0.448 0.240 

PSP + BMI 0.409 0.333 0.485 0.227 

PSP 0.413 0.337 0.489 0.221 

PSP + BMI + AGE 0.418 0.342 0.495 0.231 

PSP + AGE 0.423 0.346 0.500 0.226 

r.PSP + BMI + AGE 0.423 0.346 0.500 0.229 

r.PSP + BMI 0.424 0.347 0.501 0.229 

r.PSP + AGE 0.427 0.350 0.504 0.224 
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r.PSP 0.427 0.351 0.504 0.224 

BMI 0.447 0.374 0.521 0.212 

no covariates 0.452 0.379 0.526 0.205 

r.BMI + AGE 0.455 0.381 0.529 0.219 

r.BMI 0.456 0.382 0.529 0.219 

BMI + AGE 0.456 0.382 0.530 0.217 

r.AGE 0.460 0.386 0.534 0.213 

r.no covariates 0.460 0.386 0.533 0.213 

AGE 0.462 0.388 0.535 0.211 

 

Note. SE = self-esteem, PSP = personal standards perfectionism, SCP = self-critical 

perfectionism, AO = appearance overvaluation, INT = thin-ideal internalization, PR = perceived 

pressure to be thin, REST = dietary restraint, BD = body dissatisfaction. Specifications 

beginning with “r.” are run on data with outliers removed.  

  


